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Introduction and Purpose of Quality Account 

Quality Accounts are annual reports to the public from providers of NHS healthcare services about the quality and standard 

of services they provide. They are required by the Government to help NHS Trusts, including providers of hospital acute 

services, community health services and mental health services, maintain focus and improve the quality of care for patients. 

 

Quality Accounts have become an important tool for strengthening accountability for quality within NHS Trusts and 

for ensuring effective engagement of Trust Board of directors in the quality improvement agenda. By producing a 

Quality Account, Trusts are able to demonstrate their commitment to continuous evidence based quality improvement 

and to explain their progress to patients and their families, the public and those who have an interest in the services 

that the Trust provides. 

 

 

Identification of Quality Account Priorities 

To ensure that our staff, our external partners and our patient representatives and local communities were able 

to influence the content of this report, quality improvement and engagement events took place between January 

and March to hear the views and experiences and consequently propose priority areas for inclusion into the Quality 

Account. We invited suggestions on what our main quality improvement priorities should be for this year (2020/21) 

and what information should be included in this year’s Quality Account report in addition to the mandated content 

as set by the Department of Health. 

 

We have also held a number of listening weeks that have given patients and stakeholders the opportunity to talk to us 

directly about their experience and about developments that are happening in the future. We have worked with partners 

such as Healthwatch to gain valuable feedback that has shaped the direction of our areas for quality improvement. 



 

 

PART I 

Statement 

on quality 
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Given this backdrop, it was considered to be crucial 

that healthcare services were optimally configured in 

the city in order to serve patients with complex and 

challenging needs. The merger would provide a once 

in a generation opportunity to reconfigure services in 

a way that provides the best healthcare services to the 

city, and as a result improve the quality of care that 

patients receive and the subsequent outcomes for 

patients who are treated. 

 

 

 

 

 

Foreword 

It has been a landmark year for the Trust. On 1 October 

2019, Aintree University Hospital NHS FT (AUHFT) 

merged with Royal Liverpool and Broadgreen NHS Trust 

(RLBUHT), though technically and legally the former 

acquired the latter. Aintree University Hospital NHS FT 

then changed its name to Liverpool University Hospitals 

NHS Foundation Trust (LUHFT). 

 

As chief executive of both AUHFT and LUHFT, it has been 

a year of immense pride to bring the city’s two acute 

trusts together, realising a system-wide ambition that 

has been long in the making, with the aim to be more 

sustainable, clinically led, patient care focused hospitals. 

 

In 2015, NHS Cheshire and Merseyside set out their STP 

plans which recognised that wide variation in the quality 

of care exists across Cheshire and Merseyside. They also 

recognised that the current acute configuration within 

its footprint was unsustainable, with the number of 

tertiary providers in Merseyside presenting an atypical 

challenge as well as an opportunity – as outlined in the 

Healthy Liverpool Programme. Following on from this, 

in 2018, Liverpool CCG published “One Liverpool”, the 

city integrated place based strategic plan 2018-21, with 

the aim of achieving sustainable and standardised acute 

and specialist services to improve health outcomes as 

originally set out in “Healthy Liverpool”. NHS Cheshire 

and Merseyside incorporated the proposed merger of 

AUHFT and RLBUHT within their plans as a requirement 

to drive and deliver improved quality of care and 

changes in existing care models. 

Liverpool University Hospitals NHS Foundation Trust 

is the newly merged Trust, bringing together around 

8,000 staff at AUHFT with over 9,000 staff at RLBUHT 

to create a combined workforce of over 17,000 staff (c 

12,000 Full Time Equivalent/FTE). 

 

The new Trust serves a core population from across 

Merseyside, as well as providing a range of highly 

specialist services to a catchment area of more than two 

million people in the North West region and beyond. 

 

Our hospitals consist of Aintree University Hospital, 

Broadgreen Hospital, Liverpool University Dental 

Hospital and the Royal Liverpool University Hospital 

and each will retain their names which represent 

proud heritages, but as part of the Liverpool University 

Hospitals NHS Foundation Trust which reflects a bold 

and exciting future. 

 

That exciting future will include the completion of the 

new Royal Liverpool University Hospital. Following the 

liquidation of Carillion in January 2018, construction 

on the new hospital was halted for 9 months until 

RLBUHT were able to terminate the original Private 

Finance Initiative (PFI) contract. This brought the 

project under complete public ownership and enabled 

RLBUHT to appoint Laing O’Rourke as management 

contractor. Work on the project restarted in November 

2018. The Board continues to monitor progress of 

the construction, via its New Hospital Committee and 

the Board also receives frequent updates. The cost 

to completion is under constant review and a capital 

bid to fund the cost is under development, whilst the 

Department of Health and Social Care has committed 

to providing the funds to complete construction. 

 

Work to set the new direction for the organisation saw 

the initiation of a comprehensive staff engagement 
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programme to inform and develop a 

new vision and values for the trust. 

Over 10,000 comments from staff 

across the trust were received. The main 

themes were characterised by; supporting 

each other, challenging norms and striving to 

do better and being kind and compassionate. 

At the end of March these themes were being 

analysing in more detail to determine our values 

and behaviours and how we put those into action. 

 

One of the first initiatives launched by the new 

trust was KnifeSavers, which built on the pre-existing 

relationships of the city’s two Emergency 

departments working together as 

part of the Major Trauma Network. 

This innovative campaign aims to 

empower and educate the public 

on how to control life-threatening 

bleeding from knife wounds. The 

KnifeSavers team has helped design 

specialist bleeding control kits which will 

be placed in targeted locations around the 

region, starting in Liverpool. The bleeding 

control kits contain scissors, gloves, tourniquets 

and trauma dressings as well as military-grade 

gauze and chest wound sealant. 

 

The campaign has been created with help from victims 

of knife crime and their families, as well as support 

from trauma data analysts at the Public 

Health Institute at Liverpool John 

Moores University. KnifeSavers is 

being backed by both Everton and 

Liverpool Football Clubs. 

 

Not long after its creation, the new Trust 

was under the spotlight of the cameras 

of BBC Two’s award-winning documentary 

series ‘Hospital’. BBC Two’s flagship 

documentary series returned to Merseyside for 

series five, filming in several trusts in Liverpool. 

When it aired in January, the series recorded 

an average of 2.2 million viewers watching each 

episode and received widespread critical acclaim. We 

hope this gave an insight into our fabulous staff and 

the challenges they face and overcome to deliver the 

compassionate patient care we are so proud of. 
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This care was recognised by Liverpool City Council who 

will admit the Trust to the Freedom Roll of Associations 

and Institutions. It will be an incredible honour to 

receive the Freedom of the City of Liverpool. This is a 

testament to the hard work, dedication and service of 

each of our staff and volunteers committed to delivering 

outstanding healthcare to our patients. In announcing 

this proposal, Liverpool City Mayor, Joe Anderson said: 

‘We owe a huge debt of gratitude to the hard-working 

and committed staff in our hospitals for helping save 

lives every day.’ 

 

This last statement ever more poignant as together we 

stand with colleagues throughout the NHS, other key 

workers and our local population in the fight against 

Coronavirus. 

 

From the start of 2020, staff across the trust have put in a 

huge amount of effort into planning and implementing 

our response to COVID-19. Clinical and non-clinical 

teams have established new ways of working to keep 

our patients and one another as safe as possible. Our 

procurement team have left no stone unturned to 

ensure supplies of the equipment that staff need. IT 

have helped establish virtual clinics where possible and 

support for remote-working rotas. Staff from various 

non-clinical roles have volunteered to help out their 

clinical colleagues providing patient facing care. 

All of this has been achieved in often extremely 

challenging circumstances and I have nothing but pride 

and gratitude for all the amazing work delivered by our 

Trust, the NHS and all key workers during this time. 

This is daunting for all of us, yet each day, what I 

see across the Trust is the amazing resilience and 

commitment in caring for our patients. 

 

It is that dedication and resilience that gives me great 

pride and confidence, that by all pulling together and 

looking after one another, we will come through this as 

a stronger team and more able to keep our communities 

as safe as possible, no matter what the challenge. 

 

I’d like to take this opportunity to express my deepest 

gratitude and thank each and every one of our staff and 

volunteers for all their continued dedication. I also want 

to again express my condolences to those colleagues, 

who have fallen victim to the virus and sadly passed 

away in service. You will remain forever in our thanks. 

 

To the best of my knowledge and belief this has been 

complied with the above requirements in preparing 

the Quality Account and the information therein is 

accurate. 

 

Steve Warburton, 

Chief Executive 
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  About the Trust  region. They have a sound understanding of the 

 

The Liverpool University Hospitals NHS Foundation 

Trust was established on 1 October 2019. The trust 

was formed following a merger of Aintree University 

Hospital NHS Foundation Trust and the Royal Liverpool 

University and Broadgreen Hospitals NHS Trust. 

 

The trust includes three hospital sites: Aintree Hospital, 

Royal Liverpool Hospital and Broadgreen Hospital. 

The trust also provides community services including 

anticoagulation, tuberculosis, HIV, radiology, heart 

failure, respiratory and ECG. 

 

The trust has approximately 1,600 inpatient beds and 

192 day-case beds. There are 857 beds at the Royal 

Liverpool Hospital, 837 beds at Aintree Hospital and a 

further 98 beds at Broadgreen Hospital. 

 

The trust employs over 17,000 staff and has an annual 

turnover of around £1 billion. 

 

The trust is the main provider of hospital care to a 

population of approximately 700,000 in Merseyside 

and surrounding areas as well as patients from across 

the North West of England, North Wales and the 

Isle of Man. The immediate catchment area includes 

some of the most socially deprived communities 

in the country, with high levels of illness. The trust 

is a major provider of specialist services including 

vascular, cardiac, respiratory, urology, ophthalmology, 

orthopaedics, dermatology, rheumatology, head and 

neck surgery, gastroenterology, endocrinology and 

gerontology. As a University trust, there is an extensive 

research and innovation agenda. 

 

The trust has made significant progress since it was 

formed and is positioned to receive an overall rating 

of ‘Good’. 

 

The board is made up of a membership with high 

levels of experience, capability, capacity and integrity 

to lead the organisation. The trust leadership structure 

was put in place in the lead up to merger. At trust 

level, there is a chairperson, chief executive and 

executive board of directors, including non-executive 

directors. The chief executive is a long-standing chief 

executive of one of the predecessor organisations. 

The board is made up of experienced directors and 

were mostly previously executives and non-executives 

at the previous organisations. The executive team 

demonstrates a sound understanding of the new 

organisation and the challenges faced in leading a 

new, large and complex trust within the North West 

population served by the trust and are involved in 

providing leadership within and beyond the trust. The 

executive leadership team meet weekly; this provides 

opportunity to discuss and determine organisational 

strategy, consider the optimal approach to address 

complex or new challenges, provide appropriate 

executive challenge in a controlled environment and 

share information and intelligence. 

 

There are regular board development sessions as part 

of a programme that includes both executive and 

non-executive directors. These provide an opportunity 

for the board to develop a deeper understanding of 

strategic and critical issues and continuously develop 

the ability to ask good assurance questions. The 

seminars are also a vehicle to deliver training and share 

information on specific topics such as freedom to speak 

up, quality improvement and equality, diversity and 

inclusion. Non-executive directors provide challenge 

and have a range of skills that ensure they maximise 

their contribution at board level. Non-executive 

directors chair board sub-committees, and therefore 

have insight at a topic specific level. The development 

programme is aimed at continuous development and 

learning. This is to ensure the non-executive directors 

are, for example, able to have sufficient breadth of 

oversight, appropriate insight, contribute to effective 

governance and accountability and are able to secure 

significant assurance. 

 

There is a comprehensive, scheduled programme of 

senior leadership walkabouts by executive and non- 

executive directors.. They are accompanied by a 

member of staff from the hospital or clinical service. 

The purpose of the walkabouts is to improve the 

visibility of the most senior leaders in the trust, to 

continuously update and improve the understanding 

and awareness of front line services and to provide 

an opportunity, particularly for the non-executive 

directors, to triangulate information received at 

formal meetings and enable them to seek further 

assurances. This has been disrupted recently due 

to the coronavirus pandemic but the directors have 

identified innovative ways of maintaining visibility 

including virtual walkabouts. 

 

There is a council of governors which was in place 

following merger to ensure the non-executive directors 

are challenged and held to account. Governors are 

proactive and engaged with the trust leadership team. 

 

The trust is organised into five management structures 

consisting of divisions. These are Acute & Emergency 
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Medicine, Specialist Medicine, Surgery, ACHT 

(Anaesthetics, Critical Care, Head and Neck, Theatres) 

and Diagnostic and Support Services. 

 

Each of the divisions is led by a medical director, 

director of operations and a director of nursing or 

health care professionals. The divisional triumvirate are 

supported, as a minimum, by a divisional governance 

lead and senior representatives from finance and 

human resources and organisational development. 

 

This structure ensures clear lines of accountability 

across hospitals and within services. It also ensures 

senior managers have levels of earned autonomy, with 

clear expectations. These benefits will undoubtedly 

develop further as the structure and governance 

processes became fully embedded. There is sharing 

of information and skills across the senior teams 

and strong communication across sites, both within 

a division and between hospitals and divisions, to 

minimise risk. Effective links and communication 

between the hospitals and divisions are in place 

and these are being strengthened by the further 

embedding of more formal arrangements as some 

meetings at this level are newly established. There 

are also other established forums for communication 

across the trust and at divisional level. These included 

the team brief, divisional assurance groups and 

divisional review meetings. 

 

The board of directors collectively provides a level 

of challenge to each of the hospitals and divisions 

through the corporate and governance arrangements. 

 

There has been a focus on the appointment of the 

right staff to senior posts as part of the first year post- 

merger. The leadership team for the trust and each of 

the divisions has been recruited since the new trust 

was formed in October 2019. This has been achieved 

whilst maintaining positive industrial relations. Despite 

some delays to the envisaged timescales due to the 

coronavirus pandemic, most senior leadership posts 

have now been appointed to with very few appointees 

not yet in post or remaining in interim or in acting roles. 

 

The leadership team have recognised the need to 

develop talent in the organisation. During its first year, 

the trust has begun succession planning alongside its 

primary focus of getting the right staff in place. This is 

not yet fully embedded and systematic across the new 

organisation but is clearly articulated in merger plans 

and will be supported by the Trust’s new appraisal 

system. There is also a clear recognition of the 

importance of people and organisational development 

to ensure the new trust has the right people and culture. 

The appraisal system allows talent to be identified 

and nurtured which will lead to improved retention. 

It also instigates discussions between managers and 

staff about the staff member’s experience of the 

trust from the perspective of equality and diversity, 

flexible working and health and wellbeing (ref NHS 

National People Plan) which will enable managers to 

take action to improve individual staff experience, 

which is important particularly in light of the differing 

experiences of staff with protected characteristics 

during Covid-19 such as BAME staff. The system 

will be rolled out over a 3 year period and supports 

a continuous approach to effective performance 

management, making the annual appraisal just one 

part of the process. It also includes tools for staff 

and managers to provide feedback to each other on 

an ongoing basis as well as incorporating objectives 

which can be aligned to trust-wide objectives. 

 

Clinical leadership is provided through an infrastructure 

of trust and division leaders including chief nurse 

and medical director, divisional medical directors and 

directors of nursing/allied health care professional, 

associate medical directors, clinical managers, clinical 

directors and matrons. 

 

Divisional assurance groups have been established for 

all divisions and run horizontally across the hospital 

sites. They are in place to ensure the trust governance 

framework is adhered to by setting minimum 

standards across the division, reducing unwarranted 

variation, asking the right questions to understand 

the quality of care provided, making sure they are 

doing the right things to maintain and improve care 

and ensuring that patients get great care, every time. 

Each group is led by the medical director who is a 

member of the trust management group where they 

can escalate divisional concerns and then disseminate 

key trust messages. 

 

The trust meets the Fit and Proper Persons Requirement 

(FPPR) (Regulation 5 of the Health and Social Care 

Act (Regulated Activities) Regulations 2014). This 

regulation ensures that directors of NHS providers are 

fit and proper to carry out this important role. The 

requirements of the fit and proper person regulation 

have been incorporated into the trust recruitment 

policy. All executive and non-executive director 

employment files are completed in line with the FPPR 

regulations. The details of the recruitment process are 

evident in the relevant files we reviewed. The FPPR 

checks are also completed for other key personnel in 

the trust as part of a systematic process 
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  Our Vision and objectives  strategic objectives is also in place which will form part 

 

The trust has a compelling vision at core service and 

executive level. Strategies and plans are aligned 

with plans in the wider health economy and there 

is a demonstrated commitment to system-wide 

collaboration and leadership. The formation of the 

Liverpool University NHS Foundation Trust was itself 

part of the ‘One Liverpool’ plan developed alongside 

the local council and local commissioners. This aims to 

transform health and social care in Liverpool. 

 

Since the formation of the Liverpool University NHS 

Foundation Trust in October 2019, there had been an 

intentional focus on providing stability, safety and security 

across the services. Feedback from across the hospitals 

and services thus far, indicates this had been achieved. 

 

There has been a clear recognition by the executive 

directors of the importance of a shared vision and core 

values. Approximately 2,000 staff have been involved 

in this process. The common purpose of the trust is; 

“provide outstanding healthcare”. The strategic vision 

is “healthy, happier, fairer lives”. These are newly 

agreed but are already well understood and supported 

by staff at all levels. These are being incorporated into 

the recruitment and appraisal process. A set of 14 

of strategies, trust publications and risk management 

and is already being embedded deeply across the 

divisions. The trust’s strategic aims are visible on both 

the intranet and internet sites. 

 

The overall trust vision and strategy links closely to 

local divisional priorities so that staff are confident and 

engaged when local plans or escalation strategies are 

safely implemented. This includes the operational plan, 

reset plan and the winter plan. 

 

Each division is engaged and being clinically led in the 

trust’s wider collaboration with other providers for 

future sustainability and to improve services. This will 

be delivered by providing care in a multi-disciplinary 

joined-up way and reducing sub-optimal outcomes 

and inequalities experienced by the local population. 

 

The directors and their senior management team are 

directly involved with a number of local strategic project 

boards working together to improve services. The trust 

has a risk management strategy in place which was 

approved in October 2019. A workforce strategy is in 

the process of being updated and prepared for wider 

consultation with key stakeholders. 

 

 

OUR FUTURE 

TOGETHER T 

 

Safe care 

Effective care 

Timely access to care 

A great experience 

for patients 

 
 
 
 
 
 

 
PURPOSE 

High quality research 

and innovation 

Widened access to 

research opportunities 

Embedded culture of 

research and innovation 

 

 
VISION 

HEALTHIER, 

HAPPIER, 

FAIRER LIVES 
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  Culture  approach and will ensure that there are local Safety & 

Most staff report a positive culture across the 

organisation and are optimistic about the future. 

The merger in October 2019 was seen positively by 

the vast majority of staff in the organisation. Staff 

have remained motivated through the coronavirus 

pandemic and have risen to the challenge of providing 

a quality service in such challenging circumstances. 

 

The separate identity of the hospitals in the trust and 

of the 5 divisions is seen as important by managers 

and staff and each maintains a strong identity. This is 

within the framework of a strong trust-wide identity 

however that is recognised through the branding of 

essential communication within and across hospitals. 

Having the divisions running in parallel across all 

sites has been particularly important in ensuring that 

staff in support roles and corporate roles have been 

engaged in the merger process and are invested in 

Liverpool University Hospitals as an employer. This 

has also been important in ensuring there is good 

engagement with managers and a clear line of sight 

for staff from ward to board. 

 

The trust is engaged in a significant piece of work 

around safety culture and has appointed its first 

Director of Patient Safety as a statement of the 

importance it places on culture and safety. This work 

includes implementation of the Trust’s ‘Safety First’ 

Governance meetings on all wards and departments 

across the Trust. The Aintree site has been at the 

forefront of this project which has been instrumental 

in ensuring staff tell us that safety is always the first 

priority at the trust, that there is a culture that is just 

and that managers are “approachable if there was a 

problem.” Although not all of the key leaders have 

been in post long-term there is now an element of 

stability emerging which is contributing to significant 

improvements in culture. 

 

The trust monitors compliance with duty of candour 

requirements. Duty of Candour correspondence is 

operationally managed by the quality governance 

team with oversight at the Weekly Safety Meeting and 

the Quality of Care Executive Led Group, which is co- 

chaired by the Chief Nurse and Medical Director. Duty 

of candour compliance was reported to the Quality 

of Care Executive Led Group in September 2020 as 

100% compliance, with all patients being offering 

an apology informed of the investigation and having 

the investigation shared along with a plan to address 

the outstanding case. There were some deviations 

with the timeliness of this provision against the Trust’s 

internal standards but there is a clear improvement 

plan in place to address these including plans to re- 

audit. A trust-wide policy is being drafted to replace 

the two existing policies in place. 
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The trust has a Freedom to Speak up Guardian. The 

trusts current ‘freedom to speak up policy’ outlines 

the role of the guardian and the access that staff have 

to ‘Speak Out Safely advocates.’ Staff across all sites 

and divisions are aware that there are systems in place 

allowing them to speak up. The Freedom to Speak up 

Guardian meets regularly with the Chief People Officer 

and Chief Executive. 

 

The trust undertakes a quarterly pulse check with staff. 

Staff engagement scores initially fell slightly following the 

merger but are now back above the pre-merger levels. 

 

The trust leadership team receive reports on the 

demographic profile of staff compared with the 

local population. The most recent report to the 

trust Workforce Committee showed that trust staff 

demographics are currently consistent with local 

population. 

 

The Trust has a WRES Action Plan in place to address 

identified deficits. This includes actively working to 

appoint more candidates from black and minority 

ethnic groups and candidates with disabilities through 

apprenticeships as well as through traditional pathways. 

The trust has well-established network groups for black 

and minority ethnic staff, lesbian, gay, bisexual and 

transgender staff and for disabled staff. 

 

The Workforce Race Equality Standard has been 

updated in light of the disproportionate impact of 

COVID 19 on our colleagues from a Black, Minority 

Ethnic background and is overseen by the BAME 

strategic committee jointly chaired by the Chief People 

Officer and Chief Nurse. Membership of the committee 

includes BAME colleagues who have completed a 

development course through the NHS Leadership 

Academy and will give them the opportunity to 

influence and make transformational change. This is an 

opportunity for more action in the coming 12 months 

as we look to becoming a truly inclusive employer. We 

have also recently commissioned an external review 

into the lived experiences of our BAME workforce and 

have recently appointed a Non Exec Director from a 

BAME background. 

 

The Trust also has a Workforce Disability Equality 

Standard action plan in place, overseen by the E&D 

Exec Led Group. The Trust recently won an innovation 

award which will allow us to shortly recruit and train 

20 Disability Ambassadors who will provide peer 

support to employees who may have a disability and 

increase awareness and understanding of disability 

across the Trust. 

 

Our staff who are at high risk from COVID due to their 

gender, ethnicity, disability or are pregnant were all 

offered an enhance risk assessment. 

 

As part of the equality and diversity plan the trust is 

working collaboratively with local stakeholders to 

identify barriers and develop further actions. The trust 

has in place an equality and diversity group and is in 

the process of implementing unconscious bias training. 

 

Friends and Family test - The trust scored ‘about the 

same’ as the England average for recommending 

the trust as a place to receive care in the most recent 

period. The trust was not established prior to October 

2019 but both legacy organisations had also previously 

been in this category. 

 

Sickness absence – Both legacy Trust’s sickness absence 

levels were consistently higher than the England 

averages. Trust managers are aware that the staff 

groups with the highest rates of absence were those 

recruited from the local community where population 

health is one of the poorest in the country and have 

clear plans in place to support improvements in the 

overall health and well-being of staff. 
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  Governance  

There are clear clinical governance procedures and quality measurement processes in place at the trust through the 

Quality Governance Framework. This ensures that risks are identified and escalated through the relevant committees 

and steering groups. There is clear ward to board assurance on safety and quality with key messages fed back. This 

was maintained during the height of the coronavirus pandemic through the use of a ‘Business Continuity Quality 

Governance Framework’ between March and June that ensured key messages continued to be heard. 

Quality Governance Structure 

 

 
 

There is a clear programme of monthly trust-wide 

governance meetings that are replicated at divisional 

level and are detailed in forward plans. These are 

supported by weekly safety and governance meetings, 

safety huddles and notice board announcements. 

Care Group governance meetings are minuted in the 

appropriate detail with actions identified and followed 

up appropriately. Significant partners are engaged at 

monthly meetings with examples including ensuring 

the local mental health and ambulance trusts feed into 

the urgent and emergency care services meetings. 

 

Monthly divisional governance and assurance 

meetings are held across all 5 divisions which are 

clinically led and well attended. The agendas are set 

to reflect those of the relevant Executive Led Groups. 

Staff of all grades are welcome to attend and observe. 

At the meetings the group discuss items for inclusion 

on the risk register, clinical audits, clinical effectiveness, 

 

serious incidents, patient experience and morbidity 

and mortality. Key information from these groups 

and from executive-led groups is shared across the 

divisions and feeds into the trust wide risk meetings. 

 

In addition, monthly meetings are held by the Senior 

Leadership Triumvirates to allow them to discuss in 

more depth governance, review of risk registers and 

complaints compliance. These meetings also allow an 

opportunity to highlight recent achievements. 

 

The trust has a service level agreement in place with the 

local mental health trust to ensure we work within the 

Mental Health Act, when this is used. This means that 

the trust receives specialist medical and administrative 

support to ensure we met our obligations under the 

Mental Health Act and Mental Health Act Code of 

Practice. 
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The trust holds a weekly safety meeting which uses 

a framework to review incidents, rapid reviews and 

full investigations prior to sharing. The meeting also 

considers Duty of Candour requirements and links with 

mortality reviews. The trust looks to lead innovation 

in governance and presented to the Cheshire & 

Merseyside Network meeting in June 2020 on its 

response to NHS England’s Patient Safety Strategy 

including an innovative approach to systems learning. 

It is also committed to learning from incidents external 

to the trust with a quarterly external reviews report 

capturing key learning and reporting it via the Clinical 

Standards Group. 

 

The trust’s Controlled Drugs Accountable Officer 

ensures that the required controlled drugs quarterly 

reports are submitted to the Local Intelligence 

Network. Governance arrangements for non-medical 

prescribing is aligned into a single trust approach 

with remedial actions clearly in place and monitored 

in response to findings during an inspection of the 

Aintree site in 2018. 

 

 

 

There are effective and comprehensive processes to 

identify, understand, monitor and address current 

risks. Work has been undertaken to align systems and 

processes and further refinement of the risk registers 

is in progress to ensure future risks are appropriately 

identified. This has included dedicated risk review 

meetings in May 2020 and June 2020 for all divisions 

with the Chief Nurse, Chief Operating Officer and 

Director of Quality Governance. Any individual 

performance issues are escalated to the appropriate 

committees and the board through clear structures 

and processes. 

 

The trust has a risk management strategy in place 

which was approved in September 2019 and policy 

in place which was approved in January 2020. The 

executive leaders recognise the importance of 

ensuring consistency of risk management in the new 

trust, including identification, management, reporting 

and escalation of risks. A single risk register has been 

produced for the trust and there is an ongoing piece 

  Board assurance framework  of work to ensure risks across the organisation are 

The trust has an agreed Board Assurance Framework, 

which consists of fourteen strategic objectives and 

associated key risks under the following four strategic 

priorities: 

• Great Care 

• Great People 

• Great Research & Innovation 

• Great Ambitions 

 

Work has now been completed to align the board 

assurance framework with the key risks identified 

against the trust’s key objectives. The board assurance 

framework is being further refined in response to 

internal self-assessment and recommendations from 

external support. 

 

The board assurance framework is formally reviewed 

by the full board of directors at least twice yearly. The 

trust audit committee reviews the relevant elements 

of the board assurance framework alongside the Risk 

Management Strategy. The board of directors sub- 

committees are structured to assume responsibility for 

relevant board assurance framework risks. Performance 

against the board assurance will be reviewed at each 

formal board of directors meeting and supported by 

the newly instigated risk advisory group. 

appropriately identified and consistently recorded, 

so they can be used to drive improvement. This has 

supported the initial trust focus on providing stability, 

safety and security across the services and has ensured 

there has remained consistency throughout the 

response to coronavirus. 

 

The trust has reviewed structures to support the 

management of risk and a trust risk advisory group 

was established in September 2020 and was chaired by 

the chief nurse. Membership of the trust risk advisory 

group includes all executive directors and a divisional 

director from each division. 

 

There is a risk-based approach to setting the annual 

internal audit plan and the chair of the audit committee 

has oversight of this through audit committee meetings 

and wider engagement with the senior teams. 

 

All of the divisions have their own ‘risk register’ which 

highlights areas of risk to the effective management 

of the service. These range from risks in relation to 

maintaining appropriate staffing levels to the risks from 

any delays to treatment. Each item on the register is 

allocated to an individual member of staff, details 

controls that are in place and includes follow up actions 

and dates for completion. 

Management of risk, issues and 
performance 
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All risks descriptions are broken down by risk, cause and 

consequence. This ensures the service can see the risk 

in its constituent parts and place appropriate controls 

against each risk. Although there are some risks that 

have been on the register for a period of time there 

have been appropriate attempts to mitigate them and 

take action. This is evidenced by all current risk scores 

being below the initial risk scores. 

 

Issues identified on previous inspections have been 

included on risk registers to ensure the issues raised 

were managed appropriately. The trust’s highest scoring 

current risks are:- 

• Inability to maintain services during 

Covid-19 outbreak (20) 

• Inability to meet the 52 week and 18 

week targets in Paediatric Dentistry (20) 

• Inability to provide safe and effective 

staffing within the Trust (16) 

 

The trust has responded to the risks outlined across the 

previous 12 months through a range of investments 

and projects to mitigate the highest risks including: 

• Investment at all levels of nursing to 

bring the substantive establishment per 

shift up. 

• Investment in gastroenterology to enable 

the level of risk in relation to long waiters 

to be significantly reduced. 

• Agreement for significant investment 

in equipment and estate within radiology 

to ensure there is a high quality and safe 

service provided. 

 

Staff are able to articulate these as the highest risks for 

the trust and there are clear actions in place that ensure 

they are being monitored through effective processes. 

Issues and risks are escalated and de-escalated by the 

divisions in line with the Trust Quality Governance 

Framework. This ensures that prompt action is taken, 

at the right level, to ensure that patients are kept safe, 

and that their experience of care, and the outcomes 

of their treatment, are maximised. This is overseen by 

dedicated divisional groups that review key divisional 

quality governance issues and metrics and manage the 

divisional risk registers. 

 

Alongside ward, department and CBU meetings the 

divisions contribute fully to the weekly safety meeting. 

