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I am delighted to share with you our third Quality Account. This covers the aspect of our services, care 
and treatment, which matters most to us all – the quality of care we offer to our patients.

This year’s Quality Account once again 
assess the quality of our services, 
and is here to assure our patients, 
the public, our commissioners and 
other partners that we rigorously 
assess and monitor the quality of the 
care and treatment we provide to 
our patients. 

Over the past year, we have 
continued to build on all local quality 
measures on aspects of our service 
which matter most to you, our 
patients and carers.  We are pleased 
to be able to present the progress 
we have clearly made on these and 
other related national performance 
indicators.

You will see from this document 
that we have continued to strive 
to involve the public and users of 
our service in the development of 
these measures.  We work hard to 
ensure that all of our stakeholders 
have the opportunity to influence 
our priorities for the future but 
recognise that there is much more 
to do.  We value all of the feedback 
and suggestions that we receive and 
I hope that you will be encouraged 
by what you read in this report and 
continue to offer your thoughts 

on how we can improve further. 
Looking back over the year and 
through various sections of this 
report it is very clear that a great deal 
has been achieved. Performance has 
focused on improving the quality of 
our services and the experience of 
patients and relatives.  

We have maintained our low levels 
of infection rates, once again 
reducing the cases of MRSA and 
C.Diff, with just four cases of MRSA 
in the past year. This is a remarkable 
achievement, but we continue to 
aim for there to be no cases at all. 

There are many other excellent 
examples of how staff have engaged 
in improving our services, including 
improving the experience of patients 
with learning disabilities, improving 
end of life care, maintaining privacy 
and dignity and ensuring our 
patients are well nourished. There is 
still work to be done in areas such as 
falls and looking after patients with 
dementia and we will be focusing on 
these areas in the coming year. 

As a major university teaching 
hospital, teaching, research and 
development are core activities for 

us. Research can bring investment 
opportunities and jobs to Liverpool 
and it can help improve the lives of 
patients right here in the city, as well 
as those all around the world. You 
can find out more about the research 
and development we do here at our 
hospitals, including our major areas 
of research in the Account. 

All the achievements we have made 
on improving the quality of our 
services for patients could not have 
happened without the dedication, 
hard work and commitment of our 
staff. They have well and truly led 
the way when it comes to making 
things better. On behalf of the Trust 
Board, I would like to thank them 
for their effort and enthusiasm. Next 
year will be another challenging 
and exciting year – and I’m sure our 
staff will once again demonstrate 
their commitment to improving the 
experience of our patients.

I hope you enjoy reading the Quality 
Account and please do get in touch 
if you have any feedback. 

To the best of my knowledge, the 
information in this document is 
correct.
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We are one of the busiest university teaching hospital trusts in North West England. We manage three 
hospitals based on two sites: the Royal Liverpool University Hospital, Liverpool University Dental Hospital and 
Broadgreen Hospital.  

patients with more routine illnesses 
and injuries, such as simple fractures. 

We are a major centre for the 
diagnosis, treatment, care and 
research of cancer. We provide a 
range of cancer services from our 
renowned Linda McCartney Centre 
and we are a regional cancer centre 
for pancreatic, urology, haematology, 
ocular oncology, testicular, anal, 
oesophago-gastric, specialist palliative 
care, specialist radiology, and specialist 
pathology and chemotherapy cancer 
treatment services.  We are a national 
centre for ocular oncology (eye 
cancer). We also have excellent local 
cancer treatment services, including 
skin, breast and colorectal, head, neck 
and thyroid and lung cancer and also 
host a Macmillan Cancer Information 
and Support Service, with centres on 
both of our sites.

The Royal Liverpool University Hospital 
focuses on emergency and complex 
care. Broadgreen Hospital focuses 
on non-emergency care, including 
specialist services for older people, 
elective surgical care and dermatology 
plus a range of outpatient services. 
During the year, we agreed to 
transfer all of our urology services 
to Broadgreen. This will happen 
during summer 2012. The Liverpool 
University Dental Hospital supports 
dental teaching and provides specialist 
dental services and emergency care 
for the local community. 

As a major teaching hospital trust we 
have significant relationships with all 
the universities in Liverpool, but in 
particular the University of Liverpool 
and its medical and clinical schools 
and Liverpool John Moores University. 

We have the only National Institute for 
Health Research funded Biomedical 
Research Unit in the UK, which is 
dedicated to pancreatic disease, in 
collaboration with the University of 
Liverpool. We also have a dedicated 
Clinical Research Facility and are 
currently running over 400 clinical 
research studies. We also are the host 
organisation for the Comprehensive 
Research Network for Cheshire and 
Merseyside. We continue to look at 
ways that we can develop our research 
and development programme to 
identify improved treatment and care 
for patients across the world.  

During 1 April 2011 to 31 March 
2012 the Royal Liverpool and 
Broadgreen University Hospitals 
NHS Trust provided 61 speciality 
services and sub-contracted two 
NHS services.

During 1 April 2011 to 31 March 
2012 the Trust has reviewed all the 
data available to them on the quality 
of care in all of these NHS services. 

The income generated by the 
NHS services reviewed in 2011/12 
represents 85% of the total income 
generated by the Royal Liverpool and 
Broadgreen University Hospitals NHS 
Trust and 1% of the total income  
generated from the sub-contracted 
provision of NHS services by the Trust 
for 1 April 2011 to 31 March 2012.

How we manage our hospitals 
Our services are currently split into 
three divisions which represent the 
different types of services we provide 
to patients: 

l Medicine

We became an NHS Trust in 1995, 
and we are currently applying to 
become a foundation trust. 

As the major adult university teaching 
hospitals for Merseyside and Cheshire, 
we provide general hospital services to 
the adult population of Liverpool. We 
also provide a range of specialist health 
services, including cancer services for 
Merseyside, Cheshire and beyond. We 
are also a centre for clinical research 
and lead teaching and training in a 
variety of health professions.

We provide a comprehensive range 
of specialist services to 750,000 
people each year within a total 
catchment population of more than 
two million people in Merseyside, 
Cheshire, North Wales, and the Isle 
of Man and beyond. 

As one of the largest employers in 
the city, we employ over 5,500 staff 
as well as contracted staff in shared 
services such as catering. Our annual 
turnover is over £400m. Many of our 
services are highly regarded nationally 
and internationally including 
ophthalmology, pancreatic surgery, 
gastroenterology, pathology, vascular 
surgery and interventional radiology. 
We are also a specialist centre for 
nephrology, renal transplantation, 
nuclear medicine, haematology, 
lithotripsy, dermatology, urology and 
dental services.

We have the largest and busiest 
Emergency Department in the 
city, providing care and treatment 
for patients with major trauma, 
who have life threatening injuries, 
patients with serious illnesses such 
as strokes and heart attacks and for 
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l	Surgery

l	Core Clinical and Support Services

In addition to these divisions 
we also have a range of 
corporate services which include 
communications and marketing, 
estates, finance, governance, 
human resources, information, 
organisational development, quality, 
Royal redevelopment, research, 
development and innovation and 
service excellence and improvement. 

The overall day-to-day management 
of our hospitals and services is the 
responsibility of the team of executive 
directors, under the leadership of the 
chief executive. They are supported 
directly by clinical directors and 
divisional general managers.

We operate a robust committee 
structure to ensure that we are well 
governed - that all aspects of our 
operations are managed effectively 
and scrutinised appropriately. 
The Trust Board is responsible 
for the running of our hospitals. 
Key committees include Finance 
and Performance, Audit, Clinical 
Governance and Remuneration. 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 all key issues and concerns 
raised are escalated through the 
committee structure for Board 
attention where appropriate.

We place significant emphasis 
on risk management in running 
our hospitals. Risk registers are 
maintained at divisional and 
corporate levels and mitigating 
actions are identified to manage 
each risk. Any risks rated as the most 
significant are monitored closely at 
Board level and feed into the Trust 
Board Assurance Framework, which 
ensures risks are identified and 
managed appropriately. 

We have an effective performance 
management framework in operation, 
providing transparency across the 
organisation of performance against 
both nationally and locally agreed 
targets and quality indicators. 
Divisional performance is subject to 
scrutiny and challenge by the Board 
throughout the year, through detailed 
review meetings.

Our Trust Board

The Trust Board consists of the 
chairman, plus five other non-
executive directors and five 
executive directors, including the 
chief executive. It is accountable 
for setting our strategic direction, 
monitoring performance against 
objectives, ensuring high standards 
of corporate governance and helping 
to promote links between the Trust 
and the local community.