This group reviews incidents reported within the trust 

weekly and ensures the timely production of rapid 

reviews, provision of duty of candour and concise 

investigations. It also identifies appropriate remedial 

actions and ensures any incidents requiring declaration 

as serious incidents have been appropriately declared. 

 

The Medical Director, Associate Medical Directors and 

Divisional Medical Directors have built governance 

responsibilities into medical leadership job descriptions 

and capacity to meet those responsibilities is built into 

job plans. Vibrant and effective governance is achieved 

in all divisions through active engagement, participation 

and ownership by clinical leaders. 

 

Daily safety huddles are held in services. These huddles 

included discussion on performance such as incidents 

and safeguarding matters. The trust uses the Liverpool 

Quality Assurance scheme to identify areas of risk and 

improvement in performance. This gives senior leaders 

a snap shot of performance across the trust and allows 

for deeper analysis of individual divisions or wards. 

 

There is a documented major incident and business 

continuity policy in place and a strategy for dealing 

with major incidents and emergencies such as terrorist 

threats, flood, and fire or process management failures. 

While staff may not all be aware of the full details of 

these plans they are able to articulate key actions and 

how to access the major incident plan. 
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PART2 

Priorities for Improvement 20/21 
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  What quality means to us  

At time of the merger, the Trust developed a Quality Strategy for 2020/21 with ambitious targets encompassing 

three important pillars: patient safety, patient and staff experience and effectiveness of care. Of these three pillars 

of quality, safety will be our number one priority. We recognise that we can only achieve our quality and safety 

aspirations by working with patients, families, staff, wider stakeholders and taking a whole system approach. 

 

 

  Delivering the Quality and Safety Strategy  

There are three components to our Quality Management System: 

• Quality control: Ensuring we adhere to our agreed policies, procedures and standard operating procedures 

to maintain high quality care 

• Quality assurance: Ensuring the way we work is able to deliver high quality care, identifying gaps in 

performance and take follow up action. 

• Continuous quality improvements: Continually improving the systems which support our working 

 

 

  How we monitor progress  

Our ambition is to make measurable improvements in the quality and safety of care that we provide. In order to 

achieve this ambition we are continually monitoring performance. The Trust Performance Framework supports the 

Board of Directors in the continual monitoring of performance and guides decision making around resources and 

enhance organisational capacity. 

 

Each of our priorities within this strategy is aligned to the Board of Directors and performance is monitored through 

the agreed key performance indicators. The Trust Performance Framework describes the governance, reporting, 

and action planning that operates within the Trust and how clinical divisions and corporate services work together 

to ensure the Trust is able to clearly demonstrate it is a high performing organisation. The implementation of the 

quality governance structure has been established to provide continual oversight, challenge and review quality. The 

trust Quality Committee reports into the Trust Board. 
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  Quality Strategy and Priorities for 20/21  
 

  Enabling Quality and Safety  

Continuously improving the way we work 

We are committed to the delivery of outstanding healthcare; to do this we need to continually improve the services 

that we provide. 

 

We know that success will only be achieved by building a culture of continuous improvement and learning, where 

everyone’s voice is heard. We are developing a continuous improvement approach for the organisation, to 

support the delivery of outstanding healthcare at all levels of the system. 

 

 

The key components of our continuous improvement 

approach will be:- 

• Understanding what is happening, setting 

clear priorities for improvement 

• The involvement of staff, patients and families 

• Clinical leadership and empowerment of 

frontline teams 

• The use of quality improvement methodology 

• Bringing people together – through team 

empowerment and coaching 

• Continuous testing and measurement 

• Learning continually from successes and 

failures 

• Cross-system working collaboratively 

Research Development and Innovation 

This Quality and Safety Strategy will be supported 

by the Research Development and Innovation (RD&I) 

Strategy. The focus of the RD&I Strategy is set out in 

six domains:- 

• A culture of research that is embedded 

throughout the Trust 

• The ability for all people attending the Trust 

to access clinical research 

• Effective delivery of clinical research in line 

with the Department of Health targets 

• A focus on the needs of the local population 

to inform the required clinical research 

• A workforce of high quality engaged research 

staff 

• A portfolio of development and innovations 

that comes from within the organisation. 

 

All of the above will benefit our patients, attract the 

very best staff, develop our academic partnerships and 

support our quality agenda. RD&I support innovation 

within the Trust with a dedicated team that encourages 

and evaluates new ideas from staff. 

 

Digital innovation 

Our plan moving forward for the next year is to produce 

a digital system that works across all our sites, with the 

same information for each patient; this will allow our 

clinicians to be able to look at the patient record across 

the Trust. This will make documentation and decision 

making easier for staff which will enable safer care for 

our patients and reduce duplication. 
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Moving forward we recognise a core component of 

our ambitions is to continue to transform patient care 

through technology. Digital documentation reduces 

unwarranted variation and provides standardisation 

which improves quality, the aim being to have a ‘single 

source of truth’ for the patient, with a single patient 

record system by April 2021. 

 

• Implementation of new legislation relating to 

Liberty Protection Safeguards. 

• Roll out of a robust training programme in 

line with intercollegiate requirements and 

achievement of commissioning training 

compliance targets 

  Service integration  
Our Trust’s Culture 

The continued integration and transformation of 

services will be completed over the next 5 years. The 

Integration Programme team provides support to 

deliver the required changes across the different clinical 

and non-clinical areas. 

 

For year one, the key areas of focus will be: 

• Embedding new organisational structures, 

processes and procedures 

• Introduce new vision, values and behaviours 

• Integration of non-clinical functions 

• Implementation of clinical service 

reconfiguration. This includes Trauma & 

Orthopaedics (including Spinal services), 

Ear Nose and Throat, Haematology and 

Dermatology. 

 

Future plans for clinical integration are currently 

being reviewed and agreed. These phases will reflect 

developments in services, risks and consider changes 

emerging within the wider health and care system. 

Staff who feel that the organisation they work for cares 

about them and who feel they have the ability to make 

a difference in their job role are much more engaged. 

Research shows that higher levels of staff engagement 

results in better care for patients. 

 

Organisations that take steps to consciously create 

positive cultures tend to have staff with higher levels of 

engagement so we have worked with staff to develop 

a clear framework of values and behaviours so that 

everyone knows how to treat each other. 

 

Over time these values and behaviours will be woven 

in to everything we do, including our policies and 

procedures, how we recruit staff, undertake appraisals 

and the way we train and develop our staff, managers 

and leaders. 

 

Staff who have a good understanding of what is 

expected of them are able to work more safely and 

where the culture is based on fairness they are better 

able to learn from mistakes which leads to continuous 

improvement. 

  Safeguarding  
Engagement 

The Trust has identified safeguarding adults, children 

and young people as being core business across the 

organisation. Under the leadership of the Executive 

Lead for Safeguarding, a Safeguarding Strategy will be 

developed and launched in 2020/21. 

 

The key outcomes of the safeguarding strategy will 

directly link into the Quality and Safety Strategy and 

support all employees and volunteers to reduce harm 

by proactively implementing safeguarding process. 

 

For year one, the key objectives within the safeguarding 

strategy will include: 

• Alignment and integration of the corporate 

safeguarding teams into a single whole of life 

safeguarding service. 

The priorities were agreed throughout engagement 

sessions between December and February 2020, prior 

to the rollout of the strategy and the priorities in April 

2020. This included engagement with staff across all 

levels of the organisation and external engegment with 

commissioners. 
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  Safety First Programme  Where are we now?  
 

Through the Safety First programme, we aim to make 

patient safety everybody’s business. Our ambition is for 

all staff to be empowered to deliver positive changes 

no matter how small, in the quality and safety of care 

that they deliver. We believe that a safety culture is a 

product of safe people working in safe systems, making 

the right thing easier to do. 

Nationally, it’s recognised that patient harm rates in 

healthcare are significantly above the expectations 

of our patients and their families, and far in excess 

of a rate acceptable to the trust and its staff. It is 

widely accepted in all healthcare systems that medical 

interventions and associated admissions will result in 

harm to patient. 

 

The Safety First programme has three focused 

objectives: 

1. To become a learning organisation 

2. To embed trust wide weekly local safety 

meetings 

3. To enhance team work though safe 

behaviours and civility. 

 

A learning organisation focuses on ensuring that we 

learn from errors and the learning is shared with all 

staff to support the prevention of harm in the future. 

Supporting staff to be open about mistakes allows 

valuable lessons to be learnt so the same errors can be 

prevented from being repeated. 

 

Local safety meetings will create a safe space for local 

teams to meet once a week and discuss what went 

well to learn from excellence, whilst reviewing both 

local and Trust wide issues that will assist each team in 

protecting patients from future harm. 

 

Working in the NHS can be fast paced and challenging 

at times and evidence suggests that it is during these 

periods that staff kindness and compassion to each 

other degrades, leading to lack of consideration for 

others with potential to cause offence to colleagues. 

 

There is clear evidence that high performing teams with 

high levels of civility produce better health outcomes 

for their patients, hence the organisational ambition to 

nurture kindness and compassion at all times between 

all of our team members. Our Trusts values and 

behaviours will enable teams to embed the expected 

behaviours and provide support should behaviours fall 

below the expected standards. 

Prior to the merger both Trusts had made significant 

advances in their approach to organisational learning. 

We now have an opportunity to take the best of both 

organisational approaches and create a Trust, Safety 

programme for the next two-three years. This will be 

optimised to ensure a best of both approach supports 

rapid improvement. 

 

 

 

 

 

We will deliver further continuous improvement in the 

safety of care provided across the organisation through a 

number of focused improvement programmes aimed at: 

• To develop an effective Safety Culture 

• To develop and build upon the Safety First 

Programme 

• To become a highly effective Learning 

organisation 

 

 

 Safe  

Aims: 

• 5% reduction in falls causing moderate to 

severe harm 

• 5% reduction in Category 2 hospital 

acquired pressure ulcers 

• Zero tolerance in Category 4 hospital 

acquired pressure ulcers 

• Zero tolerance MRSA bacteraemia 

Key Quality Improvement Priorities: 

Safety First Programme 
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Patients receive safe, harm-free care as measured by 

the following areas 

1. Inpatient Falls 

2. Hospital acquired pressure ulcers 

 

3. Hospital acquired infections 

4. Medication errors with high risk medications 

5. Improved nutrition and hydration 

6. A reduction in avoidable hospital acquired 

blood clots(DVT and PE) 

7. Enhancing the recognition and response to 

the deteriorating patient 

 

Ensuring our systems work to support safe, reliable, 

high quality care is key to achieving this aim. 

How will we measure and monitor 

 

We will develop a dedicated action plan for each of the 

seven core improvement areas to address the aspects 

of clinical practice that could in some way contribute 

towards the harm occurring. 

 

Each harm type will be measured each and every 

month as will the effectiveness of the improvement 

activities to ensure that we understand what works and 

what doesn’t in keeping our patient safe. The trust 

will set annual ambition targets to ensure we strive for 

excellence in the reduction of avoidable patient harm. 

 

The Trusts Assessment and Accreditation process 

will support the drive in a continuous improvement 

through a comprehensive assessment of the quality of 

care. Teams will be provided support and education 

through leadership programmes; and empowered to 

deliver improvements through team based Continuous 

Improvement Collaborative. 

 Where are we now?  

The Trust is already performing well against its national 

and regional peer groups in all of the six high rate harm 

domains. This however falls below the Trusts ambition 

to become a best in class organisation on both a 

national and international scale. 

 

The current safety performance measurement systems 

will be aligned and advanced within 2020/21 to ensure 

that each improvement idea is clearly measured so that 

what works well is shared and what doesn’t work well 

is stopped. All current Trust sites excel in one or more 

domains, providing clear opportunity for learning and 

sharing as part of a standardisation programme. 

 

 

 

 

We will deliver further continuous improvement in the 

safety of care provided across the organisation through a 

number of focused improvement programmes aimed at: 

• To empower and equip staff to continually 

improve the care they delivery through 

team based Continuous Improvement 

Collaborative 

• Delivery of the Health Care Associated 

Infection Reduction Plan 

 

Patient Safety approach: 

During the first year post merger LUFT has included 

the strategic vision for safety within the overarching 

organisational 20/21 quality strategy. 

 

The Trust has more recently agreed a more focused 

approach towards both staff and patient safety, 

underpinned by the principles of safety science and 

directly compatible with the National patient safety 

strategy. 

 

The revised approach will be launched and branded 

‘Safety First’, followed by a series of product launches 

to underpin an organisation wide safety first strategy 

which is on target for ratification and launch in Q3 

20/21. 

Key Quality Improvement Priorities: 

Safe Harm Free Care 

Our priorities 
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The high level strategic vision is described below in Fig 1 
 

 

Fig 1: Our primary aim to ensure that safe staff, working within safe systems supported by a Just learning culture, 

are able to deliver individualised safe care to each and every patient we treat. 

 

The Trust has taken significant measures to create the building blocks to support the safety first programme, these 

include the following new posts to create both the capacity and capability to deliver long term transformational 

change. 

 

Post-merger Safety team structure: 

Director of Patient Safety – Appointed and in post 

Associate Medical Director for Patient safety – Appointed and In post 

Deputy Director of patient safety and patient deterioration – in recruitment phase 

Assistant Director of Patient  safety learning – In recruitment phase 

Medicines safety Matron – Appointed and in post 

Medicines safety nurse – Appointed and in post 

Patient safety specialist – In recruitment phase 

Medical lead for deteriorating patients – Appointed 

Medical lead for Mortality – Appointed 

Medical lead for resuscitation – Interview stage 

Medical lead for serious incidents/investigations – In recruitment phase 

Medical lead for Sepsis – Appointed 

Medical lead for  Medication safety – Interviews planed September 2020 

The trust has implemented core incident review and disseminations programmes. 

These include weekly corporate safety review meetings, The meeting is representative of each division and offer 

multi-disciplinary oversight of all reported incidents in the prior week and feeds directly into the Care quality Exec 

led group. 

 

Each division also holds a weekly safety review meeting, to review the latest reported incidents as well as progress 

against outstanding investigation report and their associated action plans, the divisional safety review meetings feed 

directly into the corporate weekly safety review meetings which take place each Friday 12-2. 

 

The weekly safety review meetings also generate internal safety alerts to all staff following initial review of incidents 

this providing a responsive vehicle for sharing risks and actions to mitigate those identified risk prior to completion 

of the formal investigation process. 
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  Effectiveness  with rehabilitation or poor communication between 

 

Aim: To achieve clinically effective and reliable care, 

informed by best practice. 

• Remain within expected parameters for 

SHMI (Standardised Hospital Mortality Index) 

 

Effectiveness is providing the highest quality care 

and achieving the best outcomes whilst also being 

efficient and cost effective. There is good evidence 

that consistent delivery of high-quality care leads to 

better outcomes for patients. Over the next year we 

will focus on three key priorities:- 

• Care informed by best practice 

• Learning from deaths 

• Reducing avoidable readmissions 

 

Care Informed by best practice: Clinical audit is a 

method of improving patient care and outcomes. We 

also use clinical audit to determine if the care that we 

are providing is in line with recognised standards. The 

focus for us in our first year as a newly merged trust 

is to benchmark our performance, in national clinical 

audits and improvement projects. 

This benchmarking will enable a longer term understanding 

of where improvements are needed. Ensuring there is a 

robust process for introducing new ways of working and 

new devices will allow clinicians to providing the highest 

quality care in the most efficient way. 

 

Learning from deaths: We want to make sure that 

we look carefully at what happens when someone dies 

in our care. Monitoring the number of our patients 

who die and comparing this with the expected rates 

of death allows us to monitor how well we are doing 

and starts the process of learning from deaths. 

Deaths in the Trust will be reviewed to assess whether 

a death was potentially avoidable and what, if any, 

lessons we can learn and share to improve patient 

outcomes and reduce inequalities. We will take a 

sample of deaths through a more detailed review. 

This detailed review will include all deaths of patients 

with learning disabilities as evidence shows nationally 

that they are not always treated equally. We are very 

proud of the quality of the end of life care we provide 

and will seek to ensure the continued effectiveness of 

this aspect of care. 

 

Reducing avoidable readmissions: A  number  

of patients discharged from hospital are later 

readmitted. On occasion this is because problems 

patients and care providers. 

 

Although not always avoidable or related, there are 

things we could do to help prevent readmissions. 

For example, identifying patients who are more likely 

to re-attend and address any worries they may have. 

Reducing readmission rates is an important indicator of 

improved effectiveness of a service. 

 

 How will we measure and monitor?  

We will develop a clear set of performance metrics for 

each of the core improvement areas. Performance will 

be monitored locally by divisional assurance groups 

and escalated through the Trust governance system to 

ensure there is senior oversight. 

 

The Trust will set clear targets to ensure that any 

variation from our expected rates is identified and that 

there are clear steps taken to address this. We will work 

with commissioners and regulators to ensure that there 

is independent oversight of the monitoring and that 

they share in our ambitions. 

 

 Where are we now  

The Trust merger and the integration of services has 

been pursued with the clear intention of making the 

Trust an anchor organisation within the region and 

one of the most clinically effective organisations in 

the country. These changes will allow us to strengthen 

current processes so that clinicians across sites can work 

together and achieve the best outcomes for patients. 

 

Compliance with best practice and the Trust’s mortality 

metrics are currently within the expected range. 

Both former Trusts had a higher than expected risk 

of readmission for elective admissions and a higher 

than expected risk of readmission for non-elective 

admissions. 

 

 

 

 

We will deliver further continuous improvement in the 

effectiveness of care provided across the organisation 

through a number of focused improvement programmes 

aimed at: 

• To benchmark performance against all 

quality standards, to make informed 

decisions on how we prioritise, measure and 

monitor improvement work. 

• To standardise and enhance how we review 

deaths, how we learn and share lessons. 

Key Quality Improvement Priorities: 

Effectiveness 
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Aim: To make patient and family voice central to how 

we work 

 

• 95% of our patients recommending our 

services to friends and family 

 

Our vision is for patients to have healthier, happier and 

fairer lives and we want this to be reflected in providing 

care that provides a great experience for patients and 

families. 

 

Our strategy will be co-produced with patients, families 

and staff to ensure that their voice is embedded into 

how we define, monitor and analyse patient and 

family experience. By engaging effectively with the 

communities who use our services, we aim to establish 

best practice in using patient and family voice to drive 

and assess quality improvements at all levels of the 

organisation. 

 

How do we monitor 

• Patient Surveys including Friends and Family 

Test (FFT) 

• National Inpatient Survey 

• Complaints and Concerns 

• Healthwatch Listening Events 

• NHS Choices 

Key Improvement priorities 

• Work with patients, families and staff to co- 

produce the key priorities for patient and 

family experience across the organisation 

• Create new and innovative opportunities 

for patients and families to give us feedback 

about their experience to enable concerns 

to be addressed in real time 

• Develop and implement an engagement 

framework and approach that ensures we 

understand and capture the voice of patients 

and families in our communities, including 

groups that are under-represented 

• Patient and family voice is embedded 

throughout the organisation and is 

incorporated into quality improvement, 

patient safety, research and service 

development initiatives 

 

The aim of having an ambitious Organisational 

Development plan and Quality Strategy is to 

contribute to the development of a truly effectively run 

organisation, which is underpinned by the creation of 

a positive culture. 

 

How do we monitor 

• Performance against our ambitions will be 

measured through the NHS staff survey and 

with regular small surveys. 

  Where are we now  
• Friends and Family Test – measuring whether 

Both legacy trusts have similar results in traditional 

performance measures such as Friends and Family Test, 

National Inpatient Survey and the number of complaints 

and concerns received. The organisation is compliant 

with national requirements such as patient surveys and 

complaints management and the performance metrics 

for patient experience are in line with similar sized 

organisations. 

 

Currently there are differences across the organisation 

in the approach to patient experience and no formal 

framework for engaging with patients, families and 

third sector organisations is in place to ensure that their 

voice is embedded into how we monitor experience 

and incorporate this into continuous improvement 

work streams. 

staff would recommend the trust as a place 

to work. 

• Retention and turnover rates 

• Incidents of bullying and harassment and 

other Employee Relations issues 

• Quality of staff appraisals as indicated in the 

staff survey 

• Workforce Race and Disability Equality 

Standards 

Positive experiences for 

Patients and Families 
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Goal – Safe Improvement projects Expected achievement 

To create a culture 

of safety for staff 

and patients. 

Embed Safety First Programmme 

• Learning organisation 

• Embed local safety meeting 

• Embed Safety and Governance Meetings 

• Behavioural Framework 

To enhance the quality of incident investigations 

and the associated system wide learning. 

Sustained national staff survey results 

Enhanced staff safety culture results 

Weekly local safety meetings across the trust 

Increased incident reporting, no harm and 

low harm 

To continually 

improve patient 

safety and reduce 

patient harm. 

Involvement in National ‘Stop the Pressure 

Programme’ 

 

To deliver team based Continuous Improvement 

Collaborative 

5% reduction in grade 3 pressure ulcers. 

Zero tolerance for Grade 4 pressure ulcers 

5% reduction in the number of falls causing 

moderate to severe harm 

 
Medicine Safety improvement plan To achieve a reduction in falls with harm 

graded moderate and above. 

  
To achieve a reduction in harm associated 

with high risk medicines 

 Delivery of the Health Care Associated Infection 

Reduction Plan 

A zero tolerance of MRSA bacteraemia. 

Compliance with the National reduction 

objective for Gram 

Negative Bacteraemia Infections 

Compliance with the National reduction 

objective for C Difficle Infections 

 

 

Goal – Effective Improvement 

projects 

Expected achievement 

To achieve clinically 

effective and reliable 

care, informed by 

best practice. 

Care informed by 

best practice 

An improvement in full and partial compliance with NICE Guidance 

An improvement in full and partial compliance with Quality Standards 

An improvement in performance in national audit 

Delivery of the Trust’s CQUIN programme 

Introduction of new techniques and technologies in line with the Royal 

College of Surgeons 2019 structure for approving, recording and 

monitoring 

Monthly Trustwide discussion of new best practice publications 

Learning from deaths Remain within expected parameters of SHMI 

Structured Judgment Review of all deaths of patients with learning 

disabilities 

Work within a framework for collaborative, Trustwide discussion of 

mortality 

Improve the quality of the end of life care we provide 

Reducing avoidable 

readmissions 

A reduction in the readmission rate for elective admissions 

A reduction in the readmission rate for non-elective admissions 

Identification of target patient groups and suitable targeted performance 

measures 
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Goal – A 
positive 
experience for 
Patients and 
families 

Improvement projects Expected impact and measures 

To make patient and 

family voice central 

to how we work 

and we use this 

to deliver a great 

patient and family 

experience 

Work with patients, families and staff to co- 

produce the key priorities for patient and family 

experience across the organisation 

Identification of key priorities with evidence 

of co-production with patients, families and 

staff 

Create new opportunities for patients and fami- 

lies to give us feedback about their experience to 

enable concerns to be addressed in real time 

New method for patient experience feedback 

in real time, with minimum of 1000 new 

surveys completed within first 12 months 

Develop and implement an engagement frame- 

work and approach that ensures we understand 

and capture the voice of patients and families 

in our communities, including groups previously 

under-represented 

Implementation of engagement framework 

with evidence of engagement activities with 

different patient groups and communities 

 

95% of our patients recommending our 

services to Friends and Family 

Patient and family voice is embedded throughout 

the organisation and is incorporated into quality 

improvement, patient safety, research and service 

development initiatives 

Evidence of patient and family engagement 

in all relevant quality improvement, patient 

safety, research and service development 

initiatives 

 

  2.2.1 Review of Services  

During 2019/20, the Trust (Liverpool University Hospital NHS Foundation Trust (‘LUHFT’)) provided and/or subcontracted 

for relevant health services (as per below). The income generated from the provision of relevant health services 

represents 100% of the total income generated from the provision of relevant health services by LUHFT. 

• Acute and Emergency Care 

• Allergies 

• Blood (Haematology) 

• Bones and Joints (Rheumatology) 

• Breast Unit 

• Cancer services 

• Dental 

• Diabetes 

• Ear Nose and Throat 

• Elderly Services 

• Eyes 

• Gastroenterology 

• Hearing 

• Heart 

• Infection and Immunology 

• Inpatients 

• Critical Care 

• Kidney 

• Trauma and Orthopaedics 

• Medical therapy and support services 

• Nuclear Medicine 

• Nutrition and dietetics 

• Outpatients 

• Radiology 

• Respiratory 

• Sexual Health 

• Skin, arteries and blood vessels 

• Vascular surgery 

• Urology 

 

£563,323k is the Income received for patient care activities for LUHFT for 2019/20 

 

NHS Trusts are required to include this statement in their Quality Account to demonstrate that they have considered 

the quality of care across all the services delivered across LUHFT for inclusion in this Quality Account, rather than 

focusing on just one or two areas. 
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2.2.3 Use of the Commissioning for Quality and Innovation (CQUIN) Payment 
Framework 

  2.2.2 Participation in Clinical Audits  

During 2019/20, LUHFT (incorporating Royal Liverpool and Broadgreen University Hospitals Trusts (RLBUHT)) 

participated in 95 National Clinical Audits and 12 National Confidential Enquiries covering relevant health services 

that LUHFT provides. 

 

The National Clinical Audits and National Confidential Enquiries that WWL participated in and for which data 

collection was completed during 2019/20 is listed in Appendix A alongside the number of cases submitted to each 

audit or enquiry as a percentage of the number of registered cases required by the terms of the audit or enquiry. 

The breakdown for each site can also be found below and within Appendix A. 

 

During 2019/20, 50 National Clinical Audits (NCAs) and 8 national confidential enquiries covered relevant health 

services that the Royal Liverpool and Broadgreen University Hospitals NHS Trust (RLBUHT) provides. 

 

During that period, RLBUHT participated in 100% of national clinical audits and 100% of national confidential 

enquiries which it was eligible to participate in. The Trust was eligible to participate in the Head and Neck Audit 

(HANA), however the national audit was not open in 2019/20 and was removed from the Quality Accounts audit 

list in July 2019 and therefore is not included in the figures for this report. 

 

During 2019/20 45 national clinical audits and 4 national confidential enquiries covered relevant health services that 

Aintree University Hospital NHS Foundation Trust provides. 

 

During that period Aintree University Hospital NHS Foundation Trust participated in 98% national clinical audits and 

100% national confidential enquiries of the national clinical audits and national confidential enquiries which it was 

eligible to participate in. 

 

  2.2.3  Goals agreed with Commissioners  
 

 

A proportion of LUHFT’s income in 2019/20 was conditional on achieving quality improvement and innovation goals 

agreed between LUHFT and any person or body they entered into a contract, agreement or arrangement with for 

the provision of relevant health services, through the Commissioning for Quality and Innovation (CQUIN) payment 

framework. CQUIN payments formed part of the ‘Acting As One’ arrangements 

 

CQUINs 19/20 

NHS Trusts (providers of services) are required to make a proportion of their income conditional on quality and 

innovation. This is carried out and monitored through the Commissioning for Quality and Innovation (CQUIN) 

payment framework. 

 

The CQUIN framework forms one part of the overall approach on quality, which includes: defining and measuring 

quality, publishing information, recognising and rewarding quality, improving quality, safeguarding quality and 

staying ahead. It is intended to support and reinforce other elements of the approach on quality and existing 

work in the NHS by embedding the focus on improved quality of care in commissioning and contract discussions. 

CQUINs encourage and reward organisations that focus on quality improvement and innovation in commissioning 

discussions to improve quality for patients and innovate. 

 

For 2019/20, there were acute contract CQUIN and specialist commissioning indicators made up of 10 nationally 

agreed indicators (acute) and 3 national defined indicators (specialist commissioning) for the Royal site and 2 for 

the Aintree site. As a result of participation in the CQUIN framework, the Trust continues to make significant 

improvements to both patient experience and outcomes. The Trust has agreed a number of national and local 

CQUIN indicators with its Commissioners for 2020/21. 
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National CQUINs 

AUH RLH 

CQUIN Q1 Q2 Q3 Q4 CQUIN Q1 Q2 Q3 Q4 

CCG1a: Antimicrobial 

Resistance – Lower Urinary 

Tract Infections in Older 

People 

 

* 

   CCG1a: Antimicrobial 

Resistance – Lower 

Urinary Tract Infections in 

Older People 

 

* 

   

CCG1b: Antimicrobial 

Resistance: Antibiotic 

Prophylaxis in Colorectal 

Surgery 

    CCG1b: Antimicrobial 

Resistance: Antibiotic 

Prophylaxis in Colorectal 

Surgery 

    

CCG2: Staff Flu Vaccination     CCG2: Staff Flu 

Vaccinations 

    

CCG3a: Alcohol and 

Tobacco – Screening 

    CCG3a: Alcohol and 

Tobacco - Screening 

    

CCG3b: Alcohol and 

Tobacco – Tobacco Brief 

Advice 

    CCG3b: Alcohol and 

Tobacco – Tobacco Brief 

Advice 

    

CCG3c: Alcohol and 

Tobacco – Alcohol Brief 

Advice 

    CCG3c: Alcohol and 

Tobacco – Alcohol Brief 

Advice 

    

CCG7: Three high impact 

actions to prevent Hospital 

Falls 

* 
   CCG7: Three high 

impact actions to prevent 

Hospital Falls 

* 
   

CCG11a: SDEC – 

Pulmonary Embolus 

    CCG11a: SDEC – 

Pulmonary Embolus 

    

CCG11b: SDEC – 

Tachycardia with Atrial 

Fibrillation 

    CCG11b: SDEC – 

Tachycardia with Atrial 

Fibrillation 

    

CCG11c: SDEC – 

Community Acquired 

Pneumonia 

    CCG11c: SDEC – 

Community Acquired 

Pneumonia 

    

Specialised Commissioning CQUINs 

Medicines Optimisation     Medicines Optimisation     

Clinical Utilisation Review     Clinical Utilisation Review     

     Hepatitis C     

*denotes withdrawn submission, based upon guidance from NHSE 
 

  Acute Services CQUIN Schemes 2019/20  

1a: Antimicrobial Resistance – Lower Urinary Tract Infections in Older People – 

Achieving 90% of antibiotic prescriptions for lower UTI in older people meeting NICE guidance for lower UTI 

(NG109) and PHE Diagnosis of UTI guidance in terms of diagnosis and treatment. Data to be submitted quarterly to 

PHE via the online submission portal with evidence of PHE submission to the CCG. Provider will submit a quarterly 

audit report to commissioners detailing compliance with the audit criteria detailed in the numerator section.. 

 

1b: Antimicrobial Resistance: Antibiotic Prophylaxis in Colorectal Surgery – 

Achieving 90% of antibiotic surgical prophylaxis prescriptions for elective colorectal surgery being a single dose 

and prescribed in accordance to local antibiotic guidelines. Data to be submitted quarterly to PHE via the online 

submission portal with evidence of PHE submission to the CCG. Provider will submit a quarterly audit report to 

commissioners detailing compliance with the audit criteria detailed in the numerator section. 
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Q1 was withdrawn based upon guidance from NHSE. However, for both sites, an improvement in performance is 

highlighted across both antimicrobial resistance CQUINs – 1a and 1b 

 

2: Staff Flu Vaccinations 

Achieving an 80% uptake of flu vaccinations by frontline clinical staff. In Q1 Provider will submit a report to 

commissioners detailing lessons from the 2018/19 flu campaign highlighting what went well, what didn’t go so well 

and what learning will be taken forward into the 2019/20 campaign. 

As a newly formed organisation the Trust achieved 80.2% uptake of flu vaccinations by frontline clinical staff. 

 

3a: Alcohol and Tobacco – Screening 

Achieving 80% of inpatients admitted to an inpatient ward for at least one night who are screened for both 

smoking and alcohol use. Quarterly submission via National CQUIN collection. Plus Provider will submit a quarterly 

audit report to commissioners detailing compliance with the audit criteria detailed in the numerator section. 

 

3b: Alcohol and Tobacco – Tobacco Brief Advice 

Achieving 90% of identified smokers given brief advice. Quarterly submission via National CQUIN collection. Plus 

Provider will submit a quarterly audit report to commissioners detailing compliance with the audit criteria detailed 

in the numerator section 

 

3c: Alcohol and Tobacco – Alcohol Brief Advice 

Achieving 90% of patients identified as drinking above low risk levels, given brief advice or offered a specialist 

referral. Quarterly submission via National CQUIN collection. Plus Provider will submit a quarterly audit report to 

commissioners detailing compliance with the audit criteria detailed in the numerator section. 

 

The Royal site successfully bid to part of the CURE initiative. This is a pilot programme focussing on supporting 

inpatients with smoking cessation services, following the Ottawa smoking cessation model. As a result of recruiting 

a specialist team and making changes to specific IT infrastructure the Trust has been able to support more inpatients 

to stop smoking utilising the theory that an inpatient stay is a teachable moment. The project will spread and 

support all sites across LUHFT within 20/21. 

 

7: Three high impact actions to prevent Hospital Falls 

Achieving 80% of older inpatients receiving key falls prevention actions. Submit an audit report to commissioners 

detailing the outcome of the assessment of key fall prevention actions as detailed in the numerator and denominator 

including the % compliance. Significant improvements were made across both sites to ensure compliance by Q4. 

 

11a: SDEC – Pulmonary Embolus 

Achieving 75% of patients with confirmed pulmonary embolus being managed in a same day setting where clinically 

appropriate. Quarterly case note audit submitted via National CQUIN collection to the CCG. 

 

11b: SDEC – Tachycardia with Atrial Fibrillation 

Achieving 75% of patients with confirmed atrial fibrillation being managed in a same day setting where clinically 

appropriate. Quarterly case note audit submitted via National CQUIN collection to the CCG. 

 

 

11c: SDEC – Community Acquired Pneumonia 

Patients with or confirmed Community Acquired Pneumonia should be managed in a same day setting where 

clinically appropriate. Quarterly case note audit submitted via National CQUIN collection to the CCG. 

For all SDEC CQUINs, apart from Q1 at the Royal site, compliance against all quarters was achieved. 
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  2.2.4 Statements from the Care Quality Commission (CQC)  

Care Quality Commission 

LUHFT is required to register with the Care Quality Commission and its current registration status, at the end of 

2019/20, is registration without conditions on the registration. All NHS Trusts are required to register with the Care 

Quality Commission. The CQC undertakes checks to ensure that Trusts are meeting the Fundamental Standards 

and Key Lines of Enquiry (KLOE) under safe, effective, caring, responsive and well-led. If the CQC has concerns that 

providers are non-compliant there are a wide range of enforcement powers that it can utilise which include issuing 

a warning notice and suspending or cancelling registration. 

 

The Care Quality Commission (CQC) has not taken enforcement action against LUHFT during 2018/19. 

LUHFT has not participated in any special reviews or investigations by the CQC during the reporting period. 

Aintree University Hospital NHS Foundation Trust 

The Trust underwent an unannounced inspection between 14 May and 16 May 2019, a use of resources review 

on 20 May 2019 and finally a well led inspection between 18 and 20 June 2019. The Aintree Board was informed 

of the key concerns identified by the CQC at its June meeting along with the identified areas of good practice that 

were specifically highlighted by the CQC. 

 

The CQC provided a draft inspection report to the Trust on 9 August 2019 which was returned by the Trust on 23 

August 2019 following factual accuracy checks. 

 

The overarching Trust ratings from the inspection are shown below: 

 

 

The CQC highlighted in their publication of the report that the Trust has improved its overall rating to Good, with 

the Chief Inspector of Hospitals stating ‘I congratulate Aintree University NHS Foundation Hospital Trust on their 

latest report. It is clear that since October 2017 a lot of work has gone into improving service’. 

 

Action Plan 

The Trust had begun work on addressing the areas for improvement identified at the time of inspection and is now 

working on all of the areas for improvement identified in the report. 

 

The action plan is being prepared in a template that will enable it to be merged with the action plan that is already 

in place following the Royal Liverpool and Broadgreen inspection and there is a plan to reference the actions in a 

way that ensures they retain the identity of the Trust inspection they originated from. 

 

The findings will also be shared Trust-wide to ensure appropriate lessons are learned. 
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Royal Liverpool and Broadgreen University Hospitals NHS Trust 

In September 2019, prior to the formation of Liverpool University Hospitals NHS Foundation Trust, a report was 

presented to the Interim Shadow Board detailing the outcome of the CQC inspection of the Royal Liverpool and 

Broadgreen University Hospitals NHS Trust. An action plan was also presented to detail the Trusts response to the 

areas for improvement identified by CQC. 

 

Liverpool University Hospitals NHS Foundation Trust 

The CQC Regulatory Framework dictates that following the change of name the new Trust will retain the overall 

‘Good’ rating held by Aintree University Hospital NHS Foundation Trust until it is next inspected. Beneath the overall 

Trust rating, each individual location will also retain its previous rating until it is next inspected. The CQC have 

indicated that they expect the next ratings inspection will take place approximately 12 months following the merger, 

although this is subject to a range of external factors and may change. 

 

 

A Trust-wide Regulatory Compliance Group has been established to monitor progress and ensure appropriate 

remedial action is taken in line with the agreed plan. Progress will be reported to the Quality Committee and Trust 

Board on a quarterly basis. 

 

 

  2.2.5 NHS Number and General Medical Practice Code Validity  

LUHFT submitted records during 2019/20 to the Secondary Uses Service for inclusion in the Hospital Episode Statistics 

which are included in the latest published data. The percentage of records in the published data: 

 

APC Total Missing NHS 

Number 

Generic GP 

Practice Code 

Missing GP 

Practice Code 

APC     

AUH Episodes 166962 200 514 51 

RLH Episodes 147387 180 1498 0 

OP     

AUH Schedules 479440 189 644 83 

RLH Schedules 957736 261 6298 0 

A&E     

AUH Attendances 169450 1106 3287 54 

RLH Attendances 122109 1051 5398 0 
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  2.2.6 Information Governance Toolkit  

In 2018/19, the Information Governance Toolkit was ceased and the Data Security and Protection Toolkit was 

introduced. This is based on the National Data Guardian’s ten data security standards. In 2019/20 the Trust met 

most of the standards within the Toolkit. 

 

The DSPT toolkit is used to assess and measure the Trust’s compliance against the law and central guidance; to ensure 

that information is being handled correctly and it is protected from unauthorised access, loss, damage and destruction. 

It also demonstrates that the Trust can be trusted to maintain the confidentiality and security of personal information. 

 

The DSPT was launched in April 2019 and was submitted for each separate Trust as part of their baseline 

submissions in October 2019. The plan was then to submit one toolkit for the new Trust (LUH) by 31st March 

2020. There is an increase of assertions in this version allowing the Trust to work towards and meet the National 

Data Guardian’s data security standards. 

 

All mandatory assertions were reviewed prior to the baseline submission of the DSPT with most standards on plan 

to achieve compliance for LUH by 31st March 2020. The advent of the coronavirus crisis in March resulted in the 

cessation of many data security related activities. LUH decided to not submit DSPT at the end of March and to 

extend to 30th September 2020 in agreement with NHS Digital and in line with many other local NHS organisations. 

 

The former Trusts have consistently achieved compliance with external audits for independent assurance. One joint 

report was assured as substantial by MIAA (Mersey Internal Audit Agency) for the assertions audited, with some 

caveats in Standards 3 and 8 at the point of audit. 

 

National Data 

Guardian’s data security 

assertions 

Mandatory 

sub-assertions 

achieved (black) 

Non-mandatory 

sub-assertions 

achieved (brackets) 

Externally 

audited 

Level of 

achievement 

Standard 1 - Personal 

Confidential Data 
29 6 

  

Standard 2 - Staff 

Responsibilities 
4 1 

  

Standard 3 - Training 
6 (1 standard 

unmet) 

 

1 

 

Yes 

Substantial based 

on progress at the 

time of audit 

Standard 4 - Managing 

Data Access 
11 13 (3) 

  

Standard 5 - Process 

Reviews 
3 6 

  

Standard 6 - Responding 

to Incidents 
18 5 (3) 

  

Standard 7 - Continuity 

Planning 
9 4 (3) Yes Substantial 

Standard 8 - Unsupported 

Systems 

 

9 

 

5 (2) 

 Substantial based 

on current progress 

at the time of audit 

Standard 9 - IT Protection 22 15 (6)   

Standard 10 - Accountable 

Suppliers 
4 7 

  

TOTALS 115 63 (17)   

(Bracketed black figures are non-mandatory assertions which have been completed) 

The Trust has submitted as complete 115 out of the 116 mandatory assertions, with standard 3.2.1 (95% of staff 

trained) not achieved. The whole of the toolkit is therefore identified as ‘standards not met’ with an improvement 

plan in place to achieve 95% be the end of March 2021. 
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  2.2.7 Clinical Coding Error Rate  

LUHFT was not subject to the Payment by Results clinical coding audit during 2019/20 

 

Clinical Coding Auditors have worked closely with Infectious Disease and Respiratory clinicians throughout the 

year to improve mortality rates by regular review of SHMI and HSMR data. This collaborative work helps to ensure 

data provided to clinical coders is robust, allowing correct assignment of clinical codes and supporting quality 

data and revenue. 

 

A range of data quality and financial validations are also conducted on a monthly and annual basis including 

palliative care, cardiac arrests, advancing quality, symptom and depth of coding benchmarking analysis. 

 

Coding Field Internal Audit results 2019/20 Comparison with 2018/19 

Primary Diagnosis 93% +1% 

Secondary Diagnosis 89% +2% 

Primary Procedure 93% -3% 

Secondary Procedure 92% -1% 

 

  2.2.8 Learning from Deaths  

The Care Quality Commission (CQC) report ‘Learning, candour and accountability’ was published in 2016. It found 

that learning from deaths was not being given sufficient priority in some organisations; valuable opportunities for 

improvements were being missed and noted that engagement with families and carers as a vital source of learning 

was also suboptimal. 

 

The National Guidance on Learning from Deaths was published in 2017 and proposed a standardised approach to 

mortality reviews. 

 

During 2019/20 3364 of LUHFT patients died. This comprised the following number of deaths which occurred in 

each quarter of that reporting period: 

• 365 RLBUHT 438 AUH in the first quarter; 

• 368 RLBUHT 363 AUH in the second quarter; 

• 390 RLBUHT 497 AUH in the third quarter; 

• 452 RLBUHT 491 AUH in the fourth quarter. 

 

By March 2020, 2598 (1431 (RLBUHT) 1167 (AUH)) primary case record reviews and 6 RLH investigations have been 

carried out in accordance with the Learning from Deaths Guidance in relation to 3364 of the deaths referenced in 

the introduction. In 5 RLBUHT cases, a death was subjected to both a case record review and an investigation. The 

number of deaths in each quarter for which a case record review or an investigation was carried out was; 

• 359 RLBUHT 267 AUH in the first quarter 

• 359 RLBUHT 295 AUH in the second quarter 

• 343 RLBUHT 345 AUH in the third quarter; 

• 371 RLBUHT 259 AUH in the fourth quarter 

 

Over both sites for the full year (2019/20), 7 deaths representing, 0.2% of 3364 deaths in 2019/20, of the patient 

deaths during the reporting period are judged to be more likely than not to have been due to problems in the care 

provided to the patient. In relation to each quarter, this consisted of: 

• 1 representing, 0.02% of 3364 of deaths which occurred for the first quarter; 
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• 2 representing, 0.05% of 3364 of deaths which occurred for the second quarter; 

• 2 representing, 0.05% of 3364 of deaths which occurred for the third quarter; 

• 2 representing, 0.05% of 3364 of deaths which occurred for the fourth quarter 

The mortality review processes are being aligned across the Trust and adhere to the Learning from deaths (LfD) guidance. 

As a minimum all deaths within the mandated categories should undergo a two stage review. These categories 

include deaths where significant concerns have been raised by staff, families or carers; deaths in patients admitted 

electively and not expected to die; deaths in patients with learning disabilities or a significant mental health disorder. 

An appropriate proportion of all other deaths should also undergo review. Currently the target review rate for primary 

reviews is 90% on the Royal site and 75% on the Aintree site. The difference reflects the challenges of the paper based 

patient record on the Aintree site. The aim as a unified organisation will be for all deaths to undergo primary screening 

and all mandated cases to have two stage reviews including full, independent SJR. 

 

Aintree and the Royal currently have different platforms for mortality reviews. However, both are based on the 

Royal College of Physicians structured judgment review (SJR) process for case record review. A unified platform for 

mortality review is being developed and will be rolled out across the merged organisation in the next 6 months. 

 

On both sites, inpatient deaths undergo a primary mortality review by the care group responsible for the patients’ care. 

Primary reviews that indicate “poor” or “very poor” overall care undergo a secondary Structured Judgement Review 

(SJR) and are discussed at the Mortality Review Group (Aintree) and Mortality Quality Assurance Group (Royal). All 

deaths in patients with learning disability undergo an SJR and are subsequently reviewed within the LeDeR programme. 

 

The above groups will determine if further investigation is required, which can range from requesting additional 

information from care groups or convening a multi care group review to recommending a formal investigation be 

declared. Outputs from both groups feed into the Mortality Assurance Group (MAG). 

 

MAG has operational oversight for Mortality within the organisation, which includes monitoring mortality rates and 

reviews, responding to mortality alerts and commissioning thematic reviews as appropriate to drive a reduction in 

avoidable mortality and fulfil the requirements of the Learning from Deaths guidance. 

 

MAG reports to the Deteriorating Patient and Patient Safety Functional Group which in turn reports to the Trust 

Board via the Quality Care Executive Led Group and the Quality Committee. The Board receive a quarterly Mortality 

and Learning from Deaths Report. 

 

Primary Review Compliance by Month 2019-20 
 

Month RLB Compliance (%) AUH Compliance (%) 

Apr-19 99.10 58.45 

May-19 99.20 70.99 

Jun-19 96.90 51.49 

Jul-19 99.06 86.36 

Aug-19 99.07 82.79 

Sep-19 95.45 76.34 

Oct-19 96.80 74.79 

Nov-19 92.91 73.75 

Dec-19 74.64 63.30 

Jan-20 88.28 77.25 

Feb-20 93.43 34.81 

Mar-20 67.65 45.18 

Total 90.86 65.23 



 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

000 
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Primary Reviews; Overall Quality of Care 

 
(82%) of the primary reviews undertaken were deemed to have received excellent or good overall quality of care. 

 

Structured Judgement Reviews 
 

 

 
Learning Disabilities Mortality Review 

The Learning Disabilities Mortality Review (LeDeR) Programme aims to make improvements to the lives of people 

with learning disabilities. It identifies any potentially modifiable factors associated with a person’s death, and works 

to ensure that these are not repeated elsewhere. 

 

All LeDer deaths undergo full SJR mortality review. The Trust participates actively in the National LeDeR program and 

submits all deaths of people with learning disabilities for LeDeR review. 

 

86% (25) of learning disability deaths received a primary review, of these 88% also had an SJR 

 

Medical examiner 

Medical examiners are part of a national network of specifically trained independent senior doctors. Overseen by a 

National Medical Examiner, they will ultimately scrutinise all deaths that do not fall under the coroner’s jurisdiction 

across a local area. It is estimated that one whole time equivalent will be required to review 3000 deaths. They will 

be supported by a team of medical examiner officers (3 per 3000 deaths). 

 

The aim of the medical examiner service is to provide support for bereaved families, improve the accuracy of death 

certification and improve patient safety. 
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We have approximately 4000 deaths per year across the Trust. We will require a minimum of 15 medical examiners to 

provide a full service for the Trust. Since March 2020 we have recruited 12 medical examiners and case note scrutiny 

sessions have been commenced. The LUHFT Medical examiner service will, in due course, provide ME scrutiny for local 

smaller trusts in Liverpool and discussions have already begun to network our service. 

 

Although the Medical examiner service will be independent it will link into the Trust mortality processes and 

governance structures in order to highlight cases and themes that require further scrutiny and investigation. The 

medical examiner can also escalate concerns directly to the Trust medical director, the coroner, CCGs and the regional 

and national ME service. 

 

Mortality Rates 

NHS England uses two different measures called hospital standardised mortality rate (HSMR) and summary of hospital 

level mortality indicator (SHMI) to measure mortality rates across NHS providers. Each is a subjective measure which 

needs to be interpreted with caution. Summary Hospital-level Mortality Indicator (SHMI) and Hospital Standardised 

Mortality Ratio (HSMR) are risk adjusted indicators which measure whether mortality associated with hospitalisation 

and post discharge are in line with expectations. 

 

This provides greater clarity in the understanding and monitoring of mortality. The HSMR is available monthly while 

the SHMI is published on a quarterly basis and includes deaths 30 days after discharge. Hospitals need to monitor 

their data and understand variation. A statistically higher than expected mortality may indicate problems with quality 

of care provided and should be investigated further using a robust and reliable method of evaluation and analysis. 

 

Summary Hospital-level Mortality Indicator (SHMI) 

The SHMI is the ratio between the actual number of patients who die following hospitalisation at the Trust and the 

number that would be expected to die on the basis of average England figures, given the characteristics of patients 

treated. It covers all deaths reported of patients who were admitted and either die while in hospital or within 30 

days of discharge. The SHMI methodology does not make any adjustment for patients who are recorded as receiving 

palliative care. This is because there is considerable variation between trusts in the way that palliative care codes are 

used. As an interim solution pending the adoption of new national coding guidelines the HSCIC publish contextual 

indicators relating to palliative care that are published alongside the SHMI. The percentage of deaths with palliative 

care coding is one of these contextual indicators. 

 

SHMI Benchmarking 

The Trust SHMI score for 2019/20 was 101.41 within expected parameters. 

Aims for 2020/2021 

1. Unified mortality review process for the two sites 

2. Established ME service 

3. Evidence of improved learning from mortality reviews 

4. Improved engagement with families 

5. Mortality rates within expected limits 

 

  2.2.9 Seven Day Services  

The latest available data for compliance against the priority clinical standards for seven days services was published 

in 2020. 

• Standard 2: Time to first consultant review 

• Standard 5: Access to diagnostic tests 

• Standard 6: Access to consultant-directed interventions 

 

The Seven Day Hospital Services (7DS) Programme was developed to support providers of acute services to deliver 

high quality care and improve outcomes for patients admitted to hospital in an emergency. 
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The Seven Day Hospital Services (7DS) Programme is a clinically led programme developed to support providers 

of acute services to deliver high quality care and improve outcomes on a seven-day basis for patients admitted to 

hospital in an emergency.The four main drivers for, and perceived benefits of, the development of 7DS are: 

- The reduction of avoidable mortality 

- The reduction of unwanted variation - ensuring patients receive 

the same standard of care regardless of the day of the week 

- The potential to increase hospital efficiency 

- The provision of easier access to NHS services 

 

Early evidence cited an association between weekend admission to hospital and risk of death. Subsequent 

publications have identified that across the evidence base there is some consensus between experts and a number 

of gaps (2). 

 

Ten evidence based clinical standards were originally developed by the NHS England’s Seven Days a Week Forum in 

2013 with four identified as priority standards in 2015: access to consultant-directed assessment (Clinical Standard 

2), diagnostics (Clinical Standard 5), interventions (Clinical Standard 6) and ongoing review (Clinical Standard 8). To 

achieve each priority standard, a provider must be able to meet this level of care for at least 90% of its emergency 

patients. 

 

Acute Trusts are required to achieve full compliance with the four priority standards by 31 March 2020; and since 

2019, deploy a twice yearly board assurance framework approach to reporting to NHSE/I. 

 

Table 1 reiterates the previously reported site specific performance against each of the four priority national clinical 

standards notified to NHSE/I in November 2019. (Green represents areas of reported compliance). This position 

reports site status during a one week period 14 to 20 August 2019. 

 

Table 1 Performance by site on the national priority standards 

 AUH  RLH 

 Weekdays Weekend Overall Weekdays Weekend Overall 

Clinical standard 2 

(Consultant review 

within 14 hours of 

admission) 

Standard 

NOT met 

57% 

Standard 

NOT met 

45% 

Standard 

NOT met 

54% 

 Standard 

NOT met 

87% 

Standard 

met 

95% 

Standard 

NOT met 

88% 

Clinical standard 5 

(seven day access to 

diagnostic services) 

Standard 

met 

Standard 

met 

Standard 

met 

 Standard 

met 

Standard 

met 

Standard 

met 

Clinical standard 6 

(access to consultant 

led interventions) 

Standard 

met 

Standard 

met 

Standard 

met 

 Standard 

met 

Standard 

met 

Standard 

met 

Clinical standard 6 

(access to consultant 

led interventions) 

Standard 

NOT met 

82% 

Standard 

met 

93% 

Standard 

NOT met 

84% 

 Standard 

met 

100% 

Standard 

met 

100% 

Standard 

met 

100% 

 

The Liverpool University Hospital will not be in position to report full compliance across sites on all four priority 

standards by the national deadline of 31 March 2020 but newly formed Divisions will be required to review the 

position across sites and formulate early plans to work towards compliance. 

 

The performance of both Trust sites will be reviewed to identify service gaps and opportunities for improvement 

and sharing good practice. This will be led by the Executive Medical Director and done in collaboration with clinical 

leads, general managers, and service and quality improvement colleagues across sites. 
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Collaboration with colleagues will be required to establish what can be done to align data capture and reporting. 

The early development of action plans by Care Groups (in Q1 of 20/21) , clinical specialties and supporting services 

for the delivery of the standards has been requested by the Executive Medical Director and these plans should focus 

on, but not be restricted to; 

- The review, harmonisation and implementation of an approach to management of acute admissions in 

medical and surgical specialties 

- The review, harmonisation and implementation of processes for ongoing consultant input on inpatient 

wards across seven days 

- the need for a unified digital platform for clinical records 

 

A realistic timeframe for delivery of plans is between 1 and 2 years given the formation of new teams and structures 

and the need for integration of services to realise benefits in this area. 

 

2.2.10 Freedom to Speak Up 

In its response to the Gosport Independent Panel Report, the 

Government committed to legislation requiring all NHS trusts and 

NHS foundation trusts in England to report annually on staff who 

speak up (including whistleblowers). Ahead of such legislation, 

NHS trusts and NHS foundation trusts are asked to provide details 

of ways in which staff can speak up (including how feedback is 

given to those who speak up), and how they ensure staff who 

do speak up do not suffer detriment. This disclosure should 

explain the different ways in which staff can speak up if they 

have concerns over quality of care, patient safety or bullying 

and harassment within the trust. 

 

Since its inception, the Trust has maintained a Freedom to Speak 

Up (FTSU) Guardian in post, so meeting the requirements of the 

CQC measurement framework and the Standard NHS Contract 

in England. 

 

For the reporting period of 2019-20, this provision was met by 

two FTSU Guardians, who served Aintree University Hospitals 

NHSFT and Royal Liverpool and Broadgreen Hospitals NHST 

both pre-merger and for the remainder of the financial year. 

 

Upon the integration to become Liverpool University Hospitals NHSFT, the Trust reviewed its FTSU offer to 

its workforce and on 16th March 2020, this role was filled on a full-time basis for a year-long secondment period. 

In doing so, the Trust recognises the value of the role of the FTSU Guardian in supporting all levels of the workforce 

through significant cultural and service change. 

 

For the purposes of this report, the content of this summary will reflect FTSU Guardian activity from 1st April 2019 

to 31st March 2020. 

 

In line with the FTSU Guardian role, as described by the National Guardians Office (NGO), staff are encouraged and 

support to speak up about anything that they have seen, heard or experienced, that they are concerned may affect 

or is affecting patient or staff safety. This may include anything affecting patient care or safety, or concerns about 

culture and behaviours in the workplace. 

 

At the Trust, we promote that staff do this as early as possible by speaking up to the manager responsible for the 

area of concern. 
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We recognise that there can be barriers to that and in those instances, the FTSU Guardian and other key roles in the 

Trust are promoted as sources of advice and intervention in order to help staff concerns to be heard as opportunities 

for learning and improvement. Others sources of support besides the FTSU Guardian include Equality, Diversity & 

Inclusion Leads, Union Representatives, HR, Occupational Health, Anti-Fraud Specialist, to name a few. 

 

Staff are also encouraged to report or discuss risks and concerns via: 

• Incident reporting system 

• Team meetings (for example safety and governance meetings/safety huddles) Should staff 

• Directly to the Executive and Non-Executive Leads for Speaking Up. 

 

If staff feel the need to seek support from the FTSU Guardian, they can do so via phone call or email. Staff can 

raise concerns openly, confidentially, or anonymously. All concerns are listened to and recommendations made. No 

actions are taken without the consent and agreement of the concern raiser. 

 

In some cases, a combination of methods may elicit the most effective means of support and investigation. In 

all cases, a proportionate action or investigation will be triggered, which includes the expectation that learning 

is shared and feedback provided to the person/s that raised the concern. Where the concern has been raised 

anonymously, this presents challenges to following up with feedback so other means of sharing general messages, 

e.g. through Trust communications or team meetings will be sought. 

 

The FTSU Guardian themselves does not investigate and does not act on behalf of the individual or the Trust. In 

all cases the FTSU Guardian maintains contact with all necessary parties to ensure that progress towards resolution 

is achieved and to help safeguard the concern raiser from experiencing detriment as a result of having spoken up. 

 

Speaking up activity, themes and trends of concerns raised to the FTSUG Guardian are reported twice yearly to the 

Trust Board and quarterly to the NGO. 

 

The following demonstrates some of the data relating to concerns raised to FTSU Guardians during 2019-20 

 

 

Total concerns for all sites by primary type (as reported to NGO) 

 

Concerns by primary type and organisation 
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Concerns by primary type, organisation and quarter 

 

 

  2.2.11 Research  

Participation in Clinical Research 

The number of patients receiving relevant health services provided or sub-contracted by both AUH and RLBUHT in 

2019/20 that were recruited during that period to participate in research approved by a research ethics committee 

registered and adopted onto the ‘National Institute for Health Research (NIHR) Portfolio’) was 4520, an average of 

377 patients per month. This number equates to both sites recruitment, and can be broken down as – 

- RLBUHT – 2757 

- AUH - 1763 
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  Part 2.3: Reporting against core indicators  

We are required to report performance against a core set of indicators using data made available to us by NHS Digital. 

For each indicator, the number, percentage, value, score or rate (as applicable) for at least the last two reporting 

periods, is presented in the table below. In addition, where the required data is made available by NHS Digital, a 

comparison is made of the numbers, percentages, values, scores or rates of each of the NHS Trusts indicators with: 

a) National average for the same, and; 

b) Those NHS Trusts with highest and lowest for the same. 

We are required to include formal narrative outlining reasons why the data is as described and any actions to 

improve the data. 

 

Indicator Reporting 

Period 

Performance National 

Average 

Benchmarking 

The value and banding 

of the summary 

hospital-level mortality 

indicator (SHMI) for 

the Trust. 

Apr 2019 - 

Sep 2019 

RLBUH 

SHMI Score: 107.46 

SHMI99.8%CI 

Lower: 96.9 

SHMI99.8%CI 

Upper: 118.8 

SHMI Score: 

97.57 

SHMI99.8%CI 

Lower: 96.80 

SHMI99.8%CI 

Upper: 98.40 

Best: 

RBZ - NORTHERN DEVON HEALTHCARE 

NHS TRUST: 100.15 

RWF - MAIDSTONE AND TUNBRIDGE 

WELLS NHS TRUST: 99.95 

AUH 

SHMI Score: 97.03 

SHMI99.8%CI 

Lower: 88 

SHMI99.8%CI 

Upper: 106.7 

Worst: 

RBD - DORSET COUNTY HOSPITAL NHS 

FOUNDATION TRUST: 117.29 

RRV - UNIVERSITY COLLEGE LONDON 

HOSPITALS NHS FOUNDATION TRUST: 

67.18 

Rolliung 12 

months 

Oct 2019 - 

Sep 2019 

LBUH 

SHMI Score: 108.29 

SHMI99.8%CI 

Lower: 100.9 

SHMI99.8%CI 

Upper: 116.1 

SHMI Score: 

99.95 

SHMI99.8%CI 

Lowel: 99.20 

SHMI99.8%CI 

Upper: 100.70 

Best: 

RBZ - NORTHERN DEVON HEALTHCARE 

NHS TRUST 100.43 

RWF - MAIDSTONE AND TUNBRIDGE 

WELLS NHS TRUST 99.96 

AUH 

SHMI Score: 93.95 

SHMI99.8%CI 

Lower: 87.7 

SHMI99.8%CI 

Upper: 100.5 

Worst: 

RBD - DORSET COUNTY HOSPITAL NHS 

FOUNDATION TRUST: 116.2 

RRV - UNIVERSITY COLLEGE LONDON 

HOSPITALS NHS FOUNDATION TRUST: 

68.9 

Oct 2019 - 

Mar 2020 

LUHFT 

SHMI Score: 101.16 

SHMI99.8%CI 

Lower: 94.6 

SHMI99.8%CI 

Upper: 108 

SHMI Score: 

SHMI99.8%CI 

Lower: 

SHMI99.8%CI 

Upper: 

Best: 

RTX - UNIVERSITY HOSPITALS OF 

MORECAMBE BAY NHS FOUNDATION 

TRUST: 100.11 

RNQ - KETTERING GENERAL HOSPITAL 

NHS FOUNDATION TRUST: 99.96 

Worst: 

RFR - THE ROTHERHAM NHS FOUNDATION 

TRUST: 118.64 

RRV - UNIVERSITY COLLEGE LONDON 

HOSPITALS NHS FOUNDATION TRUST: 67.92 

The percentage of 

patient deaths with 

palliative care coded 

at either diagnosis or 

speciality level for the 

Trust. 