Non-executive directors are appointed 
by the Appointments Commission for 
a four-year term of office. The chief 
executive and executive directors are 
appointed through a competitive 
and open recruitment and selection 
process by authority of the Trust Board. 
The purpose of the non-executive 
body is to hold the team of executive 
directors to account to ensure that 
we are governed effectively. Non-
executive directors bring independent 
challenge within the Board to the 
actions proposed and being taken by 
the executive directors “

“The dedication of all the staff. 
The quality and choice of the 

food was excellent.
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Our commitment to promoting 
equality, diversity and human 
rights and improving health and 
employment outcomes for all 
has continued during the last 12 
months. We implemented the 
national Equality Delivery System 
(EDS) in January 2012 replacing our 
Single Equality and Human Rights 
Scheme and action plan to comply 
with the Public Sector Equality Duty 
under the Equality Act 2010.  The 
EDS is a tool for reviewing and 
assessing our equality performance 
and identifying future priorities and 
actions to enable improvement in 
practice. Our EDS self-assessment 
can be found here: www.eds.
northwest.nhs.uk/home

The EDS will improve the way in 
which people from different groups 
are treated as service users, carers 
and employees so that there is no 
difference in outcomes or experience 
based on a protected characteristic 
(age, disability, ethnicity/race, 
gender, gender reassignment, 
marriage and civil partnership, 
pregnancy and maternity, religion 
and belief and sexual orientation).  
The intention of the EDS is that that 
wherever individuals go for NHS 
services they will find organisations 
working to the same set of goals 
around equality and human rights.

These goals (which contain a number 
of individual outcomes) are to make 
the EDS work properly and we have 
engaged the community in agreeing 
our performance grades and setting 
equality objectives.

Our progress this year for 
patients

During the last 12 months we have 
continued to actively promote the 
equality and diversity agenda by:

•	 improving	the	signage	in	the	
ground floor of the Royal

•	 engaging	with	the	community	
to gather real patient stories of 
equality and diversity issues and 
barriers to inform our equality 
and human rights training 
strategy and improve practice

•	 embedding	the	use	of	health	
passports for patients with 
learning disabilities

•	 introducing	trust-wide	pre-
admission action plans to support 
patients with learning disabilities

•	 reviewing	and	updating	the	
Disabled Go access guides to all 
of our services to allow patients 
to plan their visits to the hospital 
according to need

•	 providing	visual	food	menus

•	 recruiting	and	training	additional	
learning disability champions

•	 analysing	our	patient	survey	
feedback by protected 
characteristic to identify and 
start to tackle any differences 
in experience between different 
groups

•	 improving	our	patient	letters	
administration systems to 
support the provision of letters in  
accessible formats

•	 developing	a	better	
understanding of our patients 
and those people who use our 
services

•	 ongoing	promotion	of	the	Expect	
Respect campaign to convey our 
values to patients, visitors and 
staff

Our equality objectives for 
2012/2013

•	 extend	patient	profiling	(equality	
monitoring) data collection to all 
protected characteristics by April 
2013

•	 introduce	robust	quality	
performance reporting and 
monitoring on all protected 
characterises by April 2013

•	 develop	readily	available	
accessible patient information, 
including patient information 
leaflets, corporate reports and 
appointment letters by April 
2013

•	 conduct	an	equal	pay	audit	in	
2012

•	 set	workforce	diversity	targets	to	
develop a more representative 
workforce by April 2013.
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 Performance indicator 2010/11 2011/12 2011/12
   performance target

MRSA bacteraemia (Trust attributable) Achieved 6 Achieved

Clostridium Difficile (Trust attributable) Achieved 91 Achieved

Cancelled operations (on day of surgery Achieved 0.8% Achieved
for non medical reasons) 

Cancelled operations (patients not treated within  Achieved 5% Achieved
28 days following cancellation) 

Referral to treatment targets (% within 18 weeks  Achieved 18 weeks Achieved
and 95th percentile targets) 

Cancer: 31-day wait from diagnosis to first treatment Achieved 96% Achieved

Cancer: 31-day wait for second or subsequent treatment  
 - surgery Achieved 94% Achieved
 - anti cancer drug treatments Achieved 98%  Achieved

Cancer: 62-day wait for first treatment 
 - from urgent GP referral Achieved 85% Achieved
 - from consultant screening service referral Achieved 90% Achieved

Cancer: two week wait from referral to date first seen  Achieved 93% Achieved
(urgent GP suspected cancer referrals and symptomatic 
breast patients) 

Emergency Department waiting times within 4 hours Achieved 95% Achieved

Delayed Transfers of Care Achieved 3.5% Achieved

Percentage of patients admitted with stroke spending  Achieved 80% Achieved
at least 90% of their stay on a stroke unit 

Percentage of patients with Transient Ischaemic  Achieved 60% Achieved
Attack (TIA) at higher risk of stroke seen and treated 
within 24 hours 
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This year, we have had results from two surveys, one for inpatients and one for outpatients.

National Outpatient Survey 
key findings

•	 this	survey	showed	a	really	
significant improvement on 
the 2009 survey in most areas 
measured

•	 patients	are	receiving	their	
first appointments far quicker 
than they did in 2009, with 
51% of patients receiving their 
appointment within a month of 
referral

•	 cleanliness	of	outpatient	areas	
continues to score highly

•	 one	of	the	main	areas	that	has	
shown significant improvement 
was around prescribing 
and discussing medication with 
patients

•	 slightly	fewer	patients	felt	
staff did not explain the results 
of tests in a way they could 
understand 

National Inpatient Survey
key findings

•	 there	had	been	an	increase	of	
5% in patients rating hospital 
food as very good

•	 3%	improvement	on	patients	
feeling that staff were doing 
everything they could to help 
relieve pain

•	 there	has	been	a	big	increase	of	
15% in patients receiving copies 
of letters about their care and 
treatment

•	 8%	fewer	patients	felt	they	were	
given a choice of admission date

  
•	 slightly	fewer	patients	feel	

satisfied with pre-operative 
information and communication

•	 slightly	fewer	patients	felt	they	
were given a choice of admission 
date which suited their needs

• 	 we 	have 	 s een 	 a 	ma rked	
improvement in patient 
satisfaction regarding safe 
discharge from our hospitals.

“

“I was treated with the upmost 
kindness and respect at all times 
from nursing staff and doctors.

•	 there	has	been	no	change	in	
involving patients, as much as 
they wish to be, in their care

•	 82%	of	patients	felt	they	were	
given enough time to discuss 
their health and medical 
problems with the doctor.



Patient experience is a key measure of the quality of care we provide to our patients. The NHS 
Outcomes Framework for 2012/2013 includes an organisation’s responsiveness to patients needs as 
a key indication of the quality of patient experience. This score is based on the average of answers to 
five questions in the Care Quality Commission national inpatient survey.

Those questions are highlighted in the table below, along with our performance. The information below has been 
obtained from National Patient Experience Commissioning for Quality and Innovation (CQUIN) Indicator Tool, and it gives 
us the opportunity to benchmark, both our own performance from 2003 and how we have performed against other 
hospitals in the region. 

2010 Trust Commission for Quality and Innovation (CQUIN) Score:
Our score at the end of 2010/11 to be used for payments from the 2010/11 
scheme, and will also form the baseline for 2011/12  

       
  2003 2005 2006 2007 2008 2009 2010

Our scores 66.0 69.3 65.4 63.7 70.2 67.4 69.54

Strategic Health  68.6 66.7 67.7 66.9 68.5 67.7 68.3
Authority (SHA) 

National 67.4 68.2 67.0 66.0 67.1 66.7 67.3

Our scores on individual questions, and on  2010
the overall indicator score 

Q41:  Were you as involved as you wanted to be in decisions  71.2
 about your care and treatment? 
 
Q44:  Did you find someone to talk to about worries and fears? 66.5
 
Q45:  Were you given enough privacy when discussing your  83.9
 condition or treatment? 
 
Q64:  Were you told about medication side effects to watch  48.4
 out for when you went home? 
 
Q69:  Were you told who to contact if you were worried about  77.7
 your condition after you left hospital?  

 

 

Local hospital patient surveys
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Overall
Indicator:

2010 score out of 100:

averages out to…

            69.5

69.54
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Our Trust’s scores based on CQUIN measure

The Trust’s score compared to other Trusts within same Strategic Health Authority 
(CQUIN 2010 scores based on Adult 2010 Inpatient Survey data)
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Medicines management 

Aim: Eradicate 90% of drug omissions
 
Goal:  To reduce the number of times medications are omitted
 
Outcome:             Close to Outcome

Ensuring safe medicines management and compliance with the National Patient Safety Agency (NPSA) 
targets around drug omissions continues to be a priority. We have made significant investment to 
address this issue and promote medicine safety awareness across all clinical areas. We set a target 
of eradicating 90% of drug omissions.  This is only part of the work we are undertaking to improve 
safety regarding medication administration. The main indicator of this is the number of times a nurse 
records the number ‘five’ (drug not available) on a prescription chart.

Medications can be omitted for a 
number of reasons

•	 the	patient	is	nil	by	mouth	
(unable to eat before surgery)

•	 the	patient	needs	clinical	review	
by a doctor

•	 the	medication	is	not	available

What we need to eradicate is 
unnecessary delays in patients 
receiving their medications as this 
can pose a risk to a patient’s health 
and ongoing recovery.  Wards are 
reviewed on a monthly basis to 
ensure clinical care is of a high 
standard, part of this audit includes 
checking there are no inappropriate 
drug omissions. 