Apr 2019 - 

Sep 2019 

RLBUH  Best: 

AUH  Worst: 

Oct 2019 - 

Mar 2020 

LUHFT  Best: 

Worst: 

Comments: 

Extracted from HED (Healthcare evaluation Data) Benchmarking Tool - Module for NHSE Published SHMI performance. 

SHMI - neither the highest nor lowest score indicates the “best” score. It is reasonable to accept a score either side of 

100 given it is still within the control limits. 
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Hospital Readmissions 

The percentage of 

patients readmitted 

to the Trust as an 

emergency within 

30 days of being 

discharged. 

Oct 2019 - 

Mar 2020 

LUHFT 

Spells: 6,218 

Readmissions: 561 

Readmission rate: 

9.02% 

Spells: 

576,813 

Readmissions: 

41,322 

Readmission 

rate: 7.16% 

Best: (All had zero readmissions) 

DX1 - THE NEW FOSCOTE HOSPITAL LTD 

NQ7 - MEDWAY COMMUNITY 

HEALTHCARE 

NW6 - HCA INTERNATIONAL 

R1J - GLOUCESTERSHIRE CARE SERVICES 

NHS TRUST 

RY3 - NORFOLK COMMUNITY HEALTH 

AND CARE NHS TRUST 

RY6 - LEEDS COMMUNITY HEALTHCARE 

NHS TRUST 

Worst: 

NDA - VIRGIN CARE SERVICES LTD 

Spells: 375 

Readmissions: 75 

Readmission rate: 20.00% 

Comments: 

Extracted from HED (Healthcare evaluation Data) Benchmarking Tool - Module for Operational Efficiency. 

Patient Classification - Ordinary. Admission Method - Elective (excludes daycase and regcase). 

Responsiveness to Personal Needs 

The Trust’s 

responsiveness to the 

personal needs of its 

patients. 

NHS Adult 

Inpatient 

Survey 

2017/18 

RLBUH: 

77.4 

78.4 Best: 

The Clatterbridge Cancer Centre NHS 

Foundation Trust: 88.94 

AUH: 

88.4 

Worst: 

Barts Health NHS Trust: 71.84 

NHS Adult 

Inpatient 

Survey 

2018/19 

RLBUH: 

77.4 

76.2 Best: 

Queen Victoria Hospital NHS Foundation 

Trust: 88.44 

AUH: 

88.4 

Worst: 

North Middlesex University Hospital NHS 

Trust: 68.51 

NHS Adult 

Inpatient 

Survey 2020 

LUHFT please see 

comments 

N/A 

Comments: 

Friends and Family Test (Staff) 

The percentage of 

staff employed by, 

or under contract to 

the Trust who would 

recommend the Trust 

as a provider of care 

to their family or 

friends. 

Q2 

2019/2020 

RLBUH 

Total responses: 

1,148 

Worforce 

Headcount: 6,966 

Percentage 

Recommend for 

work: 81.88% 

Total 

responses: 

131,172 

Worforce 

Headcount: 

Percentage 

Recommend 

for work: 

81.30% 

Best: 

NORTH EAST AMBULANCE SERVICE NHS 

FOUNDATION TRUST 

Total responses: 37 

Worforce Headcount: 2,712 

Percentage Recommend for work: 100% 

SALISBURY NHS FOUNDATION TRUST 

Total responses: 11 

Worforce Headcount: 3,504 

Percentage Recommend for work: 100% 

AUH 

Total responses: 912 

Worforce 

Headcount: 5,300 

Percentage 

Recommend for 

work: 85.96% 

Worst: 

THE HILLINGDON HOSPITALS NHS 

FOUNDATION TRUST 

Total responses: 1,148 

Worforce Headcount: 6,966 

Percentage Recommend for work: 

81.88% 

Q4 2019/20 LUHFT please see 

comments 

N/A 

Comments:     
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Data obtained form NHSE National Extracts - this does not include Q3 as it is not usually required and was suspended in 

March 2020. This is due to restart collection in December 2020, expected to be submitted in Jauary 2021 and published 

in February 2021. Some consideration should be taken when comparing these figures nationally as demonstrated in the 

above with best performing organisations only had 37 and 11 total responses compared with 1,148 and 912. 

Venous Thromboembolism 

The percentage of 

patients who were 

admitted to the 

Trust and were risk 

assessed for venous 

thromboembolism. 

Apr 2019 - 

Sep 2019 

RLBUH 94.05% 95.55% Best: 

RTH - OXFORD UNIVERSITY HOSPITALS 

NHS FOUNDATION TRUST: 98.23% 

AUH 93.18% Worst: 

RA7 - UNIVERSITY HOSPITALS BRISTOL 

AND WESTON NHS FOUNDATION TRUST: 

91.86% 

Q3 2019/20 LUHFT 93.60% 95.33% Best: 

ESSEX PARTNERSHIP UNIVERSITY NHS 

FOUNDATION TRUST: 100% 

LINCOLNSHIRE COMMUNITY HEALTH 

SERVICES NHS TRUST: 100% 

Worst: 

NORTHERN DEVON HEALTHCARE NHS 

TRUST: 71.59% 

Oct 2019 - 

Mar 2020 

LUHFT please see 

comments 

N/A 

Comments: 

Data extracted from HED (Healthcare evaluation Data) Benchmarking Tool - Module for Clinical Quality. Data for January 

2020 onwards is not yet avaiable nationally (submission was suspended for April 2020 onwards) 

Clostridium difficile (C. difficile) 

The rate per 100,000 

bed days of cases 

of CDT infections 

reported within the 

Trust. 

Apr 2019 - 

Sep 2019 

RLBUH 

C.Diff: 23 

Beddays: 119,947 

Rate Per 1,000 

Beddays: 19.18 

C.Diff: 2,636 

Beddays: 

18,526,274 

Rate Per 1,000 

Beddays: 

14.23 

Best: (all have no cdiff during this period) 

RAN - ROYAL NATIONAL ORTHOPAEDIC 

HOSPITAL NHS TRUST 

RBS - ALDER HEY CHILDREN’S NHS 

FOUNDATION TRUST 

REP - LIVERPOOL WOMEN’S NHS 

FOUNDATION TRUST 

RL1 - THE ROBERT JONES AND AGNES 

HUNT ORTHOPAEDIC HOSPITAL NHS 

FOUNDATION TRUST 

RP6 - MOORFIELDS EYE HOSPITAL NHS 

FOUNDATION TRUST 

RRJ - THE ROYAL ORTHOPAEDIC 

HOSPITAL NHS FOUNDATION TRUST 

AUH 

C.Diff: 53 

Beddays: 146553 

Rate Per 1,000 

Beddays: 36.16 

Worst: 

RPY - THE ROYAL MARSDEN NHS 

FOUNDATION TRUST 

C.Diff: 22 

Beddays: 29,881 

Rate Per 1,000 Beddays: 73.63 
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 Oct 2019 - 

Mar 2020 

LUHFT 

C.Diff: 

Beddays: 

Rate Per 1,000 

Beddays: 

 

Within report 

C.Diff: 2,755 

Beddays: 

18,532,505 

Rate Per 1,000 

Beddays: 

14.87 

Best: (all have no cdiff during this 

period) 

RAN - ROYAL NATIONAL ORTHOPAEDIC 

HOSPITAL NHS TRUST 

REP - LIVERPOOL WOMEN’S NHS 

FOUNDATION TRUST 

RL1 - THE ROBERT JONES AND AGNES 

HUNT ORTHOPAEDIC HOSPITAL NHS 

FOUNDATION TRUST 

RP4 - GREAT ORMOND STREET 

HOSPITAL FOR CHILDREN NHS 

FOUNDATION TRUST 

RP6 - MOORFIELDS EYE HOSPITAL NHS 

FOUNDATION TRUST 

RRJ - THE ROYAL ORTHOPAEDIC 

HOSPITAL NHS FOUNDATION TRUST 

Worst: 

RPY - THE ROYAL MARSDEN NHS 

FOUNDATION TRUST 

C.Diff: 16 

Beddays: 29,959 

Rate Per 1,000 Beddays: 53.41 

Comments: 

Data extracted from HED (Healthcare evaluation Data) Benchmarking Tool - Module for Clinical Quality. (Based on HES 

Spells) 

Patient Safety Incidents 

The total number and 

rate of patient safety 

incidents reported 

within the Trust. What 

proportion resulted in 

severe harm or death. 

Apr 2019 - 

Sep 2019 

RLBUH 

Incidents: 8,195 

Incidents with severe 

harm or death: 9 

Percentage of 

incidents with 

severe harm or 

death: 0.12% 

Incidents: 

1,031,536 

Incidents with 

severe harm 

or death: 

4,391 

Percentage of 

incidents with 

severe harm 

or death: 

0.43% 

Best: (all had 0 incidents with Severe 

harm or death) 

SOLENT NHS TRUST 

THE CLATTERBRIDGE CANCER CENTRE 

NHS FOUNDATION TRUST 

SHEFFIELD CHILDREN’S NHS 

FOUNDATION TRUST 

ROYAL DEVON AND EXETER NHS 

FOUNDATION TRUST 

QUEEN VICTORIA HOSPITAL NHS 

FOUNDATION TRUST 

GREAT ORMOND STREET HOSPITAL FOR 

CHILDREN NHS FOUNDATION TRUST 

LIVERPOOL HEART AND CHEST 

HOSPITAL NHS FOUNDATION TRUST 

THE WALTON CENTRE NHS 

FOUNDATION TRUST 

 AUH 

Incidents: 5,725 

Incidents with severe 

harm or death: 12 

Percentage of 

incidents with 

severe harm or 

death: 0.17% 

 Worst: 

CHESHIRE AND WIRRAL PARTNERSHIP 

NHS FOUNDATION TRUST 

Incidents: 2,451 

Incidents with severe harm or death: 81 

Percentage of incidents with severe harm 

or death: 3.30% 

Oct 2019 - 

Mar 2020 

LUHFT Within report Best: 

Worst: 

Comments: 

Data extracted from HED (Healthcare evaluation Data) Benchmarking Tool - patient safety - NRLS Patient Safety Incidents 

per 1,00 bed days - data for April 2019 September 2019 is the latest avaiable. 

 

If looking at the total number of incidents with harm or death then it is the following: 

MERSEY CARE NHS FOUNDATION TRUST (118) 

LANCASHIRE CARE NHS FOUNDATION TRUST (118) 
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PART 3 

Other Information 
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  Performance against priorities identified for improvement in 2019/20  

We agreed a number of priorities for improvement in 2019/20 published in last year’s Quality Report. These were 

selected following the development of the AUH Quality Strategy 2017/20 in conjunction with internal and external 

stakeholders. 

 

 

 

 

CQC fundamental standards of care 

 

• No regulatory concerns or warning notices in place 

 

• Reduce the number of outliers in place on CQC 

Insight data 

 

• Produce a biannual core service report identifying 

compliance with CQC fundamental standards 

The Trust has an overall rating of ‘Good’, however, 

the rating for the Safe domain stands at ‘Requires 

Improvement’. 

 

The Trust continues to work with the CQC 

Insight team given the recent merger of the two 

organisations to make appropriate changes to the 

merged report. 

 

A Regulatory Compliance group has been established 

to oversee the current Trust action plan which feeds 

into the Quality Committee. 

Priority 2 

Safeguarding processes 

 

• To be compliant with section 11 of the safeguard- 

ing audit 

Following the merger of the organisations a review of 

service development is currently being undertaken on 

how assurance regarding capturing the voice of the 

child, family and adult are used. 

 

A site visit to seek additional confirmation and 

assurance on delivery of section 11 was cancelled, 

due to the COVID pandemic and the safeguarding 

boards accepted assurance from CCG designated 

safeguarding teams 

Priority 3 

Preventing and learning from harm 

 

• Improved incident reporting so the Trust is within 

the highest quartile 

 

• Seen a reduction in the number of serious inci- 

dents 

When comparing LUHFT against peer Trusts for inci- 

dent reporting, LUHFT are currently in the mid quar- 

tile suggesting healthy reporting. 

 

Despite there not being a significant increase in the 

number of serious incidents, the Trust still monitor 

these through the Trust governance processes in 

order to learn and share the learning from these 

incidents. 

Care that is safe 

Priority 1 
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Urgent and Emergency care pathways A number of the pathways relating to this specific 

priority were not undertaken. Despite this, the Trust 

are marginally below the nationally mandated 4 hr 

target. 

Priority 2 

Responsiveness to the deteriorating patient 

 

• Improved responsiveness to the deteriorating pa- 

tient as monitored via MEWS compliance 

NEWS2 has successfully been rolled out across both 

sites, with the Royal site utilising eNEWS2 to improve 

the identification, assessment and treatment of 

deteriorating patients. 

 

Plans to transfer the electronic solution to the Aintree 

site remain ongoing. 

 

 

 

 

Positive and family centred care 

• Delivery of patient and family patient experience 

strategy and key milestones 

Delivery of the strategy was conducted with 

milestones achieved alongside the Quality Strategy. 

 

 

Outstanding practice 

• Learning Disability & Autism service implemented in A&E that makes a vital contribution to the care and welfare 

of vulnerable patients 

• Winner of the PENNA award to celebrate very best on patient and staff listening experience 

• Collaborative work with the Samaritans Liverpool and Merseyside and Liverpool University Hospitals at Aintree 

site who have worked together to provide emotional support to the patients and staff of the Hospital in the 

Emergency Department. 

• Flying squad implementation as part of the Front Door improvement programme. The purpose of the multi- 

disciplinary front door project is to provide Multi-disciplinary decision making to enhance patient experience, 

safety and Reduce Length of stay. ‘Right patient, right place - first time’ 

• Violence and Aggression Reduction Nurse in the Emergency Department provides support to staff offering 

debriefs and training opportunities 

• Radiology service achieved the ISO9001 Accreditation which is an international recognised standard and one of 

the first in the UK to gain accreditation against the new standards. 

• Radiology worked in collaboration with primary care and co-designed with patients to reduce the numbers x-rays 

for Osteoarthritis of the joints. 

• The delivery service for eye drops for specialist ophthalmology patients with sight threatening conditions was 

awarded runner up in the innovations in supply national awards last year. 

• Pre-habilitation service Therapies service delivers a pre-habilitation service whereby surgical patients are given the 

opportunity to improve their own outcomes by optimizing nutritional and physical state prior to major surgery. 

Since its implementation the length of stay has reduced by 2.4 days 

• Regional Head & Neck Service is one of only five such services in the world. 

Care that is clinically effective 

Priority 1 

Patient Experience 

Priority 1 
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The following table represents an overview of the operational performance and activity of the Trust from April 1st, 

2019 until March 31st, 2020, incorporating data for Aintree University Hospitals NHS Foundation Trust from April 

to September and for Liverpool University Hospitals NHS Foundation Trust, following the merger (through technical 

acquisition) with the Royal Liverpool and Broadgreen University Hospitals NHS Trust on 1 October. Due to the 

merger occurring mid-way through the financial year, the Trust feels that a comparative performance table from the 

previous year would not provide a meaningful reading. 

 

 

Liverpool University Hospitals NHS FT (LUHFT) & Aintree University Hospitals NHS FT (AUHT) 

Commitment/measure National standard LUHFT 

1 Oct 2019 to 31 March 2020 

Accident and emergency waiting 

times: 

95% or above 83.97% 

Patients should be admitted, 

transferred or discharged with four 

hours of arrival. 

Referral to treatment waiting 

times: 

92% or above 77.26% 

Patients should start treatment 

within 18 weeks of referral 

Cancer treatment waiting times: 

Maximum two week wait for first 

appointment for patients referred 

urgently for suspected cancer by a 

GP 

93% or above 91.52% 

Maximum two week wait for first 

appointment for patients referred 

urgently with breast cancer symp- 

toms 

93% or above 96.26% 

Maximum 31 day wait from diag- 

nosis to first definitive treatment 

for all cancers 

96% or above 93.46% 

Maximum 31 day wait for subse- 

quent surgical treatment 

94% or above 95.24% 

Maximum 31 day wait for subse- 

quent treatment with anti-cancer 

drugs 

98% or above 99.66% 

Maximum 62 day wait from urgent 

GP referral to first treatment for 

cancer 

85% or above 71.49% 

* Maximum 62 day wait for treat- 

ment for cancer following a con- 

sultant decision to upgrade their 

priority 

85% or above 82.92% 

Maximum 62 day wait from refer- 

ral from NHS screening service to 

first treatment for all cancers 

90% or above 78.26% 

Number of operations cancelled for 

non-clinical reasons 

Less than 0.6% of all operations 0.75% 

Number of cancelled ops 345 

Standardised Hospital Mortality 

Indicator (SHMI) 

100 101.41 
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Patients admitted to hospital 

receiving a risk assessment for 

Venous Thrombo-Embolism 

95% 93.57% 

Stroke patients spending 90% or 

more of their spell in hospital on 

the Stroke Unit 

80% 75.73% 

*Cases of C. difficile per 1,000 bed 

days 

N/A 0.28 

*Patient falls with harm per 1,000 

bed days 

N/A 1.65 

*Pressure ulcers per 1,000 bed 

days (hospital acquired) 

N/A 0.32 

*Patients who would recommend 

our outpatient department to 

friends and family 

N/A 94.46% 

*Inpatients who would recom- 

mend our service to friends and 

family 

N/A 92.85% 

*Patients who would recommend 

our emergency department to 

friends and family 

N/A 80.98% 

Emergency and urgent attendances 

(all types) 

N/A 191,434 

Attendances at emergency depart- 

ment (type 1) 

N/A 99,208 

Attendances of patients age 75 or 

over 

N/A 15,323 

Admissions from A&E N/A 36,150 

Inpatients and day cases N/A 47,258 

Planned procedures N/A 6,434 

Unplanned procedures N/A 50,925 

Day case procedures N/A 40,824 

Outpatient appointments N/A 487,800 

 

Infection Prevention and Control 

The Trust has an Executive Led IPC Group which is Chaired by the Chief Nurse and is held monthly. The group 

provides a forum to support the delivery of a zero tolerance approach to avoidable HCAIs. The IPCG has clear terms 

of reference and receives reports from the Decontamination group, Water Safety group, Air Safety Group and Hotel/ 

Domestic Services. The Divisions are in the process of establishing IPC Divisional Groups; assurance will be provided 

into the Trust IPC Group from the Divisions in terms of their performance, risks and shared learning. 

 

The Trust has well-resourced IPC Team which is led by the Director for Infection Prevention and Control (DIPC) and 

Deputy DIPC. The team work 7 days per week including Bank Holidays. Members of the team are site specific, 

however matrix work across the Trust aligned to the Divisional structure. 

 

Mandatory Surveillance 

The IPC Team undertakes continuous surveillance of target organisms and alert conditions. Pathogenic organisms or 

specific infections, which could spread, are identified from microbiology reports or from notifications by ward staff. 

The IPC Team advises on the appropriate use of infection control precautions for each case and monitors overall 

trends. 



58 
 

The Trust has used ICNet surveillance system for many years, used in collaboration with Liverpool Clinical Laboratories 

and Liverpool Heart and Chest Hospital (LHCH). 

 

In addition to the submitting data to support the national HCAI objectives (C.diff and MRSA bacteraemia), the Trust 

also submits data to PHE on; 

• Meticillin Sensitive Staphylococcus Aureus (MSSA) 

• Glycopeptide Resistant Enterococcus (GRE) 

• Gram negative infection including; 

- Escherichia Coli (E Coli), 

- Klebsiella 

- Pseudomonas aeruginosa 

 

HCAI Performance 

HCAI performance is monitored via IPC Group and themes trends identified and actioned. All healthcare associated 

infections are subject to a Post Infection Review (PIR) and action plans are required from the clinical teams were 

there has been an identified lapse in care. 

 

Clostridium Difficile (CDT) 

 

Clostridium difficile can cause symptoms including mild to severe diarrhoea and sometimes severe inflammation of 

the bowel. Patients are more vulnerable to infection when they are in hospital however in a number of cases the 

infection can be preventable therefore reducing the risk of this is a top priority. 

 

NHS England sets targets to reduce the number of new cases of C.diff infections each year. Whenever a patient 

becomes infected, the Trust completes a detailed investigation to determine the cause of infection and any actions 

to be implemented. For 19/20, CDT cases considered ‘healthcare associated’ are to be included for performance, 

such cases include; 

• Hospital onset healthcare associated (HOHA): cases detected in the hospital three or more days after admission 

• Community onset healthcare associated (COHA): cases that occur in the community (or within 2 days of 

admission) when the patient has been an inpatient in the trust reporting the case in the previous 4 weeks 

 

There have been no national objectives set, therefore the Trust has agreed to use the previous objectives which were 

set for each site; Aintree </=56 cases, Royal and Broadgreen </=53 cases. Total objective across the Trust is </= 109 

cases. The table below highlights AUH performance for Apr 19 and merger position Oct 19 onwards. 

 

 Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20 

AUH 5 3 8 12 5 11  

LUHFT  17 10 16 15 13 9 

 

 

MRSA bacteraemia 

There continues to be zero tolerance to bacteraemia with lapses in care. We continue to work to prevent bacteraemia 

(blood stream infections), including MRSA with an extensive programme of screening and decolonisation which is 

continued for the duration of a patient stay. In addition, we ensure high standards of infection prevention and 

control practices including hand hygiene and aseptic procedures. 

 

An investigation is undertaken for each MRSA involving the clinical and nursing team, clinical commissioning group 

clinical and managerial leads, the community provider and the patient’s general practitioner. The investigation 

follows the national post infection review (PIR) framework and the actions and lessons learnt are implemented and 

communicated across the organisation through the weekly safety bulletin and reported to appropriate committees. 
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The table below highlights AUH performance for Apr 19 and merger position Oct 19 onwards. 

 

 Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20 

AUH 0 1 0 1 0 0  

LUHFT  0 0 0 0 0 0 

 

Safeguarding 

Safeguarding activity is underpinned by the statutory guidance outlined below, this is not an exhaustive list but 

outlines the key legislation and statutory guidance that the Trust is required to follow to ensure statutory safeguarding 

responsibilities are achieved. 

• Care Quality Commission Registrations Standards: Health and Social Care Act 2008 

(Regulated Activities) Regulations 2014: Regulation 13 

• The Children Act 1989 / 2004 

• The Children and Social Work Act 2017 

• The Care Act 2014 

• The Mental Capacity Act 2005 

• The Mental Capacity Amendment Act 2019 

• Mental Capacity Act Deprivation of Liberty Safeguards 2009 

• Working Together to Safeguarding Children 2018 

• Promoting the Health and Wellbeing of Looked After Children 2015 

 

Following the merger of the two legacy organisations, the safeguarding teams commenced work streams to 

integrate policy, process and systems. At the end of quarter 4 the site based teams remain in place with planned 

alignment and restructuring to occur in quarter 1 2020/21. Appendix 1 & 2 identifies the full safeguarding provision 

at the end of the reporting period. 

 

Throughout quarter 1, 2 and 3 the Aintree Hospital Safeguarding Group and the Royal Liverpool and Broadgreen 

Safeguarding committee were held to ensure site specific safeguarding matters were progressed and managed 

safely. 

 

The site specific assurance groups followed the agreed assurance / agenda schedules and were presented with regular 

safeguarding reports, safeguarding audits and associated action plans, agreed safeguarding policy development for 

ratification and enabled dissemination of information from local safeguarding boards. 

 

An exception overview report was presented to the site specific Exec Led Groups. At Aintree, assurance was provided 

to the Exec Led Safety and Risk Meeting and the Royal and Broadgreen Safeguarding committee provided exception 

reports to the Site Quality Committee for executive oversight. 

 

During quarter 4 the first meeting of the Strategic Safeguarding and Vulnerable People Group was held bringing 

together the two previously held Safeguarding Groups from the legacy organisations. 
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The assurance structure for Safeguarding is in the early stages of development and consists of: 

 

 

The Safeguarding and Vulnerable People Group meet bi-monthly with the four sub groups each providing exception 

reports. The first meeting of the Operational Safeguarding Adult and Children Group met in March 2020 in which 

it set and agreed terms of reference and a reporting / assurance schedule. 

 

Throughout 2019/20, the Safeguarding Team have continued to raise awareness of all aspects of safeguarding 

across the organisation which has led to an increase in demand on the service, evidenced through the increased 

contacts in relation to both safeguarding adult and safeguarding children concerns. 

 

The Safeguarding team based at Aintree Site continued to develop over the initial part of 2019/20 following the 

recruitment of the Associate Director of Nursing for Safeguarding in quarter 4 2018/19. This has included recruitment 

to key posts within the team, development of monthly and quarterly assurance reports and increased delivery of 

training across the site. 

 

Throughout quarter 1 and 2 the Assistant Chief Nurse for Safeguarding and Associate Director of Nursing for 

Safeguarding developed and implemented an action plan to support the transition of safeguarding into Liverpool 

University Hospitals NHS Foundation Trust. This included the development of new Trust wide core safeguarding 

policy and procedures and work commenced in quarter 4 on the proposed training strategy and training needs 

analysis. 

 

The Trust has continued to have a presence at partnership meetings within the local area with both the Safeguarding 

Children Partnerships/Boards and the Merseyside Safeguarding Adult Board including the associated sub groups. 
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Safeguarding our patient population and our staff remains a high priority across the Trust, and alignment of the 

safeguarding service will continue into 2020/21. 

 

Priorities for 20/21 

• Align the safeguarding teams from both sites into a single safeguarding service. 

• Continue to support completion of the merger work streams including alignment of all remaining 

safeguarding policies. 

• Develop a Liverpool University Hospitals NHS Foundation Trust safeguarding specific Training Strategy 

and Training Needs Analysis. 

• Develop Trust wide training packages in line with the training strategy and all intercollegiate requirements. 

• Work in partnership with the IT teams to review and develop electronic systems to ensure safeguarding 

work streams are completed. 

• Support the organisation to implement and embed the transfer of legislation from Deprivation of Liberty 

Safeguards to Liberty Protection Safeguards. (Currently scheduled in legislation for October 2020, 

however this date is dependent on the publication of the accompanying Code of Practice and is subject 

to change). 

• Continue to support local safeguarding boards / safeguarding partnerships to embed identified priority 

work streams across both the safeguarding adult and safeguarding children agenda. 

• Maintain Trust representation at Local Safeguarding Board/Partnership Meetings and the associated 

safeguarding sub groups. 
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Patient Safety Incidents 

This section reports the number and, where available, rate of patient safety incidents within the Trust. It also includes 

the number and percentage of patient safety incidents that result in severe harm or death. The Trust’s performance 

is compared against other acute teaching hospitals. 

 

Why is it important? 

The Trust believes that an open reporting and learning culture is important to identify trends in incidents and 

implement preventative action. It also understands that high reporting of incidents indicates an open and transparent 

culture and therefore encourages staff to report all incidents and near misses to further improve patient safety. 

Staff should have confidence in the investigation process and understand the value of reporting and learning from 

incidents. 

 

Research shows that trusts with higher levels of incident reporting are more likely to demonstrate other features 

of a stronger safety culture and commitment to patients to inform them when incidents have occurred. Incident 

reporting is important at a local level as it supports clinicians to learn about why patient safety incidents happen 

within their own service, and what they can do to keep their patients safe from avoidable harm. 

 

The ‘degree of harm’ for patient safety incidents is defined by: 

 

No harm: any patient safety incident that had the potential to cause harm but was prevented. 

 

Low harm: any patient safety incident that required extra observation or minor treatment and caused 

minimal harm 

 

Moderate harm: any patient safety incident that resulted in a moderate increase in treatment and which caused 

significant but not permanent harm 

 

Severe harm: the patient has been permanently harmed as a result of the patient safety incident 

 

Death: the patient safety incident has resulted in the death of the patient. 

 

The Trust reviews all patient safety incidents at a weekly patient safety meeting. Incidents of moderate harm, severe 

harm and death will result in a formal Root Cause Analysis Investigation (RCA). 

 

The Trust will apply the Serious Incident and Never Event Framework and report more serious incidents or incidents 

were there is greater learning to the Clinical Commissioning Group (CCG). 

 

All incidents at these levels will more importantly being shared with the patient and/or family in accordance with 

the Trusts Duty of Candour Policy. 

 

The Trust embraces its Duty of Candour and considers it vitally important when standards of care are not fully met. 

 

The number of patients treated at the hospital varies from day to day, so rather than simply 

measuring the number of incidents reported, the Trust compares this figure with the proportion of patients treated 

to arrive at a comparable incident reporting rate. 
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Duty of Candour 

This is a legal requirement to act in an open and transparent way with service users. The Trust has a policy in place 

that has been disseminated to all staff and audit activity is in place to understand progress against the national 

standard. 

 

Duty of candour reporting requirements state that as soon as reasonably practicable, after becoming 

aware of a notifiable patient safety incident the health professional [or Trust] must: 

• Notify the patient [*or someone lawfully acting on their behalf] that the incident has occurred. 

• Provide reasonable support to the patient* following the incident 

 

The notification must: 

• Be conducted verbally; by a representative of the Trust, typically the senior doctor or senior nurse responsible for 

the patient at the time of the incident; with the patient* If the patient is still an inpatient this should occur in the 

clinical environment, if the patient is no longer an inpatient then a telephone conversation should be made. 

• Provide a truthful account of all the facts that the Trust knows about the incident at the time of the notification. 

• Advise and, if appropriate, agree with the patient* what further enquiries into the incident are appropriate, from 

both the patients* and Trust perspective (informing the terms of reference for the investigation). 

• Include an apology. 

 

Incidents can relate to moderate, severe harm or death. 

The Trust has a policy in place that specifies the process by which the Trust must adhere to national requirements. 

 

The Trust reporting requirements and compliance are monitored through the Trust governance process, and various 

audits have been carried out to understand our compliance with this. 

 

Prior to merger, the Aintree hospital site reported 5725 incidents. 

 

Degree of Harm 01.4.19 – 30.9.19 
 

None Low Moderate Severe Death 

4511 1389 69 5 7 

% % % % % 

75.4 23.2 1.15 0 0.1 

Post-merger, the Liverpool University Hospitals Foundation Trust reported 14,897 incidents. 

 

Degree of Harm 01.10.19 – 31.3.20 
 

None Low Moderate Severe Death 

12224 2557 88 22 6 

% % % % % 

82 17.1 0.6 0.1 0 
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The Trust has taken the following actions to improve the rates of reporting and improve the quality of the investigation. 

• Undertaking comprehensive investigations following moderate and severe incidents in order to learn lessons and 

improve practice 

• Providing staff training in relation to risk and incident management, root cause analysis and Duty of Candour 

• Ensuring rigorous reporting of key performance indicators in relation to incidents at the monthly Patient Safety 

sub-committee and Perfect Ward meetings with ward managers to ensure lessons are learned, learning is shared 

across the organisation and appropriate actions are implemented. 

• A human factors training programme has been implemented to enhance team working in clinical areas. 

• The human factors course raises awareness with staff of how the way in which they react to different situations, 

may contribute to improving quality and safety of patient care. This reinforces the importance of leadership, 

communication and an open culture of learning 

• Monitor and audit compliance against the Duty of Candour and report to appropriate committees. 

 

Never Events 

Never Events are described by NHS England as serious incidents that are wholly preventable. Guidance or safety 

recommendations that provide strong systemic protective barriers are available at a national level and should have 

been implemented by all healthcare providers. 

 

Each Never Event has a potential to cause serious harm or death. However, serious harm or death is not required for 

the incident to be categorised as a Never Event. Never Events include incidents such as: wrong site surgery, retained 

foreign object post procedure and chest or neck entrapment in bedrails. 

 

For the period October 2019 – March 2020, Liverpool University Hospitals Foundation Trust reported 6 Never Events. 

The Trust has taken the following actions to mitigate the risk of reoccurrence of Never Events. 

• Improved surgery safety checklists 

• Human factors training course and rolled out for theatre staff alongside the introduction of LocSSIPs (Local 

Safety Standards for Invasive Procedures) 

• Staff empowered to challenge areas of concern 

• Regular communication to staff through the Safety Bulletin to share lessons learnt and trend analysis and share 

areas of good practice. 

 

The Trust is committed to using Root Cause Analysis (RCA) to investigate adverse events, including Never Events. 

 

This approach is underpinned by the Trust’s commitment to ensuring an open and honest culture in which staff are 

encouraged to report any errors or incidents and encourage feedback in the knowledge that the issues will be fairly 

investigated and any learning and improvement opportunities implemented. 
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Patient Experience 

Experience of care, clinical effectiveness and patient safety together make the three key components of quality in 

the NHS. Good care is linked to positive outcomes for the patient and is also associated with high levels of staff 

satisfaction. Patients tell us that they care about their experience of care as much as clinical effectiveness and safety. 

They want to feel informed, supported and listened to so that they can make meaningful decisions and choices 

about their care. They want to be treated as a person not a number and they value efficient processes. 

 

The Government has made it clear that the patient experience is a crucial part of quality healthcare provision. The 

NHS Constitution, the Outcomes Framework and the NICE Quality Standards for Experience reinforce the need for 

patient centred care. The trust monitors the experience of patients by asking a series of questions from the national 

in-patient survey to continually monitor and identify areas for further improvement and attention. 

 

Providing the very best patient experience is essential and we want to ensure effective treatment is delivered in a 

comfortable, caring and safe environment by staff who demonstrates our trust values. 

 

The trust has taken the following actions to drive the improvements in responses and addressing the areas highlighted 

as requiring improvement. 

• Development of a comprehensive forward plan and strategy to address the areas for improvement 

across the organisation 

• The implementation plan, dashboard and progress report is presented to the monthly patient experience 

committee were colleagues from the patient council and health watch challenge the trust position and 

actions taken to drive the improvements required. 

• Continue to ensure that the board receives regular and meaningful reports on patient experience 

including instances where the patient experience has been poor through patient stories. 

 

During 2019/20, there have been a number of projects where we engaged with and involved patients, carers and 

relatives. 

 

These included: 

Patient Voice in Quality Improvement Projects 

Patient and Family Voice has been embedded as an essential criteria in all service improvement projects 

as part of the Trust’s evidence based co-design approach to quality improvement methodology. Patient 

and family voice must be evidenced at each stage of service improvement projects to design, monitor 

and evaluate how projects meet the needs of patients and families. Successful projects include the 

same day ambulatory care pathway for the Frailty Assessment Unit, the Non-Invasive Ventilation (NIV) 

transformation project and the pathway for patients transferring from NWAS to the Accident and 

Emergency Department. 

 

Patient and Family Voice in Service Integration 

There has been extensive engagement with communities, patient groups, charities, partner organisations 

and Healthwatch in designing, reviewing and evaluating the integration of services across the city. This 

engagement has been embedded into the formal consultation process with patient and family voice 

incorporated into evaluation of patient benefits of all service integration projects. 

 

Patient and Family Experience Plan 

During 2019/20, the Patient Experience Team progressed the Patient and Family Experience Plan through 

co-ordinated engagement with patients, families, carers, visitors and key stakeholders through various 

routes such as surveys, engagement sessions and focus groups to identify the factors that contribute 

to a positive patient and family experience. The learning from this work has been used to inform the 

Quality Strategy that will be developed and implemented in 2020/21. 
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Patient Friends and Family Test 

The Friends and Family Test (FFT) is an important feedback tool that supports the fundamental principle that people 

who use our services should have the opportunity to provide feedback on their experience. 

 

It asks people if they would recommend the services they have used and offers a range of responses. When combined 

with supplementary follow-up questions, the FFT provides a mechanism to highlight both good and poor patient 

experience. This kind of feedback is vital in transforming NHS services and supporting patient choice. Patient 

comments also identify areas where improvements can be made so that the trust can make care and treatment 

better for everyone. 

 

Since it was initially launched in April 2013, the FFT has been rolled out in phases across the trust in all in-patient 

areas, accident and emergency, day cases and outpatients departments, giving all patients the opportunity to leave 

feedback on their care and treatment. 

 

The feedback gathered through the FFT is being used in in the trust to stimulate local improvements and empower 

staff to carry out the sorts of changes that make a real difference to patients and their care. FFT will continue to 

provide a broad measure of patient experience that can also be used alongside other patient experience feedback 

to inform service improvement and patient choice. 

 

 

National Inpatient Survey 

The survey captured the experience of inpatients who were discharged in July 2019. 

 

Response rate for both sites was in line with previous years: 

 

National Aintree Royal Liverpool & Broadgreen 

45% 34% 31% 

 

The results for the sites from Liverpool University Hospitals NHS Foundation Trusts included within the survey, were 

very positive and placed all sites within the top quartile of those surveyed. 

 

 

 Score Overall position (out of 

143 Trust) 

Position for Acute 

Trusts (out of 131) 

Royal & Broadgreen 8.4 24th 12th 

Aintree 8.3 34th 22nd 
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Staff Survey 

The nationally mandated NHS Staff Survey for 2019 was provided by survey provider Picker who ran two separate 

surveys on a legacy Trust basis due to timing requirements. The cut off date for inclusion in the survey was the 1st 

of September 2019 and this applied to all directly employed staff in both organisations. 

 

The results of the surveys are processed by survey providers as well as the National NHS Staff Survey Coordination 

Centre. Survey providers can produce reports as early as December and initial results were shared with the Trust on 

the 20th of December. Nationally benchmarked results are made available by the Coordination Centre at a later 

date which is likely to be the end of Febuary or even March and results are embargoed against external release until 

this time. However outputs can be used by Trusts internally and comparator/benchmarked data is available but only 

for organisations that have used the same survey provider. Picker provided the surveys for 37 other acute Trusts and 

our initial reports are based on comparison with those organisations. 

 

ANALYSIS 

Participation rates were as follows: 

 

Site 2018 2019 Similar Org Average 

Aintree 38% 51% 

51% 

Royal 41% 44% 

 

A high level overview of the results across each site is outlined below along with a focus on the key ‘Friends and 

Family’ questions and the question about whether care of patients is an organisation’s top priority. It also allows for 

historical and average comparisons of the 90 questions from the survey that can be positively scored : 

 

Aintree 
 

 
 

Royal 



68 
 

Top 5 Scores (Compared to Average) 
 

Aintree 

 
 
 
 
 
 
 
 
 
 
 
 
 

 
Royal 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

Results Most Improved from Last Survey 
 

Aintree 
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Royal 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Areas of improvement or above average performance for both sites appear to reflect the focus of work to address 

issues raised in previous surveys or issues that have been a key area of concern, notably adressing issues of unsafe 

clinical practice, provision of feedback following errors and team performance at Aintree. At the Royal there has 

been improvement relating to reduced experience of violence, increased support from colleagues and greater ability 

to meet conflicting demands on time. 

 

Bottom 5 Scores (Compared to Average) 
 

Aintree 

 
 
 
 
 
 
 
 
 
 
 
 
 

 
Royal 

 
 
 
 
 
 
 
 
 
 
 
 

 
This has been incorporated into a detailed action plan. Managers will be supported by the Organisational 

Development team to understand their results and how to discuss them with their teams as well as how to involve 

staff in deciding which actions to focus on. 
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Appendix A 
 

Participation in Clinical Audits 

Royal Liverpool and Broadgreen University Hospitals Trust 

The National Clinical Audits and national confidential enquiries that the RLBUHT was eligible to participate in during 

2019/20 are as follows:- 

CEM - Assessing Cognitive Impairment in Older People (Care in Emergency Departments) 

BAUS - Cystectomy 

BAUS- Nephrectomy Audit 

BAUS - Percutaneous Nephrolithotomy (PCNL) 

BAUS - Radical Prostatectomy Audit 

Intensive Care National Audit and Research Centre (ICNARC) 

Young People’s Mental Health 

Elective Surgery (National PROMs Programme) 

Endocrine and Thyroid National Audit 

National Audit of Inpatient Falls 

National Hip Fracture Database 

Inflammatory Bowel Disease (IBD) Audit (Biological Therapies) 

Trauma Audit & Research Network (TARN) 

Mandatory Surveillance of bloodstream infections and clostridium difficile infection 

NCEPOD: Dysphagia in Parkinson’s Disease 

NCEPOD: Acute Heart Failure 

NCEPOD: Cancer in Children, Teens and Young Adults 

NCEPOD: Perioperative diabetes 

NCEPOD: Pulmonary embolism 

NCEPOD: In-hospital management of out-of-hospital cardiac arrest 

NCEPOD: Acute Bowel Obstruction 

CEM - Mental Health (Care in Emergency Departments) 

Adult Asthma Secondary Care 

Chronic Obstructive Pulmonary Disease (COPD) Secondary Care 

National Audit of Breast Cancer in Older People (NABCOP) 

National Audit of Cardiac Rehabilitation 

National Audit of Care at the End of Life (NACEL) 

National Audit of Dementia (care in general hospitals) 

National Audit of Seizure management in Hospitals (NASH) 

National Cardiac Arrest Audit (NCAA) 

National Audit of Cardiac Rhythm Management (CRM) 

Myocardial Ischaemia National Audit Project (MINAP) 

National Heart Failure Audit 

National Congenital Heart Disease (CHD) 

National Diabetes Foot Care Audit 



71 
 

National Diabetes Inpatient Audit (NaDIA) -reporting data on services in England and Wales 

NaDIA-Harms - reporting on diabetic inpatient harms in England 

National Core Diabetes Audit 

National Diabetes Transition 

National Pregnancy in Diabetes Audit 

National Early Inflammatory Arthritis Audit (NEIAA) 

National Emergency Laparotomy Audit (NELA) 

National Oesophago-gastric Cancer (NOGCA) 

National Bowel Cancer Audit (NBOCA) 

National Joint Registry (NJR) 

National Lung Cancer Audit (NLCA) 

National Ophthalmology Audit (NOD) 

National Prostate Cancer Audit 

National Smoking Cessation Audit 2019 

National Vascular Registry 

Perioperative Quality Improvement Programme (PQIP) 

Reducing the impact of serious infections (Antimicrobial Resistance and Sepsis) Antibiotic Consumption 

Reducing the impact of serious infections (Antimicrobial Resistance and Sepsis) Antimicrobial Stewardship 

Sentinel Stroke National Audit programme (SSNAP) 

Serious Hazards of Transfusion (SHOT): UK National haemovigilance scheme 

Society for Acute Medicine’s Benchmarking Audit (SAMBA) 

Surgical Site Infection Surveillance Service 

UK Parkinson’s Audit 

RLBUHT participated in 100% of national clinical audits and national confidential enquiries which it was eligible to 

participate in. 

 

The national clinical audits and national confidential enquiries that RLBUHT participated in, and for which data 

collection was completed during 2019/20, are listed below alongside the number of cases submitted to each audit 

or enquiry as a percentage of the number of registered cases required by the terms of that audit or enquiry. 

 

Project name RLUHT Submission 

CEM - Assessing Cognitive Impairment in Older People (Care in Emergency Departments) 100% (25/25) 

BAUS - Cystectomy Continuous Data Collection 

BAUS- Nephrectomy Audit Continuous Data Collection 

BAUS - Percutaneous Nephrolithotomy (PCNL) Continuous Data Collection 

BAUS - Radical Prostatectomy Audit Continuous Data Collection 

Intensive Care National Audit and Research Centre (ICNARC) Continuous Data Collection 

Young People's Mental Health 100% 

Elective Surgery (National PROMs Programme) Continuous Data Collection 

Endocrine and Thyroid National Audit Continuous Data Collection 

National Audit of Inpatient Falls Continuous Data Collection 

National Hip Fracture Database Continuous Data Collection 

Inflammatory Bowel Disease (IBD) Audit (Biological Therapies) Continuous Data Collection 

Trauma Audit & Research Network (TARN) Continuous Data Collection 
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Mandatory Surveillance of bloodstream infections and clostridium difficile infection Continuous Data Collection 

NCEPOD: Dysphagia in Parkinson’s Disease 100% (4/4) 

NCEPOD: Acute Heart Failure 100% (6/6) 

NCEPOD: Cancer in Children, Teens and Young Adults 100% (2/2) 

NCEPOD: Perioperative diabetes 100% (4/4) 

NCEPOD: Pulmonary embolism 100% (4/4) 

NCEPOD: In-hospital management of out-of-hospital cardiac arrest 100% (3/3) 

NCEPOD: Acute Bowel Obstruction 28% (2/7) 

CEM - Mental Health (Care in Emergency Departments) 100% (133/133) 

Adult Asthma Secondary Care Continuous Data Collection 

Chronic Obstructive Pulmonary Disease (COPD) Secondary Care Continuous Data Collection 

National Audit of Breast Cancer in Older People (NABCOP) Continuous Data Collection 

National Audit of Cardiac Rehabilitation Continuous Data Collection 

National Audit of Care at the End of Life (NACEL) 100% (40/40) 

National Audit of Dementia (care in general hospitals) 100% (50) 

National Audit of Seizure management in Hospitals (NASH) 97% (30/31) 

National Cardiac Arrest Audit (NCAA) Continuous Data Collection 

National Audit of Cardiac Rhythm Management (CRM) Continuous Data Collection 

Myocardial Ischaemia National Audit Project (MINAP) Continuous Data Collection 

National Heart Failure Audit Continuous Data Collection 

National Congenital Heart Disease (CHD) Continuous Data Collection 

National Diabetes Foot Care Audit Continuous Data Collection 

National Diabetes Inpatient Audit (NaDIA) -reporting data on services in England and Wales 100% (150/150) 

NaDIA-Harms - reporting on diabetic inpatient harms in England Continuous Data Collection 

National Core Diabetes Audit Continuous Data Collection 

National Diabetes Transition 100% (180/180) 

National Pregnancy in Diabetes Audit Continuous Data Collection 

National Early Inflammatory Arthritis Audit (NEIAA) Continuous Data Collection 

National Emergency Laparotomy Audit (NELA) Continuous Data Collection 

National Oesophago-gastric Cancer (NOGCA) Continuous Data Collection 

National Bowel Cancer Audit (NBOCA) Continuous Data Collection 

National Joint Registry (NJR) Continuous Data Collection 

National Lung Cancer Audit (NLCA) Continuous Data Collection 

National Ophthalmology Audit (NOD) Continuous Data Collection 

National Prostate Cancer Audit Continuous Data Collection 

National Smoking Cessation Audit 2019 100% (20/20) 

National Vascular Registry Continuous Data Collection 

Perioperative Quality Improvement Programme (PQIP) Continuous Data Collection 

Reducing the impact of serious infections (Antimicrobial Resistance and Sepsis) Antibiotic 

Consumption 

Continuous Data Collection 

Reducing the impact of serious infections (Antimicrobial Resistance and Sepsis) 

Antimicrobial Stewardship 

 

Sentinel Stroke National Audit programme (SSNAP) Continuous Data Collection 

Serious Hazards of Transfusion (SHOT): UK National haemovigilance scheme Continuous Data Collection 

Society for Acute Medicine's Benchmarking Audit (SAMBA) 100% (80/80) 

Surgical Site Infection Surveillance Service Continuous Data Collection 

UK Parkinson’s Audit 100% (150) 
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The reports of 55 National Clinical Audits and Clinical Outcome Review Programmes and other quality improvement 

projects were reviewed by the Trust in 2019/20 and audit returns for each, in conjunction with the reports, have 

been independently reviewed by the Associate Medical Director for Clinical Audit. For the following, it was thought 

the Trust performed comparably or better than nationally: 

- National Dementia Audit 

- PROMs Hip Replacement 

- PROMs Knee Replacement 

- Trauma Audit & Research (TARN) 

- Seven Day Hospital Services Self-Assessment 

- National Heart Failure Audit 

- National Vascular Registry 

- CEM – VTE in patients with Lower Limb Immobilisation 

- National Breast & Cosmetic Implant Registry (BCIR) 

- National Diabetes Inpatient Audit (NaDIA) 

- ICNARC 

- National Joint Registry 

- National COPD Audit (NACAP) 

- National Lung Cancer Audit (NLCA) 

- UK IBD Registry 

- BAUS Cystectomy 

As a result of, and review of recommendations, the Trust is taking the following actions to improve the quality 

of healthcare provided:- 

- National Joint Registry (NJR) – More frequent meetings to discuss results at sub speciality and overall care 

group level. PROMs clerks in place to support completion of PROMs forms and consent for NJR. 

- National Prostate Cancer Audit - Introduction of specialist nurses specifically for bladder and prostate cancers 

to streamline referral and treatment processes. Implementation of Multiparametric MRI into pathways. 

- Breast Cancer in Older Patients (NABCOP) – Implementation of frailty assessment for over 70s. 

- National COPD Audit (NACAP) - Ongoing oxygen improvements including target saturations on dashboard 

and roll out of the electronic clerking proforma. Increased capacity of NIV beds from 4 to 6 has been 

approved. Smoking cessation workstream now in place. 

- National Heart Failure Study - Currently in development is the integrated care pathway which includes 

plans to expand the community heart failure team. This will relieve the pressures on secondary care as 

well as delivering a more seamless patient journey. 

The national reports reviewed during 2019/20 are not explicit to the list of National Clinical Audits and Clinical 

Outcome Review Programmes and other quality improvement projects listed on the NHS England Quality 

Accounts List 2019/20 but are, however, the reports published/reviewed during 2019/20. 

The reports of 156 local clinical audits were reviewed by the provider in 2019/20 and examples of actions to be 

taken by the Trust to improve the quality of healthcare provided are as follows: 

- Mental Health in the Emergency Department, the Mental Health Triage Risk Assessment was been 

reintroduced and there will be ED clinical staff education 

- Compliance with the British Association for Sexual Health and HIV (BASHH) Pelvic Inflammatory Disease 

Guidelines 2018 - Funding has been approved for testing to be carried out at the Royal site and therefore 

it is expected that this recommendation will be fully met moving forward. 

- Compliance with Falls Documentation (NICECG161) - Continued education of staff to ensure awareness 

of the use of FRAD correctly. An end of bed vision assessment will be completed and recorded in PENS 

- Quality standards for ERCP performance (NICE QS104) Introduction of a start clock mechanism for 

scheduling jaundiced patients with ductal calculi. 

- Management of patients with dysphagia (safe prescribing and transfer of information to primary care on 

discharge) (WEB111231) Speech and Language Therapists (SALT) have dedicated section on the electronic 

dashboard discharge summary which now demonstrates 100% completion. 

- Procedural Sedation Local Audit following national audits results – resulted in a business case approved 

for ETCO2 monitoring bricks for the ED. 
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Engagement in Clinical Audit 

Each speciality area has a designated Speciality Audit Lead (SAL) who is responsible for oversight and approval of 

their audit plan at a local level, and prioritising mandatory and trust priority audit. Attendance at the Clinical Audit 

Group, a formal reporting group within the Governance Structure, is good and SALs use the opportunity to review 

their activity, audit findings and to escalate key areas for discussion in other forums. Newly appointed SALs are 

provided with an induction pack and all leads have dedicated time within their job plan. 

 

Clinical Audit reporting is well embedded in the Governance Structure, and regularly reported at Divisional Governance 

Sub-committees with full oversight being maintained by the Clinical and Cost Effectiveness Sub-committee, which 

reports to the Quality Governance Committee and through that to the Board. 

 

The clinical audit and quality improvement poster competition took place in August 2019. Eighteen posters were 

entered, the winner being ‘Developing an Occupational Therapy Health and Wellbeing Service for NHS Staff Working 

at the Royal Liverpool and Broadgreen University NHS Trust’. 

 

Aintree University Hospitals Foundation Trust 

The national clinical audits and national confidential enquiries that Aintree University Hospital NHS Foundation Trust 

was eligible to participate in during 2019/20 are as follows: 

• Assessing Cognitive Impairment in Older People (Care in Emergency Departments) 

• BAUS Urology Audits - Nephrectomy 

• BAUS Urology Audits - Percutaneous Nephrolithotomy (PCNL) 

• Case Mix Programme (CMP) 

• Elective Surgery (National PROMs Programme) 

• Endocrine and Thyroid National Audit 

• Falls and Fragility Fractures Audit programme (FFFAP) - Fracture Liaison Service Database 

• Falls and Fragility Fractures Audit programme (FFFAP) - Inpatient Falls 

• Falls and Fragility Fractures Audit programme (FFFAP) - National Hip Fracture Database 

• Inflammatory Bowel Disease (IBD) Registry, Service Standards 

• Inflammatory Bowel Disease (IBD) Registry, Biological Therapies Audit 

• Major Trauma Audit (TARN) 

• Mandatory Surveillance of Bloodstream Infections and Clostridium Difficile Infection 

• Mental Health - Care in Emergency Departments 

• National Chronic Obstructive Pulmonary Disease (COPD) Audit Programme - Chronic Obstruction Pulmonary 

Disease (COPD) Secondary Care (NACAP) 

• National Chronic Obstructive Pulmonary Disease (COPD) Audit Programme - Pulmonary Rehabilitation 

(NACAP) 

• National Chronic Obstructive Pulmonary Disease (COPD) Audit Programme - Adult Asthma Secondary Care 

(NACAP) 

• National Audit of Breast Cancer in Older People (NABCOP) 

• National Audit of Cardiac Rehabilitation 

• National Audit of Care at the End of Life (NACEL) 

• National Audit of Dementia (Care in General Hospitals) 

• National Audit of Seizure management in Hospitals (NASH) 
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• National Cardiac Arrest Audit (NCAA) 

• National Cardiac Audit Programme (NCAP) - Cardiac Rhythm Management (CRM) 

• National Cardiac Audit Programme (NCAP) - Myocardial Ischaemia National Audit Project (MINAP) 

• National Cardiac Audit Programme (NCAP) - National Heart Failure Audit 

• National Diabetes Audit – Adults - National Core Diabetes Audit 

• National Diabetes Audit – Adults - National Diabetes Inpatient Audit (NaDia) -reporting data on services in 

England and Wales 

• National Diabetes Audit – Adults - National Diabetes Foot Care Audit 

• National Diabetes Audit – Adults - National Diabetes Inpatient Audit (NaDia) Harms -reporting on diabetic 

inpatient harms in England 

• National Early Inflammatory Arthritis Audit (NEIAA) 

• National Emergency Laparotomy Audit (NELA) 

• National Gastrointestinal Cancer Programme - National Bowel Cancer Audit (NBOCA) 

• National Gastrointestinal Cancer Programme - National Oesophago-gastric Cancer (NOGCA) 

• National Joint Registry (NJR) 

• National Lung Cancer Audit (NLCA) 

• National Ophthalmology Audit (NOD) 

• National Prostate Cancer Audit 

• National Smoking Cessation Audit 

• NCEPOD Acute Bowel Obstruction 

• NCEPOD Long-Term Ventilation in Children, Young People and Young Adults 

 

• NCEPOD Dysphagia in Parkinson’s Disease 

 

• NCEPOD In-Hospital Management of Out-of-Hospital Cardiac Arrest 

 

• Perioperative Quality Improvement Programme (PQIP) 

 

• Sentinel Stroke National Audit Programme (SSNAP) 

 

• Serious Hazards of Transfusion (SHOT): UK National Haemovigilance Scheme 

 

• Society for Acute Medicine’s Benchmarking Audit (SAMBA) 

 

• Surgical Site Infection Surveillance Service 

 

• UK Parkinson’s Audit 

 

Reducing the Impact of Serious Infections (Antimicrobial Resistance and Sepsis) - Antimicrobial Stewardship was 

removed from the HQIP Directory in December 2019. 

 

The national clinical audits and national confidential enquiries that Aintree University Hospital NHS Foundation 

Trust participated in, and for which data collection was completed during 2019/20, are listed below alongside the 

number of cases submitted to each audit or enquiry as a percentage of the number of registered cases required by 

the terms of that audit or enquiry. 



76 
 

Audit/Enquiry 
 

Audit/Enquiry Cases submitted 

Assessing Cognitive Impairment in Older People (Care in Emergency Depart- 

ments) 

145 (121%) 

BAUS Urology Audits - Nephrectomy Final position awaited 

BAUS Urology Audits - Percutaneous Nephrolithotomy (PCNL) 11 (100%) 

Case Mix Programme (CMP) Continuous Data Collection 

Elective Surgery (National PROMs Programme) 

Pre-operative questionnaires returned 

Post-operative questionnaires returned 

Unknown - data collected by NHS digi- 

tal. No breakdown available. 

Endocrine and Thyroid National Audit Continuous Data Collection 

Falls and Fragility Fractures Audit programme (FFFAP) - Fracture Liaison Service 

Database 

Continuous Data Collection 

Falls and Fragility Fractures Audit programme (FFFAP) - Inpatient Falls Continuous Data Collection 

Falls and Fragility Fractures Audit programme (FFFAP) - National Hip Fracture 

Database 

463 

Inflammatory Bowel Disease (IBD) Registry, Service Standards Final position awaited 

Inflammatory Bowel Disease (IBD) Registry, Biological Therapies Audit Continuous Data Collection 

Major Trauma Audit (TARN) 589 

Mandatory Surveillance of Bloodstream Infections and Clostridium Difficile 

Infection 

Continuous Data Collection 

Mental Health - Care in Emergency Departments 115 (100%) 

National Chronic Obstructive Pulmonary Disease (COPD) Audit Programme - 

Chronic Obstruction Pulmonary Disease (COPD) Secondary Care (NACAP) 

Final position awaited 

National Chronic Obstructive Pulmonary Disease (COPD) Audit Programme - 

Pulmonary Rehabilitation (NACAP) 

Continuous Data Collection 

National Audit of Breast Cancer in Older People (NABCOP) Final position awaited 

National Audit of Cardiac Rehabilitation Continuous Data Collection 

National Audit of Care at the End of Life (NACEL) 40 (100%) 

National Audit of Dementia (Care in General Hospitals) Final position awaited 

National Audit of Seizure management in Hospitals (NASH) 30 (100%) 

National Cardiac Arrest Audit (NCAA) Continuous Data Collection 

National Cardiac Audit Programme (NCAP) - Cardiac Rhythm Management 

(CRM) 

Final position awaited 

National Cardiac Audit Programme (NCAP) - Myocardial Ischaemia National 

Audit Project (MINAP) 

453 

National Cardiac Audit Programme (NCAP) - National Heart Failure Audit 506 

National Diabetes Audit – Adults - National Core Diabetes Audit Final position awaited 

National Diabetes Audit – Adults - National Diabetes Inpatient Audit (NaDia) - 

reporting data on services in England and Wales 

Final position awaited 

National Diabetes Audit – Adults - National Diabetes Foot Care Audit Final position awaited 

National Diabetes Audit – Adults - National Diabetes Inpatient Audit (NaDia) 

Harms - reporting on diabetic inpatient harms in England 

Final position awaited 

National Early Inflammatory Arthritis Audit (NEIAA) In progress 

National Emergency Laparotomy Audit (NELA) 164 (100%) 

National Gastrointestinal Cancer Programme - National Bowel Cancer Audit 

(NBOCA) 

Final position awaited 

National Gastrointestinal Cancer Programme - National Oesophago-gastric 

Cancer (NOGCA) 

Final position awaited 

National Joint Registry (NJR) 488 

National Lung Cancer Audit (NLCA) Final position awaited 
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National Ophthalmology Audit (NOD) Final position awaited 

National Prostate Cancer Audit Final position awaited 

National Smoking Cessation Audit 100 

NCEPOD Acute Bowel Obstruction 2 (20%) clinical questionnaires 

2 (100%) case notes 

1 (100%) organisational questionnaires 

NCEPOD Long-Term Ventilation in Children, Young People and Young Adults 1 (8%) clinical questionnaires 

4 (100%) case notes 

NCEPOD Dysphagia in Parkinson’s Disease 1 (25%) clinical questionnaires 

4 (100%) case notes 

1 (100%) organisational questionnaires 

NCEPOD In-Hospital Management of Out-of-Hospital Cardiac Arrest 1 (50%) clinical questionnaires 

2 (100%) case notes 

1 (100%) organisational questionnaires 

Perioperative Quality Improvement Programme (PQIP) Unknown - research project registered 

with Research and Development de- 

partment. 

Sentinel Stroke National Audit Programme (SSNAP) Final position awaited 

Serious Hazards of Transfusion (SHOT): UK National Haemovigilance Scheme Continuous Data Collection 

Society for Acute Medicine’s Benchmarking Audit (SAMBA) 78 

Surgical Site Infection Surveillance Service Final position awaited 

UK Parkinson’s Audit Final position awaited 

 

The Trust did not participate in the National Chronic Obstructive Pulmonary Disease (COPD) Audit Programme - 

Adult Asthma Secondary Care (NACAP) due to lack of time and resources. 

The reports of 18 national clinical audits were reviewed by the provider in 2019/20 and Aintree University Hospital 

NHS Foundation Trust intends to take the following actions to improve the quality of healthcare provided: 

 

CAMS ID Title Action required to achieve change 

 

 

 

 

2359 

 

 

 

 

National 

Comparative 

Audit of 

Patient 

Information 

and Consent 

Consent for Transfusion must be mandated Trust wide as per SABTO (2011) guidelines. 

Discussions on-going re: Implementation of a mandated field in the Transfusion section 

of EPR. 

Consent for Transfusion must be mandated Trust wide as per SABTO (2011) guidelines. 

Discussions on-going at joint HTC meetings with AUH, RLBGH, LWH and IOM re 

consent processes and a patient information leaflet is being developed to support this. 