In 2010 we undertook a whole 
hospital audit of drugs that were 
omitted, or where our staff recorded 
a ‘five’ on the prescription sheet.  
This was repeated in 2011 to check 
performance. 

The table below shows the results for the two audits
 

In the repeat audit in 2011 we were 
pleased to see an improvement 
although we are slightly off the 
90% target we set, with 81.11% of 
medications prescribed without the 
omission code ‘five’.

A l t h o u g h  t h e re  h a v e  b e e n 
improvements, there is still work to 
do to further reduce drug omissions 
and because of this we will continue 
with this as a priority for 2012/2013.  
What we need to be clear about is 
the reason for those drug omissions. 

The introduction of an Electronic 
Prescr ib ing and Medicat ion 
Administration system (EPMA) will 
help to achieve this. 

This system is currently being rolled 
out hospital wide and we expect 
every ward to have the system 
in place by September 2012. We 
are beginning to obtain valuable 
information from the system and 
a plan is being made to develop 
monthly reports by wards of all drug 
omissions.
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The key benefit with EPMA in terms 
of drug omissions is that the nurse 
administering medications must 
choose the reason for omitting any 
particular medications. Examples of 
this are:

•	 checking	the	prescription	with	
the doctor who wrote it

•	 where	a	drug	may	seem	
inappropriate or where drugs do 
not mix well together 

•	 where	a	patient’s	medical	
condition may have changed

•	 where	a	patient	refuses	a	drug.

All of these reasons help us to 
understand the clinical decision 
making of the nurse who is 
omitting the medication. As part 
of ongoing education and training, 
our medicines safety nurses offer 
support to our nursing staff with all 
aspects of medication administration 
and will work alongside staff to help 
them develop confidence.

 
 

““Post operative nursing care 
on return from theatre  was 

excellent. The extent of 
information given by consultant 
cheerful and friendly attitudes.
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Enhanced recovery programme

Aim: Reduce the amount of time patients need to stay in  
 hospital (length of stay)

Goal:  50% of surgical patients to be on an enhanced   
 recovery pathway

Outcome:               Outcome met         

Enhanced recovery is a programme to improve the experience of our surgical patients. The enhanced 
recovery pathways aim to ensure that patients are in the best possible condition for treatment, have 
the best possible care during their operation and receive the best post-operative rehabilitation care. 
In simple terms, it helps patients get better more quickly after major surgery. 

In our last Quality Account we clearly identified our pilot sites for this programme, those being colorectal, urology, trauma and 
orthopedics and breast, following on from the national work that has been completed.  We use best practice care pathways 
with a strong evidence base, to standardise the care we give our patients, to improve their experience and expectations, and 
empower them by involving them in their care and giving them goals.  Included in the pathways are improved and earlier 
nutrition, standardised pain management and improved education and support from across the whole multi-disciplinary team.

The launch of our executive led multi-disciplinary steering group was in August 2010, and this group continues to meet 
monthly to ensure that each work stream is on target to meet their own objectives and key performance indicators. 

We have seen a reduction in length of stay in all our pilot sites and improvement in same day admission. The table below 
demonstrates some of our improvements:-

Pathway Length of stay  Length of stay Same day admission Same day admission
 December 2010 February 2012 December 2010 February 2012

Colorectal 13.8 days 8.6 days 23.80% 30.80%

Urology 8.4 days 3.3 days 36.10% 94.10%

Hip 6.9 days 5.0 days 93.50% 100.00%

Knee 6.9 days 4.5 days 93.50% 97.90%

Neck of Femur 25.3 days 17.6 days n/a n/a

Some of the ways we have reduced our length of stay are:

•	making	sure	patients	are	as	fit	as	possible	by	linking	with	their	GP	prior	to	surgery

•	improving	pre-operative	assessment	including	where	appropriate	providing	nutritional	assessments	and	carbohydrate	
drinks (which reduce complications of surgery and sickness post operatively)

•	making	sure	at	pre-operative	assessment	patients	are	suitable	for	same	day	admission
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•	minimise	the	amount	of	time	patients	are	nil	by	mouth	before	and	after	their	operation

•	improved	pain	management	which	allows	earlier	mobilisation	and	reduction	in	complications	after	surgery

•	continuation	of	discharge	planning	and	earlier	and	safe	discharge	of	patients	who	also	receive	a	telephone	call	from	
the enhanced recovery nurse on the ward within 24 to 48 hours after discharge to ensure that patients are safe and 
recovering well at home. 

We also measure our patients 
experience as part of this process to 
ensure that they are receiving the 
right information to make decisions, 
that they are involved in their 
care and are treated with dignity 
throughout their hospital stay. 

With the clear guidelines and process 
in place, we have been successful in 

implementing enhanced recovery 
within our hepato-biliary ward, 
which includes the opening of a 
dedicated post operative unit. The 
pancreatic enhanced recovery unit 
will have a dedicated team to care 
for these complex cases. 

Our aim for 2012 will be to roll out 
the enhanced recovery programme 

to other areas, which includes 
renal transplant, vascular and 
general surgery.  We will be closely 
monitoring the programme to 
enable us to further improve our 
pathway and enable us to sustain 
our improvements. ““The care I received while in 

hospital was excellent, doctors, 
nurses everyone was brilliant. A 

credit to their vocations.
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Safe discharge

Aim:  Ensure safe and timely discharges

Goal:  Reduce on a daily basis the number of patients fit  
  for transfer by 30%

Outcome:        Outcome met  

Ensuring safe and timely discharge continues to be one of the key objectives for us. The transfer of 
care team has worked closely with our community partners to make sure that patients are safety 
discharged from hospital to the community and any services they may need.  This has created major 
changes across the whole healthcare system to enable better ways of working with intermediate care.

The hospital case management team 
was introduced in October 2011. 
This is a team of 18 experienced 
clinicians. The role of the team is to 
have an overview and coordinate the 
patients journey from admission to 
discharge.  They do this in a number 
of ways including:

•	 improving	 communication	with	 all	
our staff by reviewing all patients 
who are ready for discharge

•	 meeting	their	patients	on	admission	
to discuss any needs they will have 
in relation to their discharge. The 
team will discuss the services 
available within the community 
and advise patients and their 
families of the date patients are 
expected to leave hospital  

•	 Making	quicker	 referrals	 to	other	
services within our hospitals, for 
example, therapy assessment and 
social work assessments  

•	 making	sure	that	patients	individual	
needs in relation to discharge are 
always listened to and included in 
the plans we make.

To manage this well we have 
introduced something called the 
Medworxx Utilisation Management 
system, the first hospital in the country 
to use this system which has been 
used extensively and successfully in 
Canada and North America.  This 
software supports clinical decision 
making and objectively establishes 
whether a patient meets the need for 
continued acute hospital admission 
or whether their needs could be met 

within an alternative level of care.  
The system has been tailored to our 
processes with the involvement of 
our community partners.  

Our discharge arrangements 
streamlines referral pathways to 
intermediate care with hospital 
case managers coordinating and 
completing assessments for patients 
to ensure that they are discharged 
safety and in a timely manner. The 
team then contacts their patients 
following discharge to ensure all their 
needs have been or are being met.  

Pos i t i v e  ou t comes  s i nce 
implementation have been the 
reduction in delayed transfers of care 
by 50% and an increase in referrals 
to intermediate care by 30%.  
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Safeguarding

Aim: Safeguarding our patients 

Goal:  To maintain patients’ safety and provide a positive   
 experience for patients

Outcome:            Achieved

We provide services to a wide range of individuals and organisations throughout Liverpool.  It is 
recognised that some of our patients will be vulnerable adults.

We are unique in that we have a 
united team of specially trained staff 
who are able to support an agenda 
that is both challenging and often 
very emotional. This team includes 
adult and child safeguarding, 
homelessness and substance misuse. 
The team consists of doctors, 
specialist nurses, matrons and a 
safeguarding lead and has been 
nationally recognised several times 
over the past 18 months. 

A person, being aged 18 or over, 
may be considered to be vulnerable 
if they:

•	 receive	personal	care,	nursing,	or	
support to live independently in 
their own home or care home

•	 receive	 any	 health	 or	 social	
services

•	 have	 a	 substantial	 learning	 or	
physical disability

•	 have	a	physical	or	mental	 illness,	
chronic or otherwise, including 
addiction to alcohol or drugs

•	 have	 a	 substantial	 reduction	 in	
physical or mental capacity due to 
advanced age or illness.

A key focus this year has been 
domestic violence. The team has 
worked hard to ensure other teams 
and services are aware of the support 
they can provide both to healthcare 
professionals and to patients and 
this has resulted in an increase and 
improvement in the help and level of 
support provided to people affected 
by domestic violence.

In addition to this, the team has 
worked on a variety of different 

issues, engaging with the local 
community, Police, Social Services 
and other NHS organisations. They 
provide specialist support to this 
group of patients 365 days a year 
and have specialist nurses to provide 
the best care possible. 

In the future, the team will focus on 
raising their profile with other teams 
across our hospitals and continuing 
to provide much needed help and 
support for this vulnerable group of 
people.

This coming year, the team will 
be concentrating on the Mental 
Capacity Act and Depravation of 
Liberty Safeguarding (DOLS). The 
team is committed to making sure all 
staff are aware of our  policies and 
practices to follow when dealing 
with such cases. 
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Learning lessons from incidents 

Aim:   To encourage openness and honesty in reporting   
 when things go wrong

Goal: To increase the number of incidents reported within  
 24 hours. To reduce the severity of harm caused,   
 when things go wrong

 To be open and honest with the patient and their   
 family, when things go wrong

Outcome:  Increase number of incidents reported, and   
   reduce the severity of harm and being open   
   with patients and their families

Encouraging openness in reporting ‘when things go wrong’

Incident reporting is encouraged as 
a positive way of identifying when 
things go wrong for patients, staff and 
visitors to our hospital.  We operate an 
electronic incident reporting system 
that encourages staff to report issues 
at the time they come to light.  The 
incident report is acknowledged and 
then escalated onto to managers for 
them to review, identify what lessons 
can be learned and put into place 
actions to prevent a recurrence of the 
event.  

We introduced electronic incident 
reporting in 2006 and since then have 
seen a steady increase in the number 
of events reported.  In 2010/2011 
incident reporting has decreased 
demonstrating confidence in the 
process and reduction in the number 
of events occurring.

We monitor the timeliness of completing incidents within 24 hours and are currently meeting this requirement in 89% 
of incidents (January 2011).

Number of incidents by financial year
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Reducing the severity of harm

Incidents are graded against the 
severity of harm caused and the 
likelihood of a recurrence, in line 
with the National Patient Safety 
Agency Incident Grading Matrix. 
Grading incidents allows manager to 
focus on the serious events that lead 
to harm, whilst addressing smaller 
issues as a collation of repeat events.

Each incident records the level of 
harm caused by an incident, the aim 
is to reduce the severity of harm, by 
recognising events earlier and taking 
the right action that reduces the 
level of harm caused.

The graph demonstrates that over 
the last year we have reduced the low 
to medium levels or harm, increasing 
the no harm incidents.  There has 
been a very slight increase in the high 
level of harm, which demonstrates a 
change in the culture of reporting 
serious untoward incidents.

Serious Untoward 
Incidents (SUIs)

We reported nine SUIs in 2010/2011. 
There have been six SUIs reported in 
2011/12.

Being Open - Notification Method Number

No Harm Incident - Not Applicable 1741

Patient/Family aware of the incident reported the incident 2509

Patient/Family informed in writing 263

Patient Family informed verbally 2309

Total 6822

Being open with our patients and their families

Staff are encouraged to keep the patient involved whenever an incident occurs, 
this can be as simple as informing the patient when it happens and what is 
being done to correct it, or in more serious cases sharing the final investigation 
report and inviting patients and their families in to discuss the outcomes and 
lessons learned.

We have improved the incident reporting process this year to capture the 
communication with patients and their families when things go wrong.  99% 
of the incident reports identified whether there had been communication with 
patients and their families.  
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Reducing infection rates 

Aim: Sustained reduction in the number of healthcare   
 acquired infections

Goal: No more than six meticillin resistant staphylococcus   
 aureus (MRSA) bacteraemia (bloodstream) cases and  
 no more than 91 Clostridium difficile cases in the year

Outcome:  Achieved 

We have made excellent progress in reducing MRSA bloodstream and other healthcare associated 
infections (HCAIs). HCAIs are not only debilitating and distressing for patients but can result in 
patients spending more time in hospital than they originally needed to and additional costs to our 
Trust. Between April 2009 and March 2012 we have significantly reduced the number of MRSA and 
Clostridium difficile cases in our hospitals:

Total number of cases 

 April 2009-March 2010 April 2010- March 2011 April 2011-March 2012

MRSA 18 8 4

C difficile 222 108 64

All NHS trusts have to meet an annual target for HCAIs – which they must aim not to exceed. This target is based on 
the previous year’s performance. We are required by the Department of Health to monitor HCAIs and our performance 
is recorded on a monthly basis on the Health Protection Agency website (www.hpa.org.uk) to our primary care trust 
commissioners as part of the Assurance Framework.

Our aim is to have a zero tolerance approach to HCAIs.  Objectives set for 2012/2013 remain challenging.

Trust targets

 2011-2012 objective 2012-2013 objective

MRSA 6 4

C difficile 91 73
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How we are continuing to maintain and improve our performance

Governance

•	 all	MRSA	and	Clostridium	
difficile cases are investigated 
using a multi disciplinary special 
investigation approach and 
cases are presented to a weekly 
meeting to ensure learning 
is disseminated across the 
organisation

•	 each	service	reports	back	on	
any cases at local governance 
meetings

•	 a	summary	of	each	case	is	
presented at governance 
meetings

•	 a	bi-monthly	report	is	presented	
to our governance meeting.

Training

•	 the	Infection	Prevention	and	
Control Team delivers training 
to staff at induction, mandatory 
training and link nurse training 
including key skills training to 
medical staff at their induction

•	practical	training	is	delivered	
by the Infection Prevention and 
Control Team and innovative 
methods are explored including 
video and an interactive quiz to 
ensure the infection prevention 
message comes across.

•	additional	training	is	provided	in	
those areas that have had recent 
Clostridium Difficile or MRSA 
cases.

Audit

•	 link	nurses	and	ward	managers	
carry out hand hygiene audits 
and monitor infection control 
performance on a weekly and 
monthly basis

•	 additional	spot	checks	assessing	
environmental standards and 
hand hygiene are completed 
by the Infection Control and 
Prevention Team.
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Keeping patients well-nourished 

Aim: To make sure patients who need parenteral nutrition 
 (intravenous feeding) have been assessed and   
 reviewed by our specialist nutritional team

Goal:  To review all patients on parenteral nutrition to make 
 sure they are having appropriate treatment to meet  
 their needs in relation to hydration, blood monitoring, 
 weight and intravenous access management

Outcome:   Achieved

It has been demonstrated that in the UK, one in three adults admitted to hospital are deemed as being at risk 
of malnutrition (British Association for Parenteral and Enteral Nutrition 2010). There are a variety of national 
frameworks and requirements for measuring the performance of nutritional care and outcomes which we 
comply with. Some patients are not able to have the nutrition they need in the traditional way and their 
needs have to be met in alternative ways using intravenous nutrition and hydration.

Parenteral nutrition is only considered 
if all other routes of feeding have 
been unsuccessful. The pharmacy 
department make up supplements 
that are specifically designed to 
meet individual patient’s needs.  Our 
specially trained nutritional nurses 
are responsible for making sure patients 
have the right Intravenous access for 
their needs. These nurses monitor 
very closely any complications that can 
arise including the risk of infection, line 
blockage, intravenous lines becoming 
displaced, pain related to inflammation 
of the vein or the presence of a small 
blood clot causing swelling of the arm.

The importance of clear evidence 
based guidelines, care plans or 
treatment management plan using 
the correct equipment is embedded 
in the training and education given 
to our staff, patients and carers.

Patients, carers and nursing staff 
have become confident and 
competent in managing parenteral 
nutrition. Improved communication 
and an identified person to contact 
for advice prevent complications and 
readmission to hospital.

Careful selection of which patients 
need parenteral nutrition, with 
consideration of other ways of 
feeding the patient means that 
only 73.7% of patients referred 
received parenteral nutrition. Most 
patients start this feed within 24 
hours (98.7%) of referral,  line 
infection rates were 2% lower 
than the previous year, with a 1% 
increase in the number of patients 
who developed a blood clot in their 
vein (related to the complexity of 
their illness) and an increase of 2% 
related to blocked lines, highlighting 
the need for further training.

Outcomes related to parenteral nutrition administration 2011 2010

Number of patients appropriately referred for parenteral nutrition 73.7% 72.5%
Percentage of patients reviewed within 24 hours of referral and  98.7% 96%
commenced on parenteral nutrition

Line infection rates 0.5% (0.3/1000days) 2.5% (1.5/1000days)

Re-feeding complications 1.1% 2%

Phlebitis (Inflammation of the vein) 4% 7%

Thrombus (small clot in the vein) 2.5% 1.5%

Line blockages 7% 5%
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End of life care  

Aim: To continuously improve the quality of end of life care 
 by providing a excellent training and education 
 programme

Goal:  Our mission is to continue to drive and sustain the   
 quality of care for patients with advanced incurable  
 illness and to enable more patients to live and die in  
 the place of their choice. This should enable every  
 patient and their family to retain their personal dignity, 
 autonomy and choice

Outcome:     Achieved

   
End of life care is a complex and challenging area of healthcare, and one in which nursing staff 
engage in on a daily basis. To improve quality end of life care, a trained and supported workforce, 
operating in the right structure, unconstrained by professional and organisational boundaries, is 
needed.

Foundation training in end of life care 
(linked to the Department of Health’s 
list of common core competencies in 
end of life care), is firmly established 
within our hospitals. The training 
is coordinated by the Specialist 
Palliative Care Team, supported by the 
Executive Team, the End of Life Care 
Commissioner and the Marie Curie 
Palliative Care Institute Liverpool. 
Training incorporates symptom 
management, care planning in end of 

life care, care of the dying and basic 
communication skills.  