Consent for Transfusion must be mandated Trust wide as per SABTO (2011) guidelines. 

Issues of consent were raised at a Safety & Risk Meeting (05/02/2019) - tasked with 

providing an action plan regarding implementation of consent form 4 for those patients 

who are unable to consent to investigation/treatment as this could be used in the 

interim period until EPR is implemented. 

Consent for Transfusion must be mandated Trust wide as per SABTO (2011) guidelines. 

Action plan to be discussed and finalised at the next AUH transfusion team meeting on 

08/02/2019. 

 

3297 

 

National: End 

of Life Care 

(NACEL) 2018 

Consistent MDT co-ordinator. 

Colorectal team to collect data. 

Visit to NBOCA (Leeds) to learn of method of data collection. 

Engagement with the Trust Cancer Workshops. 

 

4670 

 

National Audit 

of Emergency 

Laparotomies 

(NELA) 2017 

Introduce TACO checklist within implementation of new EPR system. To include a 

formal pre-transfusion risk assessment for TACO in hospital transfusion policies. 

Monitor and Educate all relevant staff in the use of the Single unit red cell transfusion 

guidance. 

Localised audit, training, promotion of the guidance, discussion at meetings. Encourage 

engagement/questioning from lab staff at requisition stage. 
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4677 

 

National: 

Sentinel Stroke 

National Audit 

Programme 

(SSNAP) 

Increase Stroke Unit capacity. HASU beds increased to 4. 

Improve SALT and MDT score for SSNAP. 

• Detailed review of SSNAP performance undertaken 

• Maximising use of Assistant time to release SLT time 

• Introduction of trial of duty therapist to triage all new patients 

• Trial of working alongside SNC’s to outreach for initial assessments 

• Review requirements to improve scores 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

4695 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

National: End 

of Life Care 

(NACEL) 2018 

E-learning module to include spiritual assessment, carer assessment and hydration / 

nutrition. 

Grand round and divisional presentation of results. 

Grand round and Clinical Leaders session to be done on hydration and nutrition. 

Complex conversation/communication skills refresher sessions for consultants. Funding 

application to Macmillan completed. External education centre approached to facilitate 

6-8 evening sessions. 

Care after death training sessions for RGNs and HCAs. Care after death sessions under 

development. Practice education facilitators to deliver the sessions. 

Guide for medical staff in developing an end of life care plan. 

Increase uptake of the EOLCP to 30%. Sessions with the ward nurse managers have 

been delivered. The guide to support medical staff has been distributed. The uptake for 

April 2019 was 35%. 

Amendments to be made to prompt assessment of hydration/nutrition needs, spiritual 

assessment and carer needs. Version 3 of the EOLCP was approved via the Clinical 

Standards Group and sent to the printers. 

Increase uptake of the carer information leaflet. The leaflet to be moved to the front of 

the care plan and also made available separately. Highlight to the medical and nursing 

staff to give this to patients. 

Re-develop the care after death documentation - the task and finish group agreed at 

EOLBCG. 

Development of off ward carer rest and showering facilities. Location and plans 

discussed at EOLBCG. Quotes for works are underway. 

Dedicated end of life care project team to embed processes at ward level. Fixed term 

EOL lead nurse commenced in post January 2019 and a facilitator in April 2019. Ward 

education programme is underway. 

 

4751 

National 

Ophthalmology 

Audit 

Reviewing complication rate on a 2 monthly basis. Reports to be provided and 

disseminated to the CD and Consultant Medical Director of Surgery & Anaesthesia. 

Review of medisoft to establish parameters for report. 

 

 

4804 

 

National 

Prostate 

Cancer Audit 

Plan to explore the possibility with Radiology to use contrast so there is uniformity 

across the region. 

Plan to introduce a holistic health needs assessment once a Macmillan Band 6 has been 

employed between June and September. 

 

 

4813 

 

National 

Diabetes 

Programme 

- Diabetes 

Footcare 

There is a need to address the response times to see patients presenting with new 

diabetic foot ulcerations in a more timely manner, i.e., within 3 days. Response times 

fell to within 1 week 12 months ago due to investment in additional staffing, but 

maternity leave & staff vacancies has resulted in increased waiting times for new 

referrals (majority/60% seen within 3-13 days). NB = 81% all patients are seen within 

13 days. 

 

4819 

National Audit 

of Emergency 

Laparotomies 

(NELA) 2017 

Allocated surgical and anaesthetic consultant lead. A job plan and allocation of time - 

likely to be 0.5pa. 
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5165 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

National Audit 

of Dementia 

(in General 

Hospitals) 2018 

Dementia and Delirium Improvement Plan - Workstream 1: Education and Training - 

Develop education programme for nursing team. 

Dementia and Delirium Improvement Plan - Workstream 1 Education and Training - 

Map existing nursing training dates across Trust to identify setting to deliver training. 

Dementia and Delirium Improvement Plan - Workstream 1 Education and Training - 

Arrange regular briefing sessions for the Champions Network. 

Dementia and Delirium Improvement Plan - Workstream 1 Education and Training - 

Establish Dementia Champion drop in sessions. 

Dementia and Delirium Improvement Plan - Workstream 1 Education and Training - 

Establish Dementia Steering Group. 

Dementia and Delirium Improvement Plan - Workstream1 Education and Training - 

Agree process for how security staff deal with patients experiencing dementia and 

delirium with aggressive behaviour, develop education programme for security staff. 

Dementia and Delirium Improvement Plan - Workstream 1 Education and Training - 

Review mandatory training modules for all staff. 

Dementia and Delirium Improvement Plan - Workstream 1 Education and Training - 

Develop a new training module on specific delirium management. 

Dementia and Delirium Improvement Plan - Workstream 2 Audit & Assurance - Review 

existing Trust audit programme and identify areas for further investigation. 

Dementia and Delirium Improvement Plan - Workstream 2 Audit & Assurance - Re- 

establish patient follow up calls for patient experience information. 

Dementia and Delirium Improvement Plan - Worksteam 3 Policies and Procedures - 

Establish collaborative working with MHLT to create pathways for referrals and support. 

Dementia and Delirium Improvement Plan - Workstream 3 Policies and Procedures - 

Embed a standardised delirium screening tool into all clinical areas. 

Dementia and Delirium Improvement Plan - Workstream 4 Information and Technology 

- Undertake work with EPR development team to develop Dementia specific 

functionality within system (gatekeeping). 

Dementia and Delirium Improvement Plan - Workstream 4 Information and Technology 

- DATIX to be reviewed to ensure patients with cognitive impairment can be readily 

identified. 

The Trust did not participate in the National Chronic Obstructive Pulmonary Disease (COPD) Audit Programme - 

Adult Asthma Secondary Care (NACAP) due to lack of time and resources. 

 

The reports of 18 national clinical audits were reviewed by the provider in 2019/20 and Aintree University Hospital 

NHS Foundation Trust intends to take the following actions to improve the quality of healthcare provided: 

 

CAMS ID Title Action required to achieve change 

 

2983 

Re-audit of the 

Management 

of Diabetic 

Ketoacidosis 

 

Modification to the current audit template. 

 

3108 

Clinical Audit of the 

Accuracy of Pre- 

operative Allergy 

Documentation 

All clinical staff who record a visual acuity should ask if a patient has any known 

allergies and clearly record allergies yes/no. All medical staff to then pursue this 

line of enquiry with the patient. 

 

 

3399 

 

Regional: Diabetes 

in End of Life Care 

Develop a patient information leaflet to support patients and those important to 

them to make decisions around monitoring and managing diabetes at the end 

of life. Once a regionally approved leaflet is available, this can be reviewed and 

adapted for local use to support verbal communication around treatment and 

monitoring decisions with these patients. 

 

3422 

Use of Nerve 

Stimulators for 

Monitoring during 

Anaesthesia 

 

Increase availability of nerve stimulators. All theatres are now supplied with nerve 

stimulators. 



80 
 

 

 

 

 

3459 

 

 

Audit of LDP 

Consultation 

Templates and the 

Completion of 

Letters to GP 

Meet with IT teams to discuss template and letter issues after having feedback 

from staff groups. Certain fields of template to be made mandatory. Presentation 

of findings to management team. Changes to be made to the consultation 

template to ensure more specific prompts for some fields. 

Staff to be encouraged to provide feedback regarding any issues with templates 

or letters to facilitate change. Meetings and discussions with staff to identify and 

address issues with templates or letters. 

Provide further education for staff on every contact counts (ECC) and shared 

decision making, a detailed explanation of what ECC is and why it is included on 

the template. 

 

 

4550 

 

Wake and Weaning 

from Mechanical 

Ventilation Project 

Introduce standard physiological variables including tidal volumes – 350-400ml 

for females, 450-500ml for males and also sedation scores RASS 0- -2. To include 

on the daily ITU observation charts and any variances from standard are to be 

documented by the consultant. 

A teaching session for senior nurses to be delivered. 

 

 

 

 

4613 

To Assess whether 

there is Full Entry 

of Pathology; 

Discussion at MDT 

of Pathology and 

Follow Up Entry 

of Head and Neck 

Cancer Patients 

onto the Somerset 

Cancer Database 

To further encourage members of the Clinical Team at MDT Meetings. 

 

 

 

More support for the clerical team is required from the Clinical team in order to 

both check basic data and help with complex data. 

 

4656 

 

Post-Operative 

Anaemia and AKI 

To analyse our 2018 data to monitor improvement of results. In 17% of cases data 

could not be found to support that PR had been considered. 

Liaise with the renal team and blood transfusion nurse to develop a protocol for 

prevention and management of AKI in emergency fracture neck of femur patients. 

 

 

 

 

 

 

4736 

 

 

 

 

 

 

Post-Operative 

Anaemia and AKI 

Liaise with the renal team and blood transfusion nurse to develop a protocol for 

iron transfusion in fracture neck of femur patients. 

Trust wide implementation of the proforma. The proforma is due to be discussed 

and approved at a meeting of the Clinical Standards Group. Following this any 

necessary adjustments will be made before being published on the intranet and 

made available on the wards. Doctors will be informed of its availability and 

educated about its use by email. Use of the proforma is due to be incorporated 

into the upcoming review of local falls guidelines. 

Development of an educational programme for foundation doctors on assessing 

and managing inpatient falls including use of the proforma. A session was 

organised and delivered during the 1st year foundation Doctors induction week 

on how to assess and manage inpatient falls including use of the proforma. This is 

planned to be repeated each year. 

Distribution of the audit results at Grand Round. 

 

4750 
End of Life Care - 

Aintree 

Update senior teams of the recent audit results. 

Updates to the end of life care plan to prompt improved documentation of 

spiritual care, carers needs, mouth care and hydration requirements. 

4783 
Trust wide Sedation 

Audit 

To appoint a Chair in the current Sedation Group to lead on sedation to provide a 

way in which the group will be in a position to follow up on the lessons learned. 

 

 

4838 

Anaesthetic 

Emergencies – 

Drugs and 

Equipment 

Preparedness 

Improve awareness of emergency drugs and equipment. Display cards will be kept 

in all the clinical areas pertinent to anaesthetics like anaesthetic rooms, recovery 

and theatre indicating the location and availability of various emergency drugs and 

equipment. 

Training will be included in the induction for new starters. 
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4887 

Documentation of 

Neutropenic Advice 

Given to Patients 

on Anti-thyroid 

Medication 

 

 

Improve availability of patient leaflets in clinic. Create leaflet folder for StR clinic. 

 

 

4900 

 

Use of CSCI: 

Prescribing and 

Monitoring 

Ensure up to date prescription sheets are used. Remove all out of date paper 

prescription charts from the wards. 

To develop a new training package for syringe drivers. This is to be delivered by 

e-modules for all levels of staff and also by a one hour face to face training session 

for staff who use the drivers. 

 

4909 

Use of Strong 

Opioids in Palliative 

Care 

Changes to documentation about the leaflet. Changed the way in which we 

capture patients who have been offered the leaflet which includes if the leaflet 

was declined. 

 

 

4924 

Documentation 

of Driving and 

Compliance with 

DVLA Regulations in 

Diabetes Outpatient 

Clinic Records 

Educate and encourage health care professionals to discuss and document on 

hypoglycemic unawareness and driving related issues. 

Patient education programme on impaired hypoglycaemia awareness - This is a 

combined programme with Royal Liverpool Hospital. 

Diabetes and Driving leaflets are due to be updated. 

 

 

4961 

Review of PAASS 

Alerts Plan for 

Patients on 

Anticoagulant 

Therapy in the Trust 

 

 

Set up warfarin alerts to community pharmacists. 

 

4975 

Audit of Post- 

Operative Review of 

Orthopaedic Trauma 

Patients 

New guidance to be prepared for ST/CT starters. 

Once ratified by the Trauma Lead, guidance to be disseminated to all new starters 

(ST/CT) on induction to AUH. 

 

 

 

5004 

 

 

Code Red Activity in 

University Hospital 

Aintree 

To develop a cognitive aide model to support critical decision making for when to 

start blood product resuscitation in trauma patients. 

To include a traffic light triggering system to promote three specific actions; 

immediate blood product transfusion, discussion with members of the trauma 

team in context to the clinical situation and a delayed state which promotes 

continued vigilance for evolving clinical change and a prompt to send unwanted 

blood products back to the transfusion laboratory early. 

 

 

 

 

5052 

A Regional Audit 

of Compliance 

with the British 

Orthodontic 

Society/British 

Association of Oral 

and Maxillofacial 

Surgeons Minimum 

Orthognathic 

Dataset 

 

 

 

To highlight the recommendations and results of the project. To discuss the results 

with all clinicians to allow us to highlight the recommendations and to give a 

reminder of the guidelines given. 

 

 

 

 

 

5109 

 

 

 

 

An Audit on the 

Management of 

Diabetes Inpatient 

on Enteral Feeding 

Education programme to be introduced and monitored for staff providing enteral 

feeding to ensure prescription and administration of basal insulin in patients with 

type 1 diabetes. 

Referral and review of all patients receiving enteral feeding to the dietician and 

diabetes team. Dietician and diabetes team to complete reviews of patients 

receiving enteral feeding. 

Process to be introduced to ensure HbA1c is checked in all in-patients with 

diabetes on enteral feeding. 

Process to be introduced to monitor and review the consistency of insulin used in 

the organisation in patients with diabetes requiring insulin on enteral feeding to 

reduce errors. 
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5150 

An Audit of 

Physiotherapy 

Compliance to 

Rehabilitation After 

Critical Illness in 

Adults NICE Quality 

Standard (QS158, 

September 2017) 

based on NICE 

Clinical Guideline 

83 Rehabilitation 

After Critical Illness 

in Adults 

 

Update Rehabilitation Passport and Long Term patient MDT documentation. 

 

Education regarding importance of documentation. 

 

Discuss findings of Audit with Follow Up Clinic team. 

 

Presentation of Audit findings to Therapy and Critical Care Teams. 

 

 

 

 

5183 

 

 

 

Oxygen Therapy on 

Ward 33 

Prescription of Oxygen needs to be addressed on the ward. Results to be sent 

and feedback regards training around prescription of Oxygen. Feedback in Quest 

regards this. 

To increase the competency of the HCA/Nursing Staff on the ward, around the 

correct use of Flow Meters and the setup of oxygen. Liaise with the Ward manager 

regarding audit findings. Organise Training and deliver this when it is necessary. 

To increase competency of HCA/Nursing Staff on the ward in documenting the 

requirements of oxygen on the MEWS chart. Feedback and sent the presentation 

results to the ward manager. 

 

 

 

 

 

5202 

Audit of Peri- 

operative 

Haemoglobin 

Levels in Free 

Flap and Neck 

Dissection Oncology 

Patients, Use of 

Blood Transfusions 

and Adherence 

to Patient Blood 

Management 

Recommendations 

 

 

 

 

To review a Head and Neck model for the treatment of patients similar to that of 

the Hepatobiliary Mode. This may include a system to identify patients with iron 

deficiency anaemia and rechecking Hb two weeks later, assessing need for second 

treatment. 

 

5215 

Occupational Health 

Department Record 

Keeping 

To revise the paper documentation to ensure that we are able to capture all 

information. 

 

 

 

 

5243 

 

 

 

Aintree 2 Home 

Patient Experience 

Evaluation 

Improve the Therapy Group Activity programme on the A2H unit with protected 

time to allocate to TA’s and a regular programme. 

Therapy staff to discuss discharge plans with patients regularly and provide 

updates following ward handovers and board round. 

Adapt the current patient satisfaction survey in order to improve response rate and 

review the phrasing of the questions to avoid any confusion with interpreting the 

questions and responding. 

Liaise with the volunteers department to request support with completion of the 

surveys when the re-audit commences in September 2019. 

 

5257 

Peri-Operative 

Warfarin Use in 

Elective Arthroplasty 

Patients Re-audit 

 

Discuss changing the guidelines for restarting DOAC’s at the next consultant 

arthroplasty meeting. 
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5288 

 

 

 

 

Delayed/Lost 

to Follow Up in 

Medical Retina 

At this stage, there is not a reasonable good way to quantify the full number of 

patients that might be at high risk for harm at one time, when their appointments 

are delayed. We could also integrate such value in our risk register as a reasonable 

measure for capacity issues. Following departmental discussions we are proposing 

introducing an Ophthalmology ECR alert correlating to the national one that 

RCO/NHS England/High Impact Intervention Programme and NHS Digital are 

implementing as key performance index now. Believe this KPI is going to be called 

High Impact Interventions in Ophthalmology (HII). 

For example this will permit one case due for 4/52 review would be flagged up at 

4 + 4/2 = 6 weeks as a case with high risk of harm if not seen. 

Similarly, a case booked to be seen at 6/12 would be flagged up at 9/12 delay. 

 

5289 

Post-Operative 

Cataract Refraction 

Outcomes Audit 

To develop and introduce a new patient pathway leading up to Surgery and Staff 

engaged and on-board with the pathway. 

Manual outcome measurement instead of automated. Dissemination of 

information to permit manual outcome measurement to be completed. 

 

5309 
Neutropenic Sepsis 

Re-Audit 

Disseminate results to AED – Awareness. 

All patients must have a sepsis screening and action tool completed for admission 

from PDU – Education. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

5321 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Consent Audit 

Consent Form Availability - There needs to be a review of the procedures where a 

consent form could not be found. 

Divisions to be provided with the details of the procedures where a consent form 

could not be found to identify why it was missing and what actions are be taken 

to prevent it happening in future (e.g. amend directorate consent profile etc.) 

Patient Identification - There needs to be a review as to why patient hospital 

number was missing from five consent forms. 

Divisions to be provided with the details of the 5 consent forms that had a missing 

hospital number in order to identify why it was missing and what actions can be 

taken to prevent it happening in future. 

Patient Information - The issuing/recording of issuing patient information needs to 

improve. 

Trust wide communication to be sent out advising staff of the outcome of 

this audit and the importance of issuing and recording the issuing of patient 

information. 

Consent Form Record Keeping - Completeness of consent forms in relation to 

healthcare professional and patient’s declaration and legibility of forms needs to 

improve. 

Trust wide communication to be sent out advising staff of the outcome of this 

audit and the importance of legibility and completeness of consent forms. 

Delegated Consent Registration - Non-registration of professionals who obtain 

delegated patient consent must be addressed. 

To feedback to the staff identified in the audit who are not registered as being 

authorised to obtain delegated consent and request they register their activity with 

the Trust or stop. 

Delegated Consent Registration - Non-registration of professionals who obtain 

delegated patient consent must be addressed. 

To make staff across the Trust aware of the requirement of being registered with 

the Trust before being able to obtain delegated patient consent. This to be done 

in the form of a Trust wide communication as part of advising staff of the outcome 

of this audit as detailed in action number four above. 

Confirmation of Consent Auditing - Future consent audits need to record whether 

a procedure is a single or two stage process so compliance with confirmation of 

consent can be audited. 

Consent audit proforma to be amended to prompt for the recording of whether 

the consenting process was a single or two stage activity. 
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5325 

 Each individual ward provided with report. Each ward/department to implement 

individualised action plan. 

 

 

5332 

 

 

Rehabilitation 

Activity on Intensive 

Care Re-audit 

Review of Critical Care Rehabilitation passport prior to next print run and start of 

EPR. 

Improve links with Trauma Therapy Team by implementing a morning handover of 

Therapy sessions planned. 

Audit outcomes to be presented at Critical Care Audit meeting and Therapies 

Grand Round to highlight on-going case of need. 

 

 

 

 

5334 

Audit of Clerking 

Documentation 

for Emergency ENT 

Admission against 

the Royal College of 

Physicians Sandards 

for the Clinical 

Structure and 

Content of Patient 

Records 

 

 

 

Improved compliance required with 19 out of 21 of the audit standards. The 

audit recommends the use of an ENT specific clerking proforma. The proforma 

was approved at the audit meeting and has been submitted for review by the 

governance team. 

 

 

5340 

 

 

Biologics Audit 

Embed into practice GP Alert on biologic initiation. 

Alert cards given on biologic initiation. 

Develop and implement a biologics screening proforma based on the BAD checklist 

incorporating history of IBD and eGFR. 

Hospital Alert on biologic initiation to be embedded into practice. 

 

 

5346 

NICE Clinical 

Guideline 97: 

Management of 

Lower Urinary Tract 

Symptoms in Men 

 

Adherence to the NICE recommendations. The NICE guidelines were highlighted in 

the meeting and it was agreed what should be documented in the notes. 

 

 

 

 

6392 

Improvement 

of Adherence 

to Guidelines 

Regarding 

Availability of 

Emergency Airway 

Equipment at the 

Bedside of Patients 

with Tracheostomies 

and Laryngectomies 

Improve adherence to guidelines on Ward 28. Head and neck nurses to provide 

informal education to ward 28 nurses regarding Trust guidelines. ENT Registrar to 

check on ward rounds. 

 

Improve adherence to guidelines outside the Head and Neck directorate. Contact 

ENT matron to discuss with other matrons responsible for care of patients with 

surgical airways. To discuss with critical care outreach nurses to highlight audit 

results as they provide the emergency tracheostomy box to wards. 

 

 

6395 

Ward 34 Referrals/ 

Transfer Audit 

based on Standard 

Operating 

Procedure (SOP) 

Pathway for admission to Ward 34 needs to be clarified with the site team. 

Relaunch of SOP including handover sheet and rehabilitation form. 

Nursing staff on Ward 34 to be aware of the policy and log a clinical incident if 

SOP not followed. Ward 34 staff education. 

 

 

 

 

6397 

An Audit 

and Quality 

Improvement 

Project of the 

Management and 

Follow Up of Cases 

of CNS Infections 

at a University 

Teaching Hospital 

Update to the intranet - addition of follow up recommendations to the CNS 

antimicrobial guideline intranet pages. 

 

MDT discussion regarding an automatic message on abnormal CSF results. 

 

MDT discussion required regarding Aintree referral for CNS infection follow up. 
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6408 

Improving the 

Standards of 

Orthopaedic 

Management of 

Gunshot Wounds 

in a Major Trauma 

Centre 

 

 

 

To develop a Gunshot Injury proforma and disseminate the proforma. 

 

6443 

A Review of End-of- 

life Admissions from 

Care Homes 

To improve numbers of ACP and DNAR being completed in care home patients 

with multiple comorbidities and hospital admissions. Training on ACP and DNAR to 

improve confidence of professionals in talking about these issues with patients and 

families. 

 

 

 

6455 

Review of ALL 

Patients on the 

Aintree TARN 

Database >65y 

with ISS>15 who 

Activated a Trauma 

Team 

 

 

A dedicated 'silver trauma' scenario to be included into our in-house high-fidelity 

trauma course. 

 

6468 
Breathless 

Management 

Discussion with Senior Managers at the Hospice to assess whether further staffing 

can be provided to allow this group to run without compromising therapy input in 

to other therapy practise areas. 

 

 

6469 

Investigating the 

use of Plain Imaging 

Radiography 

During Trauma Call 

Activations in A&E 

To stop the mandated attendance of radiographers to all trauma team activations 

in AED and instead ask for radiographers to attend code red trauma calls only, but 

they will still need to carry the bleep and be available, if requested. Discussion with 

Major Trauma and AED directorate. 

 

 

 

 

 

 

 

 

6470 

 

 

 

 

 

 

Patient Satisfaction 

with Inpatient 

Menus Re-audit: To 

Include Mealtimes 

Audit and Special 

Diets 

Ensure that patients receive a suitable meal if asleep or off the ward. Ward staff 

are responsible for ensuring that meals are ordered. We need to discuss with 

wards 4 and 15 to establish current practices and identify why this process is not 

working and to identify the best person on these wards to be responsible for 

ordering for these particular patients i.e. housekeeper with a view to implementing 

this on other wards. 

Ensure that all patients receive a daily copy of the menu. To discuss in the catering 

meeting about the availability of special menus for provision to patients as this 

is not already in place. To discuss at the dietetic team meeting about dietitians 

documenting on white boards when patients are on a special menu and providing 

a menu. 

Review snack availability and promotion on the wards. This has been done on 

ward 33. We will trial it on ward 4 with a view to implementation in wider areas. 

Promote good mealtime experience practices on the wards. Possibility of checklist 

procedures and use of volunteers in mealtime preparations to be discussed in the 

food and drink strategy meeting. 

Improve patient satisfaction with the low residue menu. To discuss at a catering 

meeting the possibility of low residue tasting sessions. 

 

6473 

Audit on 

Management 

of Intracerebral 

Haemorrhage (ICH) 

Develop a new Labetalol Infusion Protocol. Need for clear guidelines and protocol 

for BP management in acute presentation. 

Disseminate results of audit to DME and Stroke team. 

 

 

 

6481 

 

Clinical Audit on 

the Documentation 

and Management 

of Painful Diabetic 

Neuropathy in 

Outpatients Clinics 

To provide further formal education on effective treatments for DPN. Educational 

presentation in our departmental meeting. 

Pre clinic questionnaire to be amended to incorporate questions on Neuropathy 

symptoms. 

To make a poster to increase awareness of Neuropathy for Patients. 

Incorporate DPN questions in EPR proforma for diabetic outpatient clinic 

appointments. 
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6482 

 

 

Reducing 

Dehydration Time 

in Patients on the 

Emergency List 

Discuss with pharmacy about adding a drink value on EPMA/JAC to prescribe a 

drink for appropriate patients. 

Change the emergency WHO team brief paperwork to mirror the elective 

paperwork. 

Designated person/safeguarding champion who will be responsible for keeping 

each ward updated about where their patient is situated on the list and when they 

should stop drinking water. 

A poster has been designed and will be put up in surgical wards and pre-op areas. 

 

6486 

Patient Satisfaction 

in the Management 

of Post-operative 

Pain 

Real-time screening of pain satisfaction in all patients to guide clinicians. Explore 

options for use of digital devices e.g. ipads or links for patients to use their own 

phones. 

 

 

 

 

 

 

 

 

 

 

6489 

 

 

 

 

 

 

 

 

 

Observational 

Mealtime Re-Audit 

on Acute Wards 

Ensure that patient's tables are within a reachable distance, de-cluttered/clean 

before their mealtime commences, that patients are appropriately positioned and 

ready to receive a meal and patients are given the opportunity of hand washing 

before meals. Appoint a designated member of staff to oversee mealtimes and to 

be a point of contact for any concerns (House keeper, volunteers, student nurse). 

Better utilisation/understanding of the red tray system. Dietitians to be pro-active 

in using the red tray system i.e. making it clearly visible on the white boards, 

handing over to nursing staff. 

Discuss with ward staff/manager regarding hand over and if this information is 

handed over to each nurse commencing their shift. Board round meetings – to 

make all staff aware of “at risk patients." 

Food charts to be accurately completed and alternative meals to be offered where 

appropriate. Standardise that all wards use the booklets that include the food 

record charts as this may prompt nursing staff to complete them. It will be written 

that the patient needs to be on food charts on the white boards behind beds to 

again prompt staff. 

Ensure that patient's tables are within a reachable distance, de-cluttered/clean 

before their mealtime commences, that patients are appropriately positioned and 

ready to receive a meal and patients are given the opportunity of hand washing 

before meals. Mealtime checklist to be created to prompt staff to complete 

these steps at each mealtime. Idea to be discussed at Hydration and Nutrition 

operational meeting. 

 

 

6504 

Pre-Audit of 

Orthopaedic 

Prosthesis Waste in 

Aintree University 

Hospital Emergency 

Theatres 

 

Operating surgeon to communicate/document the reason for waste in our waste 

register. This data was missing for our audit and can help us make recommended 

actions for reducing theatre waste in the future. 

 

 

6512 

 

Quality of Sleep due 

to Environmental 

Factors in Critical 

Care 

Disseminate the audit results to all critical care staff. 

Create a resource for improving patients sleep. Create a chart or card showing 

different ways to promote patients sleep. 

Disseminate the resource to all critical care staff. 1. Email the content to all critical 

care staff. 2. Use staff notice board. 

 

 

6534 

Emergency 

Nephrostomy or 

Ureteric Stent for 

Acute Renal Colic - 

Clinical Outcomes 

 

Reduce waiting times to definitive treatment. Extra theatre allocation to allow for 

acute ureteric colic patients to be operated on. 

 

6536 

Trust wide Nursing 

Documentation 

Audit 

 

AAA Framework to be updated to include a documentation audit. 
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6536 

 

 

 

 

Trust wide Nursing 

Documentation 

Audit 

Introduction of detailed guide for Nursing Staff on what data is required within the 

statutory Nursing documentation to include mandatory timeframes for completion. 

Current audit tool to be reviewed to streamline and to introduce electronic version 

to replace current paper version. To be discussed at Steering Group. 

Results to be disseminated to Ward Managers and Matrons. 

Arrange Documentation Steering Group to review and agree documentation work 

streams. 

Continual Monitoring of current practices for completion of Nursing 

documentation. Wards and clinical departments to repeat documentation audit 

and feedback to documentation work stream. 

 

6551 

Audit of 

Ultrasonography 

Findings in Cases of 

Abnormal MRCP 

 

To inform Ultrasound reporters of the audit findings and provide further education 

on NICE guidance to help us achieve the targets. 

 

6565 

Readmission Within 

30 Days Following 

Tonsillectomy in 

Adult Patients 

 

Reduce the diathermy setting. 

 

6574 

Impact of Deliberate 

Self Harm on a 

Major Trauma 

Service 

A 'Self-inflicted injury' column to be added to the Trauma Team Activation 

database. 

Annual review of self-inflicted injuries to monitor if increasing incidence/change in 

injury pattern. 

 

6577 

Operation Notes - 

Are We Following 

RCS Guidelines? 

Produce generic operation specific operation note proformas. 

Operation note aide-memoires/checklists in every theatre. Create a checklist and 

distribute it to theatres. 