This is supported by the seven day, 
face to face, Specialist Palliative 
Care Service, enhancing the patient 
experience and increasing the 
opportunity for support and learning 
for the workforce at the bedside. 

A study was carried out to explore 
whether this education programme 

was able to demonstrate any 
increase in knowledge and 
confidence levels in the registered 
nurses and healthcare assistants 
who attended. Pre and post 
questionnaires demonstrated that 
following education and training, 
there was a noticeable increase in 
knowledge and confidence levels 
when dealing with end of life issues 
following attendance at the training 
day (please see graph on page 22).

“

“Top class care by every member 
of the hospital staff.



Knowledge and confidence questionnaire (before and after training)

The year ahead will see the delivery of the outcomes as outlined in the Route to Success in End of Life Care – achieving 
quality in acute hospitals (2010).  The following hyperlink can be used to find out more about these outlines:
www.endoflifecareforadults.nhs.uk and search for the route to success.
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“

“The Royal is one of best hospitals who 
cared and looked after me while I was 

there. [4-5 times.] Thank you all.
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Management of sepsis  

Aim:  To improve recognition and reduce harm/death from  
 Sepsis
 
Goal:   To ensure 95% compliance with the surviving sepsis  
 care bundle 

Outcome:   Close to outcome
 
Keeping patients safe is a fundamental expectation of both healthcare providers and patients. The 
notion of avoidable harm however is a relatively new concept. Over recent years more attention has 
been focused on the complications which sometimes occur on a patient journey which result in harm 
which could be avoided if certain steps are taken.

Sepsis, otherwise known as 
‘septicaemia’ or ‘blood poisoning’, 
is a medical emergency, just like 
a heart attack or a stroke. When 
a patient becomes septic, their 
supply of nutrients and oxygen 
becomes interrupted, affecting 
their vital organs. Sepsis can have 
a devastating outcome for patients 
and their families and carers.

Care bundles are a proven, structured 
way of improving processes of care 
and preventing harm and death. 
Early recognition of severe sepsis 
and delivery of key interventions 
surviving sepsis care bundle within 
an hour of diagnosis can significantly 
reduce death.

Although a significant amount of 
work has been carried out in the 
education of medical and nursing 
staff, we are concerned that patients 
with sepsis are not always recognised 
and therefore do not receive prompt 
treatment in line with the sepsis 
bundle. An audit of the treatment of 
patients with suspected sepsis is in 
progress.  

For haematology and cancer 
patients, all infective episodes need 
to be taken extremely seriously and 
treated promptly with antibiotic 
therapy. Neutropenic sepsis (infection 
in the bood) is a medical emergency 
and an indication for immediate 
admission and prompt treatment 
with intravenous antibiotics.  Infection 
may progress within hours.  Therefore 
patients presenting with suspected 
sepsis must be assessed within 30 
minutes of arrival to hospital or, 
for inpatients, within 30 minutes 
of symptoms and action taken with 
intravenous antibiotics within 60 
minutes of presentation.

Treatment of sepsis has been a key 
priority for us this year and will 
remain so for the coming year and 
has been included in our safety goals 
and diagram on page 24.

The Surviving Sepsis Campaign 
was developed to improve the 
management, diagnosis, and 
treatment of sepsis.

The aim of the care bundle approach 

is to reduce mortality from sepsis via 
a multi-point strategy, primarily: 

•	 building	awareness	of	sepsis	

•	 improving	diagnosis	

•	 increasing	the	use	of	appropriate	
treatment 

•	 educating	healthcare	
professionals 

•	 improving	post	intensive	
treatment and care 

•	 developing	guidelines	of	care	

•	 facilitating	data	collection	for	the	
purposes of audit and feedback.

Reducing avoidable harm by 50%
We use the Institute for Healthcare 
Improvement’s (IHI) Global Trigger 
Tool to provide us with an 
understanding of the incidence of 
harmful events. This tool requires us 
to randomly select clinical records 
each month and review them for 
harmful events.  It is on this data that 
we base our reduction in harmful 
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events. At the time that we adopted 
this tool it was considered to be the 
most appropriate for measuring 
harmful events. We now believe that 
it is not sensitive enough to measure 
the changes in the incident that we 
have been working on. As a result 
of this we have chosen to measure 
the outcomes of individual harms. 
Examples included:

•	 audit	of	cardiac	arrests

•	 recording	and	escalation	of	mews	

•	 the	use	of	SBAR	(situation	
background assessment 
recommendation) as a 
communication tool on 
recognising deteriorating patients

•	 reduction	in	health	associated	
infections 

•	 falls		

•	 catheter	associated	urinary	tract	
infections.

We have seen the following 
improvements this year following 
a successful pilot in our Emergency 
Department:

•	 better	use	of	the	sepsis	guidelines

•	 improving	the	time	of	patient	
arrival to delivery of first dose 
of antibiotics and reviewing any 
delays in doing  

•	 staff	training	with	regard	to	
obtaining blood cultures

•	 using	an	image	of	a	person	called	
antibiotic man which indicates 
what appropriate antibiotics to 
use for specific areas of the body 

•	 joint	medical	microbiology	and	
infectious disease consultation 
team to support the wards

•	 multidisciplinary	case	note	review	
of all patient diagnosis with 
sepsis

•	 a	real	focus	on	education	for		
junior doctors and nurses with 
regarding to sepsis care

•	 participation	in	a	re-audit	in	
College of Emergency Medicine’s 
‘Surviving Sepsis campaign. 

 Next steps
 

•	 development	 and	 display	 of	
posters in accessible ward areas 
containing information on severe 
sepsis diagnosis and the elements 
of the severe sepsis ‘care bundle’ 

•	 develop	 the	 process	 for	 timely	
communication of results from 
laboratory to clinicians

•	 root	cause	analysis	of	all	cases	to	
identify key themes. 
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Improving the experience of patients with learning 
disabilities

Aim:  To improve access and patient experience for people  
 with Learning Disabilities and their carers
 
Goal:  To promote improvements in services for people with 
 learning disabilities by ensuring we always put people 
 first, listen to their views and provide a high standard 
 of care

Outcome:        Achieved 

It is estimated that around 1.5 million people have a learning disability.  Based on the local population 
we serve, this potentially equates to almost 20,000 interactions with individuals with learning 
disabilities each year.

We have made significant 
improvements throughout the 
year to improve access and patient 
experience for people with Learning 
Disabilities and their carers.

Our multidisciplinary learning 
disabilities (LD) steering group has 
representation from community 
services and service users. We 
have 27 learning disability multi-
disciplinary champions who attend 
bi-monthly meetings and quarterly 
education sessions. 

In July 2010, we hosted an event on 
the Mencap report, which looked 
at the inequalities which patients 
with LD experienced whilst using 
the NHS. We hosted the second 
national event in October 2011, 
which encouraged shared learning 
and best practice to enhance the 
experience of people with disabilities 
attending our hospital.

In November 2011 we participated 
in a region learning disability project, 
this included collaboration between 
various hospitals to undertake a self 
assessment and share best practice

•	 information

•	 reasonable	adjustments

•	 involvement	 of	 people	 with	 a	
learning disability and their carers

•	 capacity,	 consent,	 safeguarding	
and the law

•	 leadership	and	management	

•	 fundamental	care
 
We have met all indicators, are fully 
compliant and continue to monitor 
progress.  We have continued to 
focus on advanced care planning 
for patients who require planned 
admissions. This proactive approach 
to meeting with carers to discuss 
the health needs of patients on 

admission has resulted in improved 
patients’ experience and outcomes. 

An alternative admission referral 
route is via the community services 
who contact the LD lead to refer 
patients with specialist needs.  This 
has resulted in a joint pathway 
including the patient being sedated 
at home and escorted to the hospital 
and home to ensure the patient’s 
needs are met. 

Each ward area have a learning 
disability folder which includes 
information regarding health 
passports, support services and 
action planning. 

We have a Equality and Diversity 
(E&D) virtual learning package in 
place for all grades of staff to raise 
the awareness of the E&D agenda 
including legislation, human rights 
and disability.
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We have implemented recommendations following the Mencap report, this includes:

•	 the	 installation	 of	 two	 changing	 place	 facilities	
(for patients and carers) one at the Royal and one 
at Broadgreen Hospital. Both facilities have been 
registered on the Changing Places website and 
provide space and facilities for patients and their 
carers.

•	 representatives	 for	 various	 internal	 and	 external	
agencies undertook a “Way finding exercise” to 
improve signage for patients with learning difficulties 
and visual impairments. This resulted in improved 
colour coded signage boards and appointment letters 
incorporating makatron symbols, which are beneficial 
for people who may have difficulty reading or if 
English is not their first language.  

Information cascaded throughout 
the local forum for LD has resulted 
in us receiving recognition for best 
practice and we have presented at 
national meeting and SHA events for 
sharing practice. 