6591 
CO2 Monitoring in 

Recovery Areas 

Training on CO2 monitoring devices. Training on how to use and how to recognise 

problems with the CO2 monitoring devices has been carried out. 

 

 

6598 

Non–Echo- 

planar Diffusion- 

weighted Magnetic 

Resonance Imaging 

(MRI) of Middle Ear 

Cholesteatomas 

 

 

To implement Echo planar MRI service in the future. To increase the uptake of MRI 

scanning for cholesteatoma. 

 

 

6608 

Quality Audit on 

Contacts/Referrals 

into Children’s 

Social Care 

Services for Single 

Assessment 

 

To improve staff knowledge of voice of the child/young person. Amendment 

to safeguarding children training to ensure voice of the child/young person is 

captured. 

 

 

 

 

6609 

To Review All 

the Requests 

Received from 

the Multi-Agency 

Safeguarding Hub 

(MASH), Establish 

when the Requests 

were Received and 

how Quickly the 

Safeguarding Team 

Responded 

 

 

 

 

System change to safeguarding process for managing MASH enquiries. 

Introduction of safeguarding duty system. Duty clinician will have daily 

responsibility to respond to MASH enquiries. 

 

 

6621 

Aintree @ Home, 

Review of Incorrect 

and Inappropriate 

Referrals 

Improve the quality of referrals received by A@H and ensure these are correct and 

appropriate. Team leaders to visit wards and deliver training to therapists directly, 

focusing on band 5s and general medicine as a priority Coordinator to return 

incorrect/inappropriate referrals back to referrer at time of referral. Encourage staff 

to be proactive in recording datix incidents. 
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6626 

An Audit to 

Establish Stool 

Chart Completion 

on DME Wards 

by Healthcare 

Professionals and 

Barriers to the 

Completion 

 

 

 

Visual stimuli to be put up in the form of posters encouraging all clinical staff to 

complete stool charts. 

 

 

 

6631 

Updated NICE 

CG95 Guidelines 

use in RACP Clinics 

in Aintree University 

Hospital NHS 

Foundation Trust 

- Up-to-date posters in RACP clinics 

- Improve the way we request CTCA 

- Improves awareness of clinicians in requesting SCTCA 

- Non-medical prescribers to facilitate in prescribing medication prior to the scan 

- Simplify requests on Sigma 

- Placing updated posters in RACP clinics to include CT coronaries as per the latest 

NICE guidelines. 

 

6634 
NWAT Client 

Satisfaction Survey 

Team lead to action updated contact cards for NWAT. 

Update re-audit questionnaire to include questions about 'What matters to you?' 

and about positive feedback. 

 

 

6654 

 

Re-Audit: Blood 

Transfusion Audit 

Pre-emptive G&S/taking G&S to be used every Monday and Thursday. Staff 

communication nursing huddle and addition of this to junior Doctors local 

induction documents. 

White board to be used to permit all staff to be aware of who is likely to require 

blood transfusions. Board to be used by juniors and discussed in local induction. 

 

 

6659 

Review of 3 Month 

Trial Period of the 

Urgent General 

Surgical List and its 

Effect on Patient 

Stay 

 

 

Review the effect this UGSL list has on the emergency list. 

 

 

6661 

Audit to Assess 

and Optimise the 

Imaging Planes 

and Coverage of 

Shoulder MRI 

 

Need to achieve adequate coverage of all shoulder MR scans. Audit to be 

presented at the MR radiographers study day. 

 

 

 

6662 

 

 

An Audit of the 

use of Penthrox 

for Traumatic Pain 

in the Emergency 

Department 

Penthrox book to be reviewed. Create a template for the penthrox book which 

includes: patient details, indication, discussion with consultant, number of vials, 

staff member using drug clearly recorded. 

Ensure the Penthrox guideline is available on the intranet as well as in the 

emergency department. 

Education about reviewing the guideline before using penthrox and the 

importance of signing the book, cautions and contraindications and clearly 

recording the patient details when using penthrox. 

 

 

 

6717 

Evaluation to Assess 

the International 

Outcome Inventory 

for Hearing Aids (IOI 

-HA) as an Outcome 

Measure to be used 

in Audiology Clinics. 

 

 

To discuss with the head of department changing the questionnaire to the IOI 

HA. All other processes for postal questionnaires and data collection to remain 

unchanged. 

 

 

6743 

Diagnosis and 

Management of 

Hot Joints at Aintree 

University Hospital 

Update existing guidelines for diagnosis and management of acute hot joint 

on the hospital intranet. Existing guideline to be edited to reflect the new 

antimicrobial prescribing guidelines, highlight the need for arthrocentesis prior to 

antibiotics, and highlight the need to contact microbiology out of hours in order to 

ensure efficient sample processing. 
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6888 

A Service Evaluation 

to Look at the 

Attendance 

Rates of Patients 

in the Weight 

Management 

Hydrotherapy 

Classes 

 

 

Patients to be overbooked into sessions to achieve 8 or more patients per session. 

Discussion with therapy assistant and their supervisor to ensure enough time and 

support is given to achieve this. 

 

6897 

Comprehensive 

Geriatric 

Assessment 

A clear pathway was created for both physiotherapists and patients so they 

understand the expectations of the service. It has also brought clarity about the 

protocol of when a patient is discharged or placed back on the waiting list. 

 

 

 

6901 

Retrospective Audit 

of Histopathological 

Doughnut 

Assessment 

Following Large 

Bowel Resection 

and Anastomosis 

 

 

To improve consultant engagement with completion of CGA documentation. 

Training and education in relation to use of the CGA. 

 

 

 

6901 

Retrospective Audit 

of Histopathological 

Doughnut 

Assessment 

Following Large 

Bowel Resection 

and Anastomosis 

 

Surgeons should not send anastomotic doughnuts routinely for histological 

analysis in patients with benign disease or tumours with a resection margin >3cm 

from the resection margin. 

Dissemination of results to general / colorectal surgeons. 

 

 

 

 

6911 

Quality of the 

Information 

Contained in 

the Malnutrition 

Universal Screening 

Tool (MUST) 

Inpatient Proformas, 

Incorporating 

Nursing Quality 

Measures 

 

 

 

Improve understanding of MUST tools and their importance/benefit to our patients 

during their stay in hospital, which in turn will have a positive effect on the validity 

of dietetic referrals. Increased training of MUST tool, how to complete effectively 

and importance of correct screening via an e-learning module for all nursing staff. 

 

 

 

6938 

The Use of 

Abdominal and 

Chest X-rays in 

the Acute Surgical 

Patient - Are 

We Guideline 

Compliant? 

 

 

Abdominal x-ray will only be indicated in elderly/psychiatric patients with 

constipation. Inform all teams involved (Surgery, ED, Radiology). 

 

The reports of 102 local clinical audits were reviewed by the provider in 2019/20 and Aintree University Hospital 

NHS Foundation Trust intends to take the following actions to improve the quality of healthcare provided: 
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  Statement of Directors Responsibilities in respect of the Quality Account  

The Department of Health has issued guidance on the form and content of annual Quality Accounts, (which 

incorporates the legal requirements in the Health Act 2009. Amendments were made in 2012, such as the 

inclusion of quality indicators according to the Health and Social Care Act 2012 and the National Health Service 

(Quality Accounts) Regulations 2010, (as amended by the National Health Service (Quality Accounts) Amendment 

Regulations 2011). 

 

In preparing the Quality Account, Directors are required to take steps to satisfy themselves that: 

 

• The Quality Account presents a balanced picture of the Trust’s performance over the period covered 2019/20 

 

• The performance information reported in the Quality Account is reliable and accurate 

 

• There are proper internal controls over the collection and reporting of the measures of performance included 

in the Quality Account, and these controls are subject to review to confirm that they are working effectively 

in practice 

 

• The data underpinning the measures of performance reported in the Quality Account is robust and reliable, 

conforms to specified data quality standards and prescribed definitions, and is subject to appropriate scrutiny 

and review; and 

 

• The Quality Account has been prepared in accordance with Department of Health guidance. The Directors 

confirm to the best of their knowledge and belief they have complied with the above requirements in 

preparing the Quality Account. 

 

The Board of Directors confirm that to the best of their knowledge and belief that they have complied with the 

above requirements in preparing the Quality Account. 

 

By order of the Board 

 

Chairman 

Date: 

 

Chief Executive 

Date: 
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  Healthwatch Liverpool Comment on LUHFT Quality Accounts 2019/20  

Healthwatch Liverpool welcomes the opportunity to comment on the first annual Quality Accounts presented 

by the newly established Liverpool University Hospitals NHS Foundation Trust (LUHFT). The work detailed in the 

document builds on the work undertaken previously by the two merged Trusts, and demonstrates not only the hard 

work that has contributed to the successful merger, but also the impressive way in which LUHFT staff, volunteers 

and management handled the unprecedented challenges presented by the COVID-19 pandemic in the final quarter 

of 2019/20. 

 

The Trust’s COVID-19 response planning worked very effectively in supporting the wider local health system whilst 

maintaining LUHFT’s strong focus on clinical leadership, patient safety and communication with family members. 

The Family Liaison Service was particularly effective and worthy of note. The ongoing impact of the pandemic on 

patients and their families, as well as on staff and their own families, will doubtless continue to be a factor in the 

year ahead, but it is reassuring to see that plans and procedures are already in place to address this as far as is 

possible, although it will inevitably have an impact on elective procedures in particular. 

 

EDI remains a central aspect of LUHFT’s work, including in relation to COVID-19. It’s good to see EDI stakeholders 

involved in policy development, and that unconscious bias training is planned. We hope that this will be beneficial 

to the experience of patients, families and staff. 

 

We are encouraged by evidence of consistency of risk management and quality of care across the Trust’s sites and 

divisions, and that all risk scores have been reduced. The highest scoring risks – particularly ‘maintaining services 

during COVID-19’, and ‘providing safe and effective staffing’ are understandable in the current circumstances, and 

it is clear that work is ongoing to address these. 

 

Performance against last year’s priorities for quality improvement has been relatively good – with 3 of the 6 priorities 

rated ‘Green’, but 3 still on ‘Amber’. We hope to see further improvement on urgent and emergency care pathways, 

preventing and learning from harm, and achievement of a ‘Safe’ CQC rating. 

 

We support the 2020/21 priority quality focus on patient safety (particularly given the CQC rating), patient and staff 

experience, and effectiveness of care; and we look forward to following the progress made in these areas over the 

next 12 months. It’s good to see the appointment of the Trust’s first Director of Patient Safety, and to note that staff 

health and wellbeing remains of particular importance. Safeguarding remains a vital component of patient care and 

we look forward to seeing the Trust’s new Safeguarding Strategy. We’re particularly pleased to see that patient and 

family involvement remains central to safe care outcomes. 

 

Digital innovation will be key to service delivery and improvement through 2020/21 and beyond. The COVID-19 

pandemic has underlined this and will continue to be a driver for change. However, it is important that no patients 

and families are digitally excluded by more services making use of new technology. 

 

Overall performance against national standards has been mixed and we’d particularly like to see improvements in 

A&E waiting times, Referral to Treatment times, and waiting times for urgent GP referral for first cancer treatment. 

However, we are impressed by the performance against the maximum two week wait for patients referred urgently 

for breast cancer symptoms. 

 

There is still work to be done to reduce C. diff infections, but we are pleased to note that MRSA cases remain low. 

We note the information on Clinical Audits and National Confidential Enquiries participated in during 2019/20 with 

interest – including details of the actions taken in response to these. 

 

It is good to see how much progress was made with regard to CQUINS during a difficult year, and we look forward 

to seeing continued progress in 2020/21. We’re pleased to note the progress made in supporting patients to stop 

smoking within the CURE initiative. 
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We note that despite compliance across the majority of headings, the Trust has not met the National Data Security 

and Protection Toolkit standards and we hope to see ‘95% of staff trained’ (Standard 3.2.1) achieved as soon as 

possible. We also look forward to seeing a standardised platform for mortality review across the Trust, bringing 

Aintree compliance in line with The Royal. 

 

The Trust acknowledges that there is still work to be done to comply with the Seven Day Hospital Services Programme 

– particularly on the Aintree site – but sets out how it plans to do this within a realistic timeframe. 

 

In terms of ‘Freedom to Speak Up’ it is encouraging that staff are coming forward with concerns. However, it is 

unfortunate that so many concerns relate to staff behaviours. 

 

We welcome developments such as the introduction of the Learning Disability and Autism service and the partnership 

with the Samaritans in the Emergency Department, the Front Door improvement programme, the success of the eye 

drops delivery service for specialist ophthalmology patients, and the involvement of patients in co-designing ways 

to reduce osteoarthritis x-rays. 

 

Our comments here are informed not only by the contents of the Quality Account document but also by our 

engagement with the Trust over the past 12 months. In this respect, we have been impressed by the way LUHFT has 

undertaken engagement with community stakeholders, patients and families, and with the ways in which Patient 

Experience and PACT at all sites has been integrated. 

 

Healthwatch Liverpool is grateful for LUHFT’s support of our Listening Events at The Royal, Broadgreen and Aintree 

this year, as well as for the ‘A&E Watch’ in January 2020. The feedback from these has been shared with the Trust, as 

have issues raised with us by patients/families via the ‘Have Your Say’ function on our website or via our telephone 

information line. We were pleased that Healthwatch Liverpool staff and volunteers were invited to participate in the 

PLACE inspections at all 4 of the Trust’s sites. 

 

In summary, this is a welcome and encouraging report, and it is clear that the commitment to quality, equality, 

safety and patient inclusion is central to the Trust’s ethos. We look forward to building on our positive links with 

LUHFT staff, patients and families over the coming 12 months, and to developing innovative ways of working in 

partnership, to listen and respond to patient and family feedback, notwithstanding the challenges facing the Trust 

and the wider health and care sectors. 
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LUFT Quality Account – Commentary 2019-20 

Healthwatch Knowsley welcomes the opportunity to provide this commentary in support of 
the Liverpool University Hospitals NHS Foundation Trust Quality Account for 2019/20. This 
account was provided to Healthwatch Knowsley in a timely manner to allow for a response 
and the following comments are based on the content of the Quality Account, feedback 
from patients and relatives and our ongoing work with the Trust. 

We would like to thank the Trust for their willingness to work with us across the year by 
giving us the opportunity to meet and discuss Healthwatch focussed activities on a bi- 
monthly basis to raise any issues and trends that are emerging. These meetings were 
particularly important this year as, due to the merger of the two Trust’s, the Aintree 

Patient Experience Operational and Executive Led Group were transformed due to the 
restructuring of the Trust. We have subsequently been involved in the Aintree Operational 
and Functional Groups since February 2020. It would be helpful to see some consistency in 
these meetings taking place over 2020-21. 

The progress that has been made in the 2019-20 priorities has been noted and is welcomed 
as well as the key achievements. These include; winning a Patient Experience Network 

National Award; the implementation of the Learning Disability and Autism service, which 
feels positive from a patient perspective; and Aintree’s work with the Samaritans to 
provide support for patients and staff which are both based in the Emergency Department. 

Overall, the Trust currently holds a patient experience rating of 4.5 out of 5 stars (good/ 
excellent) based on the 626 reviews held on the Healthwatch Knowsley online feedback 
centre. This rating is a combination of feedback provided by patients and family members, 

Listening Events and information stands which have been supported by the Trust. In 
particular, patient experience collected around the Ophthalmology Outpatient department 
has been rated a 5 star service. 

Healthwatch Knowsley wishes to place on record their appreciation of the Trust’s work on 

behalf of our local community, especially during this challenging time. We look forward to 
continuing to work with the Trust over the next 12 months. 
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h   e   a   ,l  t    b w tc h 
Sefton 

 

Livergool Uoivftrsirt_Hospil als NHS Foun daJiooTrust 

Quality Account 2019 20 Commentary. 

 
Healthwatch Sefton would lik:e to thank the Trust for the opportunity to comment on 

this years draft auality Acoount. 

This is the first account we have reviewed of the merged organisation which brings 

toge her Aintree University HospitaI, the Liverpool Royal, Bmadgreen and Uverp:ool 

Univers ity Dental Hospital. Healthwatch Setton was involved in the integration 

consultations and planning and received regLIlar updates from Kelly Jones on the 

developments. We worked together to ensure that Setton residents were engaged 

and could access relevant works.hops and events when held. 
 

We ha,  ve previously not had much interacbon with the other trust sites outsid,e of the 

Aintree site and therefore we 1001< forward to working with them over the coming 

months. 

 
In looking at a number of the achievements, the Learning Disability & Autism serv ice 

implemented vvithin the Accident & Emergency department should be commended 

as should the collaborative work W'ith the Samaritans Liverpool and Liverpool 

University Hospitals. 
 

We  attended the  local commissione, r Quality  Accounts  day  on the  9
th   

October  and 

heard about progress with 7 day working. It would be good to see over the coming 

months more standardisation in how the clinical standard targets are met across the 

trus:ts sites during both weekdays and weekends. 

 
We note the new organisations overall Care Quality Commission {CQC), rating as 

good and would like to see the 'Requires Improvement' for the 'safe' domain improve 

and look forward to hearing about the improvemen t plans for this area. 

 
In revievving safe car e, 5 never events in tihe 2 0191.202 0 year were recorded. We note  

that  4  of  these  were  grouped  as  1  incident involving  4  patients..  It   was  also 

important  to  note  that  from  the  thematic  analysis  undertaken,   no  common  themes 

were identified . 0 ne query is how in such a Iarge organisation,  staff learn and how 

learning is shared. 

 

At the quality account event we were update,ct about the multi modal approach and 

the u$e of innov tive ways to get learning and messages across all staff. Currently 

emails  briefing:s  &  huddles  are  LIsed to  disseminate.  We  were informed that  the 

safety bulletin and safety first banner are used for short sharp documents with key 

Healthwatch Sefto" 

Sefton CVS, 3rd Floor, SuU.e 38 , Horth Wing, Burlingto n Hou se , 

Cros.by R:oad NQrth. Waterloo. L22 OLG 
Tel: 0800 2.06 1304 / 0151 920 0726 ext 2410 Mobile : 074348Hl438 

1nfo@h ealt hwatchseft on.co. uk , www.heaLthwatc hseft on. co.uk 

Heal lhwatceh Setton Company Ltd by Guarantee Reg. No: 8453782 
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messages. The trust admitted it is challenging with a large workforce and that emails 

can be easy lost & missed and a multi modal approach is key. 

 
In reviewing patient experience, it is positive to note that both main acute sites sit in 

the top quartile for overall patient experience score within the 2019 National Patient 

Survey. Prior to the pandemic, we held regular engagement stands on the Aintree 

University Hospital site in the Elective Care Centre and on the main site to collect 

independent feedback and were welcomed by the trust. 

 
Prior to the pandemic, we held seats on both the 'Patient Experience Executive 

Group' and the Patient Experience Operational Group'. There was a pause to 

meetings during the initial merger and subsequent review of governance structures. 

As part of the new governance structures, we continue to have seats on the relevant 

patient experience committees. Although outside of the scope for this report, we felt 

it important to note that during the COVID-19 pandemic, a number of patient 

experience committees have been held virtually, as well as online informal meetings 

between Healthwatch and the lead for patient experience. We have been kept well 

informed and have been able to share important patient feedback from our local 

communities. The establishment of the Family Liaison Service to support virtual 

visiting for patients and their families during COVID-19 peak should be commended 

as this was a vitally important service. 

 
In the previous quality account we were concerned that there was no mention of the 

trusts focus on equality. Within this account it is great to hear about the work being 

undertaken with the trusts workforce and that as part of the equality and diversity 

plan, the trust is working collaboratively with local stakeholders to identify barriers 

and develop further actions. 

 
Healthwatch Sefton will continue to work in partnership with the Trust to support the 

on-going work to improve the overall care and services provided to both patients, 

their visitors and staff. We would like to thank staff working across all trust sites for 

the care they have provided to the local population to keep us safe during this 

pandemic. 
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The stakeholders note the 5 never events reported by the organisation during 2019/20 year. 

4 of these were grouped as 1 incident involving 4 patients. It was evident that a significant 

amount of work has been undertaken to understand how the incidents occurred, identifying 

the themes and ensuring that the actions are embedded across the Trust, whilst 

incorporating an improved safety culture in the organisation. 

 
It would be helpful to understand what the Trust plans are to address wider strategic context 
of learning across the entirety of Trust sites within the objectives currently being set. 

 
In relation to Serious Incidents, it was acknowledged that the organisation has the 

appropriate governance structures in place that are integrated into the review of Sis across 

sites. This is supported by Central Team Divisions, who disseminate learning and maintain 

the safety culture work portfolio. 

 
It was noted that the organisation has found innovative ways to enhance patient experience 

during the COVID19 peak with the development of the Family Liaison Service.  The 

COVID19 pandemic response led to the Trust learning lessons in patient experience and 

utilising alternative mechanisms to keep patients and families in contact 

 

The organisation was committed to treating staff fairly and ensuring learning was 

disseminated across the Trust. The stakeholders noted that the organisation requires and 

utilises a multi modal approach and innovative ways to communicate learning and messages 

across all staff. 

 
The stakeholders noted and welcomed the introduction of The Safety First Program. This is 

noted as being an ambitious programme but if successful would enable process/system 

improvement via staff co- design. 

 
This is a comprehensive report that clearly demonstrates progress within the Trust. It 

identifies where the organisation has done well, where further improvement is required and 

the ambitions moving forward. We understand the Trust's Quality Strategy has a number of 

individual workstreams that will take into account patient feedback on progress made. 

 

Commissioners are aspiring through strategic objectives to develop an NHS that delivers 

positive outcomes, now and for future generations. This means reflecting the government's 

objectives for the NHS set out in their mandate to us, adding our own stretching ambitions 

for improving health and delivering better services to go even further to tailor care to the 

local health economy. Providing high quality care and achieving excellent outcomes for our 

patients is the central focus of our work and is paramount to our success. 

 
It is felt that the priorities for improvement identified for the coming year are reflective of how 

the Trust will further improve services to address the current issues across the health 

economy. 

 
We acknowledge the actions the Trust is taking to improve the quality as detailed in this 

Quality Account. It is felt that the priorities for improvement identified for the coming year are 

both challenging and reflective of the current issues across the health economy. We 

therefore commend the Trust in taking account of new opportunities to further improve the 

delivery of excellent, compassionate and safe care for every patient, every time. 
 

South Sefton and Southport & Formby CCGs 

 
Signed Date: 
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  PERFORMANCE REPORT:  

Overview: 

This section provides summary information about the Trust, its purpose, the key risks to the achievement of its 

objectives and an overview of how the Trust has performed during the year. 

 

 

Chief executive’s statement on performance 

On 1 October 2019, the Royal Liverpool and 

Broadgreen University Hospitals NHS Trust merged 

with Aintree University Hospital NHS Foundation Trust 

to form Liverpool University Hospitals NHS Foundation 

Trust. 

 

Covering the period of 1 April to 30 September, this 

report brings to a close a period of almost 25 years 

for the Royal Liverpool and Broadgreen University 

Hospitals NHS Trust. During that time, the Trust has 

celebrated many great achievements, many of those 

working for the Trust have seen their careers develop 

and flourish and a great many patients have had their 

lives saved or improved thanks to the dedicated care 

of staff. I would like to thank all who have worked 

at the Trust, providing and supporting compassionate 

care throughout that time and who have helped shape 

the Trust into a great organisation that the people of 

Liverpool can be proud of. 

 

My tenure as Chief Executive for the Trust began 

on 1 September, as did Sue Musson’s as Chairman, 

to help enable a swift transition into the merged 

organisation. This overview therefore reflects largely 

on the performance of the Trust during the tenure of 

our predecessors Dr Peter Williams as interim chief 

executive and Mike Eastwood as interim chair. I would 

like to thank them and their team and all the staff at 

the Trust, for everything they have done to enable the 

achievements made during the reporting period. 

 

Whilst the Trust has continued to face operational 

and financial pressures from considerable demand 

for its services and managing issues with the current 

Royal Liverpool University Hospital, it has successfully 

managed to improve operational performance across 

a range of key indicators, as well as meeting the 

financial trajectories agreed with regulators. 

 

In last year’s report, the chief executive’s statement 

highlighted that the Trust was inspected in January 

2019, by the Care Quality Commission as part of its 

routine programme. Their findings were published in 

July and the Trust was rated as Requires Improvement 

overall. The categories of Safe and Effective were 

rated as Good and Caring was rated as Outstanding. 

 

The Trust was pleased that the CQC rated the care 

provided by staff as outstanding. It also highlighted 

the great achievements of the dental hospital, which 

was rated as Outstanding and areas of outstanding 

practice identified by the CQC such as its community 

care services, pharmacy and HIV team. In addition the 

CQC recognised that the care and treatment offered 

at the Trust was safe and effective. 

 

The Trust also recognised that there were areas 

that required improvement and had implemented 

a number of initiatives, which encouragingly, were 

already demonstrating improvements by the time the 

CQC published their report. 

 

One of the key areas of focus for the Trust was to 

improve performance in its NHS Constitutional 

Standards including A&E Waiting Times; Referral to 

Treatment waiting times; and Cancer waiting times. 

 

Like most acute trusts, the main issue affecting 

performance in these areas is achieving a steady, 

efficient flow of patients. This involves discharging 

patients from the wards once they are fit to leave and 

onto their next destination of care, without delay. 

This then ensures there are beds available for patients 

in the emergency department, or recovering from 

surgery or intensive care. 

 

The Trust undertook a detailed review of the challenges 

with patient flow covering the patient’s journey from 

the emergency department through to discharge. This 

identified a number of improvement opportunities 

focused on; 

• Improving the flow of patients in A&E into 

assessment units in a timely manner. 

• Refreshing the SAFER patient flow bundle (See 

definition of SAFER below) within the Trust 

and working with 7 exemplar wards, in the first 

instance, to improve performance and flow from 

our assessment units and other critical care areas. 

• Working with local health and social care 

stakeholders to improve the flow of patients 

through transitions of care to reduce the number 

of patients who are “ready for discharge ”, but are 

still under the Trust’s care. Additionally to reduce 

the number of patients who have been at the Trust 

over twenty days and no longer need acute care. 
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This review examined the demand and capacity 

within the emergency department to understand the 

current pressures and inform the Trust’s improvement 

work. This work highlighted the need to increase 

assessment capacity available to improve flow for 

medical patients by changing the current model of 

care with an expanded ambulatory care service. 

 

National and local studies have found that, a third 

of patients admitted to hospital could be managed 

as an ambulatory patient. Therefore an expanded 

ambulatory service was established, supported by 

teams in every specialty, who developed pathways 

aimed at enabling more complex patients to return 

home sooner, whilst receiving specialist reviews, 

procedures, investigations and treatments in the same 

timescale they would as an inpatient. 

 

Working alongside the wider health and social care 

system, the Trust expanded the implementation of a 

number of work streams to reduce delays for patients 

and improve the flow of patients out of the Trust. These 

included providing additional capacity to Home First, 

where rapid response community teams see vulnerable 

elderly patients in their place of residence, to avoid them 

needing to come to A&E and expanding other initiatives 

aimed at supporting both admission avoidance and early 

discharge from the emergency department. 

 

These initiatives were supported by greater data 

tracking and information for patients and families to 

help them understand the need to be discharged and 

how they can help. 

 

Over the reporting period these initiatives improved 

A&E performance, bringing it in line with a trajectory 

agreed with NHS Improvement that 90% of patients 

are admitted, transferred or discharged within four 

hours of arrival in A&E. Indeed for May, June and July, 

the Trust delivered the best A&E performance of any 

acute trust in Cheshire and Merseyside. 

 

In addition, the Trust saw a reduction in length of stay 

and a reduction in patients staying for 7 days and 

20 days or more. There was increased compliance 

with all the National Standards of care, a reduction 

in waiting times and inpatients waiting for treatment 

and no patient waited more than a year for treatment. 

Feedback from patients in all Friends and Family 

surveys, also demonstrated increases on the same 

period the previous year. 

 

Last year the Trust met its control total agreed with 

NHSI and it saved £20m, whilst also managing 

significant financial challenges, with the impact of the 

delay to the new Royal and investing in the ongoing 

maintenance of the current hospital. 

This year the Trust has been tasked with saving a 

further £15m and at the close of the first 6 months 

of the year was forecast to deliver £10.6m savings 

(£5.5m being recurrent savings). These include £2.5m 

of savings identified by the Trust’s procurement team, 

working closely with clinical teams. A further £0.6m 

was identified by the pharmacy team who have taken 

a proactive approach to medicines management, 

working with care groups to improve how drugs are 

prescribed, as well as switching to more cost effective 

solutions without impacting on the quality of care for 

patients. 

 

In addition, income to the Trust during the reporting 

period was £0.3m more than expected, supported by 

additional income generated through Getting It Right 

First Time (GIRFT) measures, particularly in General 

Surgery. 

 

Last year’s Annual Report detailed that work on the 

new Royal had restarted following the appointment 

of Laing O’Rourke as management contractor in 

November 2018. Since then, a thorough structural 

review of the building was carried out by expert 

structural engineers Arup. This review analysed all 

elements of the concrete frame and provided solutions 

to parts of the original design that need to be rectified. 

 

Together with Laing O’Rourke, a detailed programme 

of work has been developed and is under way to fix 

these issues. The solutions involve using tried and 

tested methods to strengthen existing beams, reduce 

loads that are causing structural issues and putting in 

place additional support. The structural interventions 

require over 220 cubic metres of new concrete and 

165 tons of new fabricated steelwork. These works 

are highly complex and are necessary to ensure the 

building is finished to the high standards required. 

 

At the time of writing, this work was progressing well 

and a new timetable for completing the new Royal, 

was being finalised. 

 

At Broadgreen Hospital the urology team were boosted 

by a donation of £1.25m from the Marina Dalglish 

Appeal to purchase the latest da Vinci XI robot. This 

is the most advanced surgical robotic system in the 

world and will allow urology surgeons at Broadgreen 

Hospital to carry out minimally invasive operations on 

patients with prostate, kidney and bladder cancers. 

This new model replaces the previous daVinci robot 

at Broadgreen, which has been used to treat over 

1,000 patients since 2011. The original model will 

provide robotic surgery at the Royal, meaning these 

procedures can be performed at both sites, and more 

patients can be treated on Merseyside. 
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At the start of October, the Trust entered a new era, 

as the merger with Aintree University Hospital NHS 

Foundation Trust, brought about a significant moment 

for the healthcare of the city. 

 

This merger provides a monumental opportunity to 

address the significant health challenges we face as a 

community, to improve care and provide sustainable 

services for people across Merseyside. Plans to merge 

were developed and supported by doctors, nurses and 

healthcare professionals at both trusts who believe 

merging will enable them to improve care for patients 

and enhance our appeal in terms of clinical research, 

ensuring we continue to provide the latest drugs and 

treatments for our patients. 