In addition the following have also 
been implemented: 

•	 adapted	IT	system		to	identify	
patients with complex needs 

•	 electronic	health	passports	-			
information is updated at each visit

•	 easy	read	leaflets	and	patient’s	
letters including palliative / end 
of life care

•	 action	plan	details	have	been	
incorporated into our directory 
of services 

•	 familiarisation	visits	to	the	
outpatient department prior to 
appointment  for patients before 
their first appointment

•	 audit	of	care	post	discharge	
with Mersey Care NHS Trust and 
relatives 

•	 We	are	working	to	develop	a	
notification system to tell the 
Emergency Department of 
planned admissions for patients 
with specific disabilities. 
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Improving the experience in outpatients

Aim: To deliver an improved outpatient service

Goal:  To improve patient experience

Outcome:  Improved environment and support given to patients 

Outcome  Achieved

We have had a particular focus this year directed at making improvements to the experience of our 
patients attending the outpatients department.

This was driven by our Outpatient 
Improvement Group whose main  
aim was to review all aspects of 
patient experience and to identify 
ways of improving the service 
we offered. The group included 
staff, representatives from Local 
Improvement Networks (LINks) and 
our Patients’ Council. 

The following 
areas were identified

•	 environmental	 review	 to	 improve	
comfort of surroundings

•	 improve	 information	 and	
communication to patients

•	 improve	 customer	 service	 and	
deliver consistent approaches to 

supporting our patients regardless 
of which outpatient clinic is visited. 

The environmental review was a 
large scale piece of work which has 
delivered significant improvements 
in the clinics both for patients and for 
staff, including new artwork which 
has also been an important addition 
to the environmental review.

All areas have now been refurbished 
to varying degrees, depending 
on need.  New more easy usable  
reception desks have been installed. 
Seating was a problem in some 
areas, more comfortable seating has 
now been installed.    

To improve the information given 
to patients, we introduced TV 

information screens in all areas to 
inform our patients of clinic running 
times, the nurse in charge of the 
clinic and also the names of the 
consultants in those clinics.  

Customer service training was 
delivered to every member of 
outpatient staff including all the 
clerical staff working in clinic.  Strong 
leadership is vital to maintaining our 
standards and our senior nurses 
and newly appointed lead nurse for 
outpatients have helped us to deliver 
on this. 

Patient feedback during our 
improvement work was vital in 
helping us focus on the right things.  
The following questions highlight 
some of the feedback we received:

These results highlight that the majority of patients felt 
our staff did everything they could to meet their needs. 
This question was included as a measure of the work 
undertaken to develop our staff in terms of customer care 
and our core value of putting patients first
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Patients gave positive feedback for this question and we 
will continue to monitor this on a regular basis

As part of the improvement we are focusing on reducing 
waiting time in clinics. Our aim is to make sure patients 
wait no longer than 30 minutes past the time of their 
appointment.  Where there are longer waits or where the 
patient is undergoing a number of tests whilst at the clinic 
we introduced a service offering patients refreshments.   
Our results have been variable however we are continuing 
to work with the WRVS to make sure this happens in a 
consistent way

Waits in clinics are sometimes unavoidable and what our 
patients tell us is that they want to be informed of any 
delays so they can make an informed decision regarding 
their appointment. Some areas performed really well and 
others not as well. The introduction of TV screens in all 
clinics has helped to improve this and our focus is also to 
keep patients informed when there are no delays
 

It is important that patients know who is in charge of a 
particular clinic as this means they have a point of contact 
for any questions. Performance is of a high standard in 
general
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Privacy and dignity 
(including elimination of mixed sex accommodation)

Aim:  To ensure we remain compliant with the 
 Department of Health guidance for single sex   
 accommodation 
 
Goal: We will have no breaches of single sex accommodation  

Outcome:      Achieved  

Ensuring patients’ privacy and respecting their dignity is very important to us and a top priority for 
all staff. 

The Department of Health Operating 
Framework in 2009 aimed to 
deliver substantial and meaningful 
reductions in the number of patients 
who report that they share sleeping 
or sanitary accommodation with 
members of the opposite sex. 

A series of measures were designed 
to all but eliminate mixed-sex 
accommodation and introduce 
rigorous and transparent performance 
measures from April 2010, to ensure 
same-sex accommodation is provided 
for every NHS patient.

We are committed to improving the 
quality of patient experience and for 
meeting these standards which are 
closely linked to our strategic values 
and vision.

Delivery against the principles of 
the privacy and dignity plans are 
monitored monthly to ensure that 
we remain compliant.

Every patient has the right to 
receive high quality care that is safe, 
effective and respects their privacy 
and dignity. We are committed to 
providing every patient with same 
sex accommodation, because it 
helps to safeguard their privacy 
and dignity when they are often at 
their most vulnerable.  Same-sex 
accommodation means that patients 
will not share a sleeping area, 
bathroom or toilet with a member 
of the opposite sex.

We are proud that mixed sex 
accommodation has been virtually 
eliminated in our hospitals. There 
have been no mixed-sex breaches 
in our hospitals since March 2011 
except in designated clinically 
justified areas such as critical care. 

Patient safety walkabouts are carried 
out twice a month by the executive 
team members, Patients’ Council 
representative and matrons. In 

addition this is included in the ward 
key performance indicators and 
quality ward audits.

We provide monthly reports to our 
Trust Board and commissioners 
(those who buy our services) on our 
performance based on feedback 
from those who use our services. 
 
What our patients say

We continue to use a number of 
tools to obtain patients views and 
feedback. In relation to single sex 
accommodation, patients washrooms 
and toilet facilities patient responses 
continue to be positive.

The following performance data is 
based on responses from patient’s 
experience trackers covering the 
period of 1 April 2011 to 31 March 
2012.
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Question Target answer %

Do you feel you have been treated with dignity and respect during your stay in hospital?  Yes 98.3

During your stay have you shared a room or bay with patients of the opposite sex? No 99.3

While staying in hospital have you ever used the same bathroom or shower areas with  No 94.3
patients of the opposite sex? 

Are the toilets and bathrooms clearly indicated male and female? Yes 96.5

If you experienced pain during your stay do you feel staff did all they could to help? Yes 98.5

Overall Performance  97.3

In addition we undertake an independent monthly patient experience questionnaire, which indicates responses to the three 
Care Quality Commission questions related to privacy and dignity which have been answered NO 

Question Sample Size Annual % 
 1294 score

CQC Q14 / Question 1:  When you were first admitted to a bed on a ward,  1289 99.6%
did you share a sleeping area, for example a room or bay, with patients 
of the opposite sex

CQC Q17 / Question 2:  If you moved to another ward (or wards), did you  1290 99.7%
ever share a sleeping area, for example a room or bay, with patients of 
the opposite sex?   

CQC Q19 / Question 3:  While staying in hospital, did you ever use the  1263 97.6%
same bathroom or shower area as patients of the opposite sex?     

We review the data monthly and this has highlighted that the ‘yes’ responses to  question three relates to the use of the 
assisted wash facility which is not a designated single sex room but does have a sign indicating this. 

We have not only focused on inpatient 
areas but also reviewed all outpatient 
facilities to ensure compliance with 
privacy and dignity. These include:

•	 X-ray,	nuclear	medicine	
department and ward based 
outpatient clinics 

•	 training	on	induction	and	clinical	
updates to include privacy and 
dignity

•	 analysis	of	privacy	and	dignity	
issues by reviewing feedback 
with questionnaires, and audit 
on patient experience to change 
practice

•	 all	new	refurbishments	comply	
with appropriate guidance 

•	 reviewed	our	provision	for	
patients to be spoken to in 
private

•	 introduced	wrap	around	patient		
gowns

•	 introduced	signage	to	prevent	
people opening curtains that are 
closed around a patient.

The full declaration is available on 
our website at www.rlbuht.nhs.uk
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During 2011/12, 38 national clinical audits and three national confidential enquiries covered NHS 
services that the Royal Liverpool and Broadgreen University Hospitals NHS Trust provides. 

During that period the Royal 
Liverpool and Broadgreen University 
Hospitals NHS Trust participated 
in 79% of national clinical audits 
and 100% of national confidential 
enquiries which it was eligible to 
participate in. 

The national clinical audits and 
national confidential enquiries that 
the Royal Liverpool and Broadgreen 
University Hospitals NHS Trust was 
eligible to participate in during 
2011/12 can be viewed in appendix 1. 

The reports of 19 national clinical 
audits were reviewed by the 
provider in 2011/12 and the Royal 
Liverpool and Broadgreen University 
Hospitals NHS Trust intends to take 
the following actions to improve the 
quality of healthcare provided:

•	 following	College	of	Emergency	
Medicine (CEM) consultant 
Sign off audit in the Emergency 
Department (ED), the team 
decided to introduce a consultant 
sign off at back of ED cards

•	 the	National	Audit	of	the	care	
of patients with dementia 
highlighted areas for 
improvement. A training plan is 
being set up with the dementia 
link nurse and a Dementia 
Steering Group has been set up

•	 following	the	audit	of	the	
BASHH (British Association for 
Sexual Health and HIV) sexually 
transmitted infection (STI) 
Management Standards, the team 
have modified the proforma to 
accommodate past sexual history

•	 following	the	National	Audit	of	
Seizure Management in Hospitals 
(NASH), the team are to improve 
the advice given regarding 
driving and epilepsy

•	 following	the	National	Bowel	
Cancer Audit Programme 
2009/10, the team will improve 
data completeness with regular 
validation reports drawn up by 
the audit team.

For the following it was felt that 
we achieved comparably or better 
then nationally and no actions were 
identified:

•	 national	vascular	database	audit

•	 national	diabetes	inpatient	audit

•	 British	Society	of	
Gastroenterology (BSG) 
colonoscopy audit.

The reports of 89 local clinical audits 
were reviewed by the provider in 
2011/12 and the Royal Liverpool and 
Broadgreen University Hospitals NHS 
Trust intends to take the following 
actions to improve the quality of 
healthcare provided.  Examples of 
actions to be taken are as follows:

•	 there	was	a	review	of	pressure	
ulcers in hip fracture patients, 
and the following improvement 
measures were put in place:

•	 all	hip	fracture	patients	are	
now nursed on specialist beds 

•	 hip	fracture	patients	who	
develop pressure sores are 
investigated

•	 lessons	learnt	from	this	are	
disseminated to all staff

•	 a	best	practice	guideline	for	
management of pressure 
ulcers has been developed 

•	 following	an	audit	to	ensure	the	
guidance of MRSA screening in 
surgical patients was followed 
correctly, improved education 
and awareness of clinical staff 
of MRSA screening guidance 
was implemented. This will be 
tested by unannounced re-audits 
over the coming year. Updated 
MRSA leaflets are available on 
all surgical wards and will be 
checked by unannounced visits.

•	 the	results	of	the	national	audit	
of continence care in hospital 
in 2010 identified areas of 
improvement. This directly led to 
the appointment of a specialist 
continence care nurse and a 
specific patient care pathway. 
A local audit took place this 
year to monitor current practice 
following the introduction of 
these measures. The audit has led 
to specific education packages 
for clinical staff. A re-audit in the 
coming year will assess the level 
of improvement.

Engagement in clinical audits 

We have made significant progress 
this year to align our audit plan with 
our strategic objectives. The audit 
plan, and monitoring of the plan 
is firmly embedded in directorate 
and divisional governance and risk 
structures.   
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2011 saw the introduction of the 
first division wide audit symposium, 
in our Core Clinical Services division.   
The success of this event has led to 
it being rolled out across Medicine 
and Surgery admissions. The Clinical 
Audit Assurance Group continues 
to provide Board level input to the 
review and approval of the audit 
plan and meets quarterly to retain 
oversight on significant audit 
requirements for our hospitals

In 2012, we will begin a hospital 
wide audit leads meeting, meeting 
quarterly to ensure areas of best 
practice are shared, and to support 
and develop cross boundary audits.  

 

““The attention to my diagnosis 
was second to none. The doctors 
were a credit to the hospital and 

the nursing care excellent.



Participation in clinical research

33

The number of patients receiving NHS services provided or sub-contracted by the Royal Liverpool 
and Broadgreen University Hospitals NHS Trust in 2011-12 that were recruited during that period to 
participate in research approved by a research ethics committee was 4145. “

“ Innovation is a core 
value of the Trust

Tony Bell, chief executive, 
at the Excellence at the Royal day

The new Royal Liverpool University Hospital represents a crucial step toward the development of the Liverpool BioCampus 
developing new treatments through research and a hub for the future of health science research in the North West. 
We are pleased to receive the renewal of the funding for the NIHR (National Institute for Health Research) Pancreatic 
Biomedical Research Unit.  Unfortunately funding was not renewed for the Biomedical Research Centre for microbial 
diseases.  However we are striving towards new areas of research and applying for phase I accreditation for our Clinical 
Research Facility and moving into gene therapy research for the first time. 

We have strong collaborations with the University of Liverpool including sponsorship of national and international studies

Major areas 
of research

Gastroenterology

CancerEye

Dental

Pharmacology

Infectious Diseases

Diabetes

At the end of the financial year (March 2012) we had 183 leading researchers working on 457 active research studies of 
which 227 have NIHR support. Our increasing level of participation in clinical research demonstrates our commitment to 
improving the quality of care provided and making a significant contribution to wider health improvement. As a result 
the department was a finalist in the Health Service Journal awards.
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One of our successes over the last 12 
months has been the introduction 
of Consent4consent. This initiative 
allows patients to register an interest 
in receiving information about 
research that they might wish to take 
part in. Researchers can then apply to 
the governing committee to be able 
to send specific project information 
to a group of patients. This also 
helps to inform our research strategy 
and links in with the government 
directive around freeing up access to 
patient data.

The Excellence at the Royal Day was 
a great success and brought together 
those undertaking research, innovation 
and service improvement work, along 
with partnering companies that are 
helping to move us forward.  David 
Fillingham, chief executive officer 

of Advancing Quality Alliance, the 
North West Quality Observatory was 
one of our guest speakers and was 
accompanied during the morning by 
staff and partners involved in large 
scale improvements. 
  
Last year our Quality Account stated 
that it would report the following 
data this year: 

•	 in	2011/12	we	met	the	10%	
target increase in recruitment 
into clinical research and 
we propose to increase our 
recruitment by a further 25% in 
2012/13

•	 the	number	of	new	studies	
opened during 2011/12 was 118 
and we will continue to monitor 
and report on studies completed 
during 2012/113

•	 we	have	introduced	a	new	
database to link with OSIRIS (our 
recruitment capturing software) 
to help with contract and 
financial tracking, this is called 
IBIS and we hope to have this 
fully populated within the next 
year

•	 we	have	made	significant	
progress with the use of the 
model clinical trial agreement by 
external sponsors and we intend 
to report accurate numbers 
managed under this framework 
in 2012/13.

We are also pleased to announce 
that Professor S Higham, professor 
of oral biology, won a Bionow 
Biomedical Awards 2011 for Optical 
technologies for non‐invasive 
dentification of dental caries and 
dental plaque.“

“It was the best experience of 
hospital care I have ever received.



Commissioning for quality and 
innovation (CQUIN) framework
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The framework is designed to help produce a system which actively encourages organisations to 
focus and to stretch themselves on quality improvement and innovation.

CQUIN in 2011-2012
A proportion of the Royal Liverpool and Broadgreen University Hospitals NHS Trust  income in year was 2.5% about £4.8 
million was conditional on achieving quality improvement and innovative goals between Royal Liverpool and Broadgreen 
University Hospital NHS Trust and Liverpool Primary Care Trust, our main commissioner, through the CQUIN payment 
framework. A summary is included below

Priority Critical Success Factors Trust Position

Patient Experience Monitoring performance against five key questions from the  Achieved 
 National Patient Survey 

Venous- 90% of inpatients will have a VTE (risk assessment on patient  Achieved
Thromboembolism (VTE) who are at risk of developing a  blood clot in the lung or limbs) 
(blood clots) admission, with patients receiving effective prophylaxis, and 
 root cause analysis on confirmed cases 

Advancing Quality Utilising clinical pathways for patients admitted with Acute  Achieved
 Myocardial Infarction (heart attack), Hip and Knee Replacement, 
 Heart Failure, Pneumonia, and Stroke 

Trauma Audit and  Completeness of participation in the TARN programme, and Achieved
Research Network (TARN) reduce time to CT for the most severely injured patients.
 
High Impact To improve care and practice for patients in the following areas:
Interventions	 •	 Reducing	pressure	ulcers	 Achieved
	 •	 Preventing	falls	 Achieved
	 •	 Where	to	die	when	the	time	comes	 Achieved
	 •	 Reducing	Infection	from	Urinary	Catheters	 Achieved
	 •	 Assessment	of	patients	nutritional	status	 Achieved
	 •	 Discharge	planning,	with	the	introduction	of	case	managers		 Achieved
	 •	 Fit	and	well	to	care	(nursing	sickness	rates)	 Achieved
 
Brief Interventions To deliver brief advice in relation to smoking cessation, obesity  Achieved
 and drugs/alcohol, rolling out training and developing reliable 
 data collection systems in support of this 

Discharge planning Implementation of electronic discharge summaries for inpatients Achieved 
 
Enhanced Recovery To implement the Enhanced Recovery pathways across the  Achieved
 Colorectal, Urology, Breast and Orthopaedics specialties 

A summary of our agreed goals for 2012/13 can be viewed in Appendix 2. Further details of the agreed goals for 2012/13 
are available by writing to the chief operating officer and executive nurse, Ms D. Wake or on the web-link below 
www.rlbuht.nhs.uk 
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Information Quality

Our information quality team 
continues to monitor and investigate 
any data quality issues that are 
identified on our electronic patient 
administration system to assist in the 
delivery of high quality, reliable data.

The team continues to report a 
range of key performance indicators 
which assist in the monitoring of 
quality, providing assurance to the 
organisation on a quarterly basis to 
the Trust Board.