 

Merging the two trusts is also vital to ensuring that 

we continue to provide specialist services to the 

people of Merseyside. Safeguarding these services 

and ensuring they remain and grow here is vital to 

providing excellent, quality care. 

 

We look forward to developing the new Trust as 

an organisation that provides first-class care to the 

people of Liverpool, is a centre of excellence for 

research and education and represents the first choice 

for individuals seeking to develop a rewarding career 

in the NHS. 

 

About the Trust 

The Trust manages three hospitals based on two 

sites: the Royal Liverpool University Hospital, Liverpool 

University Dental Hospital and Broadgreen Hospital. 

 

In 1991, The Royal Liverpool University Hospital Trust 

was joined by The Dental Hospital and the following 

year St Paul’s Eye Hospital moved to the Royal Liverpool 

University Hospital from Old Hall Street. 

 

The Royal Liverpool and Broadgreen University 

Hospitals NHS Trust was formed in 1995 when 

Broadgreen Hospital NHS Trust merged with the Royal 

Liverpool University Hospital NHS Trust. 

 

In October 2019, the Trust merged with Aintree 

University Hospital NHS Foundation Trust (through a 

technical acquisition) to become, Liverpool University 

Hospitals NHS Foundation Trust, with the aim to 

improve care and provide sustainable services for 

people across the region. 

The Royal Liverpool and Broadgreen University 

Hospitals NHS Trust has provided a comprehensive 

range of specialist services to over 750,000 people 

a year within a total catchment population of more 

than two million people in Merseyside, Cheshire, 

North Wales, the Isle of Man and beyond. 

As one of the largest employers in the city, between 1 

April and 30 September 2019, it employed over 9,000 

people (including temporary bank staff workers). 

 

A major centre for the diagnosis, treatment, care and 

research of cancer, the Trust’s range of cancer services 

include regional cancer care for pancreatic, urological, 

ocular (eye), testicular, anal, and oesophago-gastric 

cancers, specialist palliative care, specialist radiology, 

specialist pathology and chemotherapy cancer 

treatment services. They also include a national centre 

for ocular oncology. The Trust also has excellent local 

cancer treatment services, including skin, breast, 

colorectal, head, neck and thyroid and lung cancer. 

Macmillan Cancer Information and Support Services 

are also hosted with centres on both the Royal and 

Broadgreen Hospital sites. 

 

The Trust has provided general hospital services to the 

adult population of Liverpool with one of the busiest 

emergency departments in the North West. 

 

Broadgreen Hospital acts as a main centre within 

the city of Liverpool for all elective general and 

orthopaedic surgery, diagnostics and treatment for 

a range of outpatient services and also specialises in 

rehabilitation. 

 

The Liverpool University Dental Hospital supports 

dental teaching and provides specialist dental services 

and emergency care for the local community. 

 

St. Paul’s Eye Clinic provides emergency and elective 

treatment with a world renowned ophthalmic service. 

It has strong links with the Department of Eye and 

Vision Science at the University of Liverpool and is 

regarded globally as a centre of excellence for care, 

research and education. 
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Research and development 

The Trust has longstanding and significant relationships 

with all the universities in Liverpool, but in particular 

the University of Liverpool’s medical and clinical 

schools and Liverpool John Moores University, with 

regard to nurse training. 

 

As well as being the host organisation for the North 

West Coast Clinical Research Network, the Trust is 

also a centre for clinical research and lead teaching 

and training for a variety of health professions. 

 

In the Royal Liverpool University Hospital there is a 

dedicated Clinical Research Unit that is accredited by 

the Medicines and Healthcare products Regulatory 

Agency (MHRA) to perform first in human clinical 

trials. 

 

In recent years the Trust has been involved in a variety 

of ground-breaking research projects including: 

• Pioneering clinical research studies to develop a 

Zika virus vaccine 

• Numerous studies at the forefront of pancreatic 

cancer research 

• Developing the use of personalised medicine 

• Using big health data intelligently, drawing 

on masses of information, to transform the 

understanding of and treatment for rare genetic 

disorders, through involvement in the Rare Diseases 

Sprint Exemplar Innovation Project 

Our future 

Working as a merged organisation, clinicians believe 

that they can deliver better clinical outcomes for 

patients. The merged organisation would also make 

Liverpool an attractive prospect for research funding, 

helping to ensure that our patients have access to the 

latest technologies and treatments. 

 

The long-term plan for the new Royal Liverpool 

University Hospital is to provide state of the art 

emergency and complex care, as part of a health 

campus with access to some of the latest innovations 

in Life Sciences. 

 

Three of the key developments within Liverpool’s 

Knowledge Quarter are based on the Royal Liverpool 

University Hospital site; the new Royal Liverpool 

University Hospital, the new Clatterbridge Cancer 

Centre being built alongside the new Royal and the 

Liverpool Life Sciences Accelerator, a collaboration 

between the Trust and Liverpool School of Tropical 

Medicine. The Accelerator brings together a range 

life science companies which support our research 

and development agenda and will allow our patients 

access to the latest healthcare innovations. 

 

In the area surrounding the site, the Royal College 

of Physicians will open a new purpose-built office in 

Liverpool in 2020 – RCP at The Spine. Liverpool City 

Council is investing £1bn into creating Paddington 

Village to cement the city region as an international 

destination for the life-science, healthcare and 

technology industries. 

 

The combined aim is to create a world leading hub 

for research and development in the city, creating 

thousands of jobs in the process. Improving the 

prosperity of the city in this way will have a significant 

impact on improving the health of its population. 
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  Our strategy and objectives  

The Royal Liverpool Hospital and the Trust has been central to providing innovative care to the people of Liverpool 

for decades. The Trust is acutely aware of the challenging health issues that are a legacy of social deprivation in 

the city, but also the city’s strong academic and research infrastructure. 

 

We recognise the intrinsic link between this social 

deprivation and poor health, and the reverse; the 

opportunity to improve health through economic 

prosperity. 

 

We therefore are determined to use our role and 

assets to contribute to the regeneration of Liverpool 

and improve the health of its population. 

 

We also recognise that the Liverpool NHS system 

has a large number of individual organisations none 

of which alone is big enough to fully compete on 

the national stage. It also leaves us struggling to 

collaborate sufficiently to deliver the critical mass to 

attract the resources we need. 

 

Our strategy puts the people of Liverpool and our 

patients at the heart of our future plans. That strategy 

is outlined below: 

• See the completion of a state of the art new Royal 

Liverpool University Hospital, which will provide the 

world class environment to greatly improve services 

and make way for the redevelopment of the rest of 

the site. 

• Redevelop the Royal Liverpool site as a health 

campus which will provide a comprehensive 

range of healthcare services, bringing together 

services that are currently fragmented. Its position 

next to the universities, the Royal College of 

Physicians’ northern HQ and within the heart of 

the Knowledge Quarter provides easy access to the 

academic expertise and research capability needed 

to develop new treatments and innovations. The 

economic boost to the city that this will provide, 

will improve the prosperity and health of its people. 

• Reduce local competition in favour of collaboration 

in the interests of improving clinical services for the 

benefit of patients. This is the motivation driving 

the merger with Aintree University Hospital NHS 

Foundation Trust, along with our collaborations 

with Clatterbridge Cancer Centre to create a 

comprehensive cancer centre beside the new Royal. 

• Amidst all this change the Trust is also determined 

to remain focused on its core purpose - to continue 

striving to deliver the best possible treatment and 

care. We believe the key to doing this is to innovate 

and to find new ways to deliver quality services, in 

collaboration with local partners where necessary. 

• Liverpool has some of the highest incidences of 

disease in the country. This makes it vital to invest 

in research to identify new treatments, to provide 

our patients now with access to clinical trials, 

and our future patients with new, more effective 

treatments. The Trust will continue to focus on 

maximising its use of resources through research, 

innovation and improvement activities to become 

more efficient and effective. It will also help us 

to develop the innovations we need to transform 

service delivery for the future. A key part of this is 

our commitment to digital transformation. 

 

Our vision statement summarises what we stand for, 

believe and strive towards. We have a passionate 

belief that, in the face of an extremely challenging 

environment, and to some extent because of it, our 

role is to focus on our patients, and doing all we can 

to improve their outcomes. 

 

Our vision: “Delivering the highest quality of 

healthcare driven by world class research for the 

health and wellbeing of the population.” 

 

Our values 

• Patient centred 

• Professional 

• Open and engaged 

• Collaborative 

• Creative 

 

Our corporate objectives 2019-20: 

• High quality care for all. Improve the way we 

admit and discharge our patients. 

• Deliver our financial plan and be as efficient 

as possible. 

• Complete the proposed merger with Aintree 

University Hospital NHS FT and work with 

partners to improve care. 

• Ensure we are fully prepared for a successful 

move into the new Royal. 

• Deliver excellent digital services to improve 

patient care. 

• Make Liverpool the best place to work and 

train for healthcare professionals. 
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  How we manage our hospitals  

The overall day-to-day management of all three of our hospitals and services is the responsibility of the team of 

executive directors, under the leadership of the chief executive and supported directly by other senior managers 

in various departments. 

Our operational structure combines some of our 

clinical departments into care groups based on closely 

linked patient pathways. Each clinically led care 

group has a management team comprising a clinical 

director, general manager and matron. These in turn 

are managed by a director of operations who reports 

to the chief operating officer. 

 

Care groups are supported by corporate services, 

which include communications, estates, finance, 

governance, human resources, information, 

organisational development, quality, new Royal 

redevelopment, research, development and innovation 

and service excellence and improvement. 

We operate a board committee structure to ensure 

that we are well governed, managed effectively 

and scrutinised appropriately. The board of directors 

is responsible for formulating strategy, ensuring 

accountability and shaping a healthy culture. We 

operate a board committee structure. Key committees 

include finance and performance, audit and assurance, 

quality governance and new hospital. We continually 

refine our governance arrangements, ensuring 

that they are suitable for the effective running of 

our hospitals. A formal escalation framework is in 

operation to ensure that key issues and concerns are 

escalated through the committee structure for board 

attention where appropriate. 

 

 

 

 

  Our operational performance  

There are key performance measures the Trust is 

legally obliged to report upon both locally to its 

commissioners and nationally to other external bodies. 

These derive from the NHS England national standard 

contract, Commissioning for Quality and Innovation 

(CQUIN) and locally agreed measures with our local 

Clinical Commissioning Group (CCGs). 

 

Key performance indicators (KPI) include performance 

against key areas including the following (not 

exhaustive) - 

• Emergency department performance 

• Undertaking assessments against specific 

diagnoses 

• Healthcare associated infections 

• Serious incidents and never events 

 

To help the Trust understand how well it is performing, 

the Trust measures its effectiveness in delivering its 

priorities by monitoring and reporting performance 

data in three areas:- 

• National Quality Standards 

• Local outcome measures 

• Financial performance 

The Trust’s business intelligence function provides 

management information for performance reporting 

both internally and externally. With a few exceptions, 

data is quality assured and validated before being 

shared. Bi-monthly Clinical Quality and Performance 

meetings are held with the local Clinical Commissioning 

Groups to discuss performance as above. Quarterly 

CQUIN performance is also discussed. 

 

Performanceismanagedthroughthe Trust’s operational 

management arrangements with assurance provided 

through the committees and exception reporting is 

provided to Board. Where required, risk management 

is applied to areas where the Trust is not meeting 

specific KPIs or outcomes with exception reporting 

through the operational meetings, through to the 

committees and the Board. 
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  Summary of performance and activity (April – Sept)  
 

Commitment/ measure 
National 

standard 

1 April to 

30 Sept 2018 

1 April to 

30 Sept 2019 

Accident and emergency waiting times:  
95% or above 

 
88.16% 

 
87.94% Patients should be admitted, transferred or 

discharged with four hours of arrival. 

Referral to treatment waiting times:  
92% or above 

 
80.14% 

 
84.86% Patients should start treatment within 18 

weeks of referral 

Cancer treatment waiting times:  

 
93% or above 

 

 
91.26% 

 

 
90.09% 

Maximum two week wait for first 

appointment for patients referred urgently 

for suspected cancer by a GP 

Maximum two week wait for first 

appointment for patients referred urgently 

with breast cancer symptoms 

 
93% or above 

 
96.78% 

 
97.43% 

Maximum 31 day wait from diagnosis to first 

definitive treatment for all cancers 
96% or above 93.11% 93.38% 

Maximum 31 day wait for subsequent 

surgical treatment 
94% or above 92.90% 92.87% 

Maximum 31 day wait for subsequent 

treatment with anti-cancer drugs 
98% or above 99.67% 99.86% 

Maximum 62 day wait from urgent GP 

referral to first treatment for cancer 
85% or above 78.31% 74.63% 

* Maximum 62 day wait for treatment for 

cancer following a consultant decision to 

upgrade their priority 

 
85% or above 

 
91.17% 

 
92.00% 

Maximum 62 day wait from referral from 

NHS screening service to first treatment for 

all cancers 

 
90% or above 

 
91.58% 

 
87.34% 

 
Number of operations cancelled for non- 

clinical reasons 

Less than 0.6% 

of all operations 
0.94% 1.09% 

Number of 

cancelled ops 
251 289 

Standardised Hospital Mortality Indicator 

(SHMI) 
100 

Oct 2017 - Sep 2018: 

104.82 

Oct 2018 - Sep 

2019: 110.19 

Patients admitted to hospital receiving a risk 

assessment for Venous Thrombo-Embolism 
95% 92.81% 94.05% 

Stroke patients spending 90% or more of 

their spell in hospital on the Stroke Unit 
80% 79.92% 69.70% 

Cases of C.difficile per 1,000 bed days N/A 0.13 0.23 

Patient falls per 1,000 bed days N/A 5.82 6.08 

Pressure ulcers per 1,000 bed days (hospital 

acquired) 
N/A 0.32 0.33 

Patients who would recommend our 

outpatient department to friends and family 
N/A 94.29% 93.964% 

Inpatients who would recommend our 

service to friends and family 
N/A 92.66% 91.233% 

Patients who would recommend our 

emergency department to friends and family 
N/A 81.49% 78.521% 
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Emergency and urgent attendances 

(all types) 
N/A 118,254 121,482 

Attendances at emergency department 

(type 1) 
N/A 47,137 57,860 

Attendances of patients age 75 or over N/A 6,796 6,914 

Admissions from A&E N/A 14,878 14,884 

Inpatients and day cases N/A 26,602 26,690 

Planned procedures N/A 3,901 3,726 

Unplanned procedures N/A 21,254 23,038 

Day case procedures N/A 22,701 22,964 

Outpatient appointments N/A 295,510 294,722 

 
 

  Patient Safety Incidents  

This section reports the number and, where available, rate of patient safety incidents within the Trust. It also 

includes the number and percentage of patient safety incidents that result in severe harm or death. The Trust’s 

performance is compared against other acute teaching hospitals. 

 

Why is it important? 

The Trust believes that an open reporting and learning culture is important to identify trends in incidents and implement 

preventative action. It also understands that high reporting of incidents indicates an open and transparent culture and 

therefore encourages staff to report all incidents and near misses to further improve patient safety. Staff should have 

confidence in the investigation process and understand the value of reporting and learning from incidents. 

 

Research shows that trusts with higher levels of incident reporting are more likely to demonstrate other features 

of a stronger safety culture and commitment to patients to inform them when incidents have occurred. Incident 

reporting is important at a local level as it supports clinicians to learn about why patient safety incidents happen 

within their own service, and what they can do to keep their patients safe from avoidable harm. 

 

The ‘degree of harm’ for patient safety incidents is defined by: 

No harm: any patient safety incident that had the potential to cause harm but was prevented. 

Low harm: any patient safety incident that required extra observation or minor treatment and caused 

minimal harm 

Moderate harm: any patient safety incident that resulted in a moderate increase in treatment and which caused 

significant but not permanent harm 

Severe harm: the patient has been permanently harmed as a result of the patient safety incident 

Death: the patient safety incident has resulted in the death of the patient. 

 

The Trust reviews all patient safety incidents at a weekly patient safety meeting. Incidents of moderate harm, 

severe harm and death will result in a formal Root Cause Analysis Investigation (RCA). 

 

The Trust will apply the Serious Incident and Never Event Framework and report more serious incidents or incidents 

were there is greater learning to the Clinical Commissioning Group (CCG). 

 

All incidents at these levels will more importantly being shared with the patient and/or family in accordance with 

the Trusts Duty of Candour Policy. 

 

The Trust embraces its Duty of Candour and considers it vitally important when standards of care are not fully met. 

 

The number of patients treated at the hospital varies from day to day, so rather than simply measuring the 

number of incidents reported, the Trust compares this figure with the proportion of patients treated to arrive at 

a comparable incident reporting rate. 



112  

  Duty of Candour  

This is a legal requirement to act in an open and transparent way with service users. The Trust has a policy in place 

that has been disseminated to all staff and audit activity is in place to understand progress against the national 

standard. 

 

Duty of candour reporting requirements state that as soon as reasonably practicable, after becoming 

aware of a notifiable patient safety incident the health professional [or Trust] must: 

• Notify the patient [*or someone lawfully acting on their behalf] that the incident has occurred. 

• Provide reasonable support to the patient* following the incident 

 

The notification must: 

• Be conducted verbally; by a representative of the Trust, typically the senior doctor or senior nurse 

responsible for the patient at the time of the incident; with the patient* If the patient is still an 

inpatient this should occur in the clinical environment, if the patient is no longer an inpatient then a 

telephone conversation should be made. 

• Provide a truthful account of all the facts that the Trust knows about the incident at the time of the 

notification. 

• Advise and, if appropriate, agree with the patient* what further enquiries into the incident are 

appropriate, from both the patients* and Trust perspective (informing the terms of reference for the 

investigation). 

• Include an apology. 

 

Incidents can relate to moderate, severe harm or death. 

The Trust has a policy in place that specifies the process by which the Trust must adhere to national requirements. 

 

The Trust reporting requirements and compliance are monitored through the Trust governance process, and 

various audits have been carried out to understand our compliance with this. 

 

 

Our hospital reported 8195 incidents, during this period. 

 

Degree of Harm 01.4.19 – 30.9.19 

 

None Low Moderate Severe Death 

7238 910 38 7 2 

% % % % % 

88.3 11.1 0.4 0.1 0 

 

Patient Incidents per 1,000 bed days Q1 59.49 

Patient Harm incidents per 1,000 bed days Q1 6.62 

Patient Incidents per 1,000 bed days Q2 55.73 

Patient Harm incidents per 1,000 bed days Q2 7.18 

 

The Trust has taken the following actions to improve the rates of reporting and improve the quality of the 

investigation. 

 

• Undertaking comprehensive investigations following moderate and severe incidents in order to learn 

lessons and improve practice 

 

• Providing staff training in relation to risk and incident management, root cause analysis and Duty of 

Candour 
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• Ensuring rigorous reporting of key performance indicators in relation to incidents at the monthly Patient 

Safety sub-committee and Perfect Ward meetings with ward managers to ensure lessons are learned, 

learning is shared across the organisation and appropriate actions are implemented. 

 

• A human factors training programme has been implemented to enhance team working in clinical areas. 

 

The human factors course raises awareness with staff of how the way in which they react to different 

situations, may contribute to improving quality and safety of patient care. This reinforces the importance of 

leadership, communication and an open culture of learning 

 

• Monitor and audit compliance against the Duty of Candour and report to appropriate committees. 

 

 

  Never Events  

Never Events are described by NHS England as serious incidents that are wholly preventable. Guidance or safety 

recommendations that provide strong systemic protective barriers are available at a national level and should 

have been implemented by all healthcare providers. 

 

Each Never Event has a potential to cause serious harm or death. However, serious harm or death is not required 

for the incident to be categorised as a Never Event. Never Events include incidents such as: wrong site surgery, 

retained foreign object post procedure and chest or neck entrapment in bedrails. 

 

For the period Apr – Sept 19, The Royal Liverpool and Broadgreen University Hospitals NHS Trust reported 3 Never 

Events. 

 

The Trust has taken the following actions to mitigate the risk of re-occurrence of Never Events. 

• Improved surgery safety checklists 

• Human factors training course and rolled out for theatre staff alongside the introduction of LocSSIPs 

(Local Safety Standards for Invasive Procedures) 

• Staff empowered to challenge areas of concern 

• Regular communication to staff through the Safety Bulletin to share lessons learnt and trend analysis 

and share areas of good practice. 

 

The Trust is committed to using Root Cause Analysis (RCA) to investigate adverse events, including Never Events. 

 

This approach is underpinned by the Trust’s commitment to ensuring an open and honest culture in which staff 

are encouraged to report any errors or incidents and encourage feedback in the knowledge that the issues will be 

fairly investigated and any learning and improvement opportunities implemented.ne Low Moderate Severe Death 
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  Participation in CQUINs (Commissioning for Quality and Innovation) (Apr 19 - Sept 19)  

NHS Trusts (providers of services) are required to make a proportion of their income conditional on quality and 

innovation. This is carried out and monitored through the Commissioning for Quality and Innovation (CQUIN) 

payment framework. 

 

The CQUIN framework forms one part of the overall approach on quality, which includes: defining and measuring 

quality, publishing information, recognising and rewarding quality, improving quality, safeguarding quality and 

staying ahead. It is intended to support and reinforce other elements of the approach on quality and existing 

work in the NHS by embedding the focus on improved quality of care in commissioning and contract discussions. 

CQUINs encourage and reward organisations that focus on quality improvement and innovation in commissioning 

discussions to improve quality for patients and innovate. 

 

For 19/20, there were acute contract CQUIN and specialist commissioning indicators made up of 10 nationally 

agreed indicators (acute) and 3 national defined indicators (specialist commissioning),. As a result of participation 

in the CQUIN framework, the Trust continues to make significant improvements to both patient experience and 

outcomes. 

 

National CQUINs 

CQUIN   

CCG1a: Antimicrobial Resistance – Lower Urinary Tract Infections in 

Older People 

  

CCG1b: Antimicrobial Resistance: Antibiotic Prophylaxis in Colorec- 

tal Surgery 

  

CCG2: Staff Flu Vaccinations   

CCG3b: Alcohol and Tobacco – Tobacco Brief Advice   

CCG3c: Alcohol and Tobacco – Alcohol Brief Advice   

CCG7: Three high impact actions to prevent Hospital Falls   

CCG11a: SDEC – Pulmonary Embolus   

CCG11b: SDEC – Tachycardia with Atrial Fibrillation   

CCG11c: SDEC – Community Acquired Pneumonia   

Specialised Commissioning CQUINs 

Medicines Optimisation   

Clinical Utilisation Review   

Hepatitis C   
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  Care Quality Commission  

The Care Quality Commission (CQC) carried out an unannounced inspection of the Trust from 15 – 17 January 

2019 and an announced ‘well-led’ inspection from 19 – 21 February 2019. As part of the new inspection 

methodology, NHS Improvement carried out a Use of Resources assessment on 28 January 2019. 

 

The inspection report was published on 17 July 2019 and the overall rating for the Trust went down from ‘Good’ 

to ‘Requires Improvement’ since the last inspection in 2016. The rating change has been caused by the regression 

in the ‘Well-led’ rating from ‘Good’ to ‘Requires Improvement’ at provider level. 

 

As part of the new inspection methodology, NHS Improvement undertook a Use of Resources assessment for the 

first time and the Trust was rated ‘Requires Improvement’. The overarching Trust ratings from the inspection are 

shown below: 

 

 

 

Despite the overall regression, it is very positive to note that the Trust retained it’s ‘Good’ ratings for the key 

questions in relation to Safe and Effective key questions and improved Caring from ‘Good’ to ‘Outstanding’. 

 

In addition, this inspection marked the first inspection of Liverpool University Dental Hospital (LUDH) using the 

new inspection methodology and the first inspection of Community Adult Services since the Trust acquired them 

from Liverpool Community Health NHS Trust in 2017. It’s really pleasing to note that our Community Adult Service 

was rated as ‘Good’ and the Dental Hospital (LUDH) was rated as ‘Outstanding’. Our staff should be very proud 

that CQC recognised the Safe, High Quality and Compassionate care that they deliver every day for our patients. 

There were 15 identified ‘must do’ actions relating to breaches of regulation and 27 actions CQC recommend we 

‘should do’ to prevent the Trust from failing to comply with legal requirements in the future. 

 

The Trust has begun work on addressing all of the areas for improvement identified in the report. An action plan 

is attached as an addendum to this report to detail the actions and timescales for completion. 

 

Actions will be tracked for completion and evidence sought to ensure the action has been addressed. 
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  How we did against our 19/20 Quality Account Priorities  

Each year in the Quality Account, the Trust sets key targets aimed at delivering high quality care to patients. In 

this section, the priorities for last year are reviewed and progress against them described. 

 

Quality Account Priority Apr – Sept 19 

Patient Safety 

90% of observations completed on time 

in conjunction with rollout of eNEWS2 

Successful rollout of the eNEWS2 module helped to ensure compliance 

100% sepsis screening of patients with 

>80% of patients receiving antibiotics 

within the hour 

Screening stood at 99% for both A&E and inpatients. (n-50 per quarter) 

Patients receiving Antibiotics stood at 71%. (n-50 per quarter) 

This was overseen and monitored by the sepsis steering group 

Zero tolerance of MRSA and remain 

within trajectory against Clostridium 

Difficile Toxin (CDT) 

1 MRSA was reported within Q1 and Q2. 

The Trust was marginally over locally set trajectory for CDT. 

Patient Experience 

Improvement in Friends and Family 

Test (FFT) compliance and response 

times 

The Trust was compliant againt the recommend rate for FFT, however, 

was not compliant against response rates 

Compliance with complaints response 

times across all levels 

The Trust was marginally non-compliant against the response times 

across all levels. 

Clinical Effectiveness 

100% compliance with Local Safety 

Standards for Invasive Procedures 

(LocSSIPs) 

Successful rollout of the electronic module of LocSSIPs ensured timely 

completion 

Screen >90% of in-hospital deaths in line 

with local policy 

The Trust continued to monitor mortality through the mortality peer 

review process. 

Remain within expected range for 

SHMI (Summary Hospital-level Mortality 

Indicator) 

The Trust SHMI score was 106 which was marginally outside the 

expected national parameters. 

 

The Trust worked with colleagues within business intelligence and 

coding in order to understand specific issues. 

 

Specific improvement projects were aligned to areas of high mortality 

such as sepsis and pneumonia. 

 

The Trust continued to monitor mortality through the mortality peer 

review process. 
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hea, l t b w tc h 
Sefton 

 

Livergool Uoiversi:tY   ,HoS:gitals NHS f°oun daJioo Trust 
Quality Account 201920Commentary. 

 
Healthwatch Sefton would like to thank the Trust for the opportunity to comment on 

this years draft auality Acoount. 

This is the first account we have reviewed of the merged organisation which brings 

toge her Aintree University HospitaI, the Liverpool Royal, Bmadgreen and Uverp◊ol 

University Dental Hosp ital. Healthwatch Sefton was involved in the integration 

consultations and planning and received regular updates from Kelly Jones on the 

developments. We worked together to ensure hat Sefton residents were engaged 

and could access relevant works.hops and events when held. 
 

We ha,  ve previ ously not had much interachon with the other trust s es outsid,e of the 

Aintree site and therefore we 1001< forward to working with them over the coming 

months. 

 
In looking at a number of the achievements, the Learning Disability & Autism service 

implemented within the Acci dent & Emergency  department  should  be  commended 

as should the collaborative work  W'ith the Samaritans Liverpool and Liverpool 

University Hos.pitals. 

 
We attended the local commissione, r Quality  Accounts day on the 9th  October and 

heard about progress with 7 day working. It would be good to see over the coming 

months more standardisation in how the clinical standard targets are met across the 

trus:ts sites during both weekdays and weekends. 
 

We note the  new  organisations  overaII Care Quality Commission  {CQC,  )  rating  as 

good and would like to see the 'RequiresImprovement' for the 'safe' domain improve 

and look forward to hearing about the improvemen t plans for this area. 

 
In revievvin g safe ,care, 5 never events in the 20191.2020 year were recorded. We 

nate that 4 of these  were  grouped as  1 incident  involving  4 patients..  It   was  also 

important to note that from the thematicanalysis undertaken, no common themes 

were identified. 0 ne query is how in such a Iarge or ganisation, staff learn and how 

learning is shared. 

At the quality account event we were updatoo about me multi modal approach and 

the u$e- of innovative ways to get learning and messages across all staff. Currently 

emails briefing:s & huddles are used to disseminate. We were informed that the 

safety bulletin and safety first banner are used for short sharp doouments with key 

Heam11Watch Sefto" 

Seft on CVS, 3rd Floor, :SuRe 38, North Wing, Burlingto n Hou se , 

Crosby Road NQr th. Waterl oo. L22 OLG 
Te l: 08 00 2.06 1304 / 0151 920 OTJ.6 ex t 2410 Mobil e : 0 7<134810438 

1nfo@h ealt hwatchsef t on.co. u k , www.heaLth w atc hseft on. co.uk 

Healthwatceh Setton Company l..td by Guarantee Reg. no: 8453782 
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messages. The trust admitted it is challenging with a large workforce and that emails 

can be easy lost & missed and a multi modal approach is key. 

 
In reviewing patient experience, it is positive to note that both main acute sites sit in 

the top quartile for overall patient experience score within the 2019 National Patient 

Survey. Prior to the pandemic, we held regular engagement stands on the Aintree 

University Hospital site in the Elective Care Centre and on the main site to collect 

independent feedback and were welcomed by the trust. 

 
Prior to the pandemic, we held seats on both the 'Patient Experience Executive 

Group' and the Patient Experience Operational Group'. There was a pause to 

meetings during the initial merger and subsequent review of governance structures. 

As part of the new governance structures, we continue to have seats on the relevant 

patient experience committees. Although outside of the scope for this report, we felt 

it important to note that during the COVID-19 pandemic, a number of patient 

experience committees have been held virtually, as well as online informal meetings 

between Healthwatch and the lead for patient experience. We have been kept well 

informed and have been able to share important patient feedback from our local 

communities. The establishment of the Family Liaison Service to support virtual 

visiting for patients and their families during COVID-19 peak should be commended 

as this was a vitally important service. 

 
In the previous quality account we were concerned that there was no mention of the 

trusts focus on equality. Within this account it is great to hear about the work being 

undertaken with the trusts workforce and that as part of the equality and diversity 

plan, the trust is working collaboratively with local stakeholders to identify barriers 

and develop further actions. 

 
Healthwatch Sefton will continue to work in partnership with the Trust to support the 

on-going work to improve the overall care and services provided to both patients, 

their visitors and staff. We would like to thank staff working across all trust sites for 

the care they have provided to the local population to keep us safe during this 

pandemic. 
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