NHS number and general 
medical practice code validity

The NHS Number is a unique 
number that identifies an individual 
patient and is used to support direct 
patient care. It can identify patients 
in systems locally and nationally and 
is also used for ensuring patients are 
treated safely and correctly. Using 
the NHS Number is acknowledged 
as an indicator of good data quality 
and underpins world class care whilst 
improving patient safety. 

The Royal Liverpool and Broadgreen 
University Hospitals NHS Trust will 
be taking the following actions to 
improve data quality:

•	 we	have	a	dedicated	data	quality	
team which validates the quality 
of data recorded on the Patient 
Administration System

•	 data	recorded	in	our	hospitals	is	
monitored using a combination 
of locally produced and nationally 
available reporting

•	 quarterly	data	quality	report	containing	key	performance	indicators	are	
shared with our Trust Board

•	 both	internal	and	external	audits	assist	in	assuring	us	of	the	quality	of	data	
held about the care we have provided to patients

•	 we	meet	with	and	work	closely	with	our	commissioners	to	provide	
assurances that the quality of data submitted to the Secondary Uses Service 
(SUS).

The Royal Liverpool and Broadgreen University Hospitals NHS Trust submitted 
records during April 2011 – December 2011 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 which included 
the patient’s valid NHS number was:

99.8% for admitted patient care

99.9% for outpatient care

98.2% for emergency care.

 

The percentage of records in the published data which included the patient’s 
valid General Medical Practice Code was:

100% for admitted patient care

100% for outpatient care and

100% for emergency care.
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Clinical Coding 
In January 2012 our annual Information Governance audit report was completed. 

The report provides an appraisal of how well we are adhering to national clinical coding standards and was performed to 
satisfy requirement 505 of the Information Governance Toolkit Version 9. 

In addition the Royal Liverpool and Broadgreen University Hospitals NHS Trust was subject to the Payment by Results 
clinical coding audit during the period by the Audit Commission and the error rates reported in the latest published audit 
for that period for diagnoses and treatment coding (clinical coding) were:

Coding Field                                                      Internal audit results

 Audit Commission 2011/12 Results (%) Comparison with 2010/11  
 results   Results (%)

Primary Diagnosis 87.50 96.00 +4.00

Secondary Diagnosis 92.80 94.29 +6.50

Primary Procedure 94.20 96.34 +2.70

Secondary Procedure 94.90 92.35 +3.56

The information governance audit report stated the clinical coding at our hospital was very good.  The clinical coding 
recorded by us improved in all fields. This improvement in quality was enough to earn level three for requirement 505 
of the Information Governance Toolkit (IGT). This is a higher level that was attained last year and demonstrates that our 
coding team can code to a high standard. 

Information Governance Toolkit (IGT)
There are six initiatives with 45 standards.  The initiatives include, information governance management, confidentiality 
and data protection assurance, information security assurance, clinical information assurance, secondary use assurance, 
corporate information assurance. 

The Royal Liverpool and Broadgreen University Hospitals NHS Trust Information Governance Assessment report overall score 
for 2011/12 was 83%, and was graded as unsatisfactory (red) due to one standard at level one (element 112 for information 
governance  training).  The IGT is available on the connecting for health website www.igt.connectingforhealth.nhs.uk

A sub-set of the Information Governance Toolkit scores are also used to monitor compliance with standards required for 
the NHS Operating Framework, the NHS Care Records Guarantee and the Statement of Compliance.  Although standard 
112 (IG Training) was not compliant, there has been a significant improvement in training this year.  This remains a priority 
for us and our current information governance training score is 91.7% against a national target of 95%.  

The table illustrates that 22 of the 45 standards are at level 3 which is the highest attainment level. 

Scores

 Level  0 Level 1 Level 2 Level 3

2011/12 0 1 22 22

2010/11 0 1 26 18
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An audit carried out by Mersey 
Internal Audit Agency for the 
October submission of the IGT gave 
a ‘significant assurance’ rating.

Following some data loss last year we 
have signed an undertaking with the 
Information Commissioners office 
and volunteered for an audit that 
was carried out in November 2011.  
The Information Commissioner gave 
us a ‘reasonable assurance’ rating, 

and said ‘the arrangements for data 
protection compliance with regard 
to governance and controls provide a 
reasonable assurance that processes 
and procedures are in place and being 
adhered to. The audit has identified 
some scope for improvement in 
existing arrangements but these are 
low priority’.

There have been three incidents 
which require notification this 

calendar year. The incidents are 
associated with paper documents 
containing personal information 
that were found outside of, but 
returned to, the Trust. All the 
incidents have been investigated and 
appropriate action taken to ensure 
the continuation of high standards 
of security and confidentiality 
expected.

 ““Everything was excellent, after I was 
discharged and went home the pain increased 

and when I rang the ward they were more 
than welcoming to let me go back in for 

three more nights and I was then cared for 
exceptionally well.



Consultation on our 
Quality Account
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Patient feedback is important to us. Over the course of the year we have had several opportunities to 
discuss the Quality Account (internally and externally) and what quality means to our stakeholders.  
We have continued to implement and monitor the goals we identified within our quality strategy and 
have monitored and reported on our performance both inside and outside of our hospitals.

To prepare this year’s Quality Account 
and discuss progress against last 
year’s priorities we have three public 
consultation events, one on each 
of its registered locations (Royal, 
Broadgreen and Dental). The events 
gave staff and stakeholders the 
opportunity to discuss our priorities, 
describe those services they would 
like to see reviewed this year and 
share their views on what the 
priorities should be for next year. The 
events were really well attended and 
we had a lot of valuable feedback, 
which was then discussed at our 
Trust Board meeting.

In addition to the consultation 
events members of our Quality 
Improvement Council, Patients’ 
Council, Clinical Governance 
Committee and Trust Board have all 
had the opportunity to contribute to 
the development of the content of 
this year’s Account.

 

 

At Broadgreen Hospital At the Royal Liverpool 
University Hospital

At the Liverpool University 
Dental Hospital



Priorities for improvement 
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During our consultation exercises with stakeholders three priority areas have been chosen for the 
next 12 months. In addition there are two further priorities, which we are going to add to our list.

The first is in relation to medicines management which was a priority for us last year.  However, we did not quite achieve 
our 90% target of drug omissions (our performance was 81%) and because of this want to continue with our actions 
this year.  The full detail of this indicator is on page 10 of the Account.

The second addition is in relation to recognising and responding to deteriorating patients and managing sepsis.  We have 
done a lot of work this year on improving care for this group of patients, the detail of which is described on page 23 of 
this document.  We recognise that some of the actions we have implemented have yet to become fully embedded and 
because of this we will carry on making this a priority.

The three other priority areas are described on the following pages. ““The care that I received from all of the 
nurses and doctors was exceptional. I really 
felt as though I had gone private through 
BUPA or something. They are all fantastic 

and deserve medals .
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Reducing risk from falls
Aim: Improve patient safety by  educing the risk of falls

Goal:  Reduce falls by 10%

Improving safety for our patients is a high priority and falls has 
been an area where we have seen significant reductions in the past 
two years. In 2010/11 we reduced falls by 10% and in 2011/12 
by a further 10%. 

What we recognise is that falls can 
adversely affect the recovery of 
patients, cause serious injury and 
leave a significant psychological 
burden in the individual who falls. 

For this reason we prioritised a number 
of issues this year and these formed 
part of our CQUINs contract. All 
targets have been met.  However we 
wish to consider continuing with this 
as a priority for next year and want to: 

•	 deliver	a	further	10%	reduction	
in falls

•	 ensure	98%	of	patients	have	a	
falls risk assessment on admission

•	 ensure	that	any	patient	found	
to be at risk of falling has an 
appropriate plan of care in place

•	 undertake	a	root	cause	analysis	
of any falls that result in 
moderate to serious harm. 

The falls team consist of one full time 
‘falls lead nurse’ and one clinical 
falls nurse specialist. They provide 
ongoing education and support to 
staff, monitor falls activity, patterns 
and trends and advise on day to day 
management of patients. 

We intend to increase the resource 
to the falls team this year to deliver 
further improvements. 

•	 To	deliver	a	further	10%	
reduction in the number of falls 

•	 To	continue	to	meet	the	
targets for assessment and care 
planning/implementation

•	 To	use	lessons	learned	from	
our root cause analysis of falls 
resulting in moderate to severe 
harm and utilise this to deliver 
further reduction in harm

•	 To	improve	our	communication	
with relatives and carers 
regarding the risk of a fall 

•	 To	increase	resource	to	the	falls	
team to ensure wards and staff 
are fully supported.   

Report on progress

•	 A	monthly	report	on	progress	will	
be presented to the clinical policy 
and practice sub-committee

 

•	 Rick	Management	and	Quality	
Improvement Council
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Major Trauma Centre Collaborative (MTCC)

Aim: To improve the standard of Major Trauma care for   
 the population of Merseyside and Cheshire

Goal: Save lives (an estimated 20% reduction in lives lost)

In 2012/2013, the Royal Liverpool University Hospital, Aintree University Hospital and the Walton 
Centre are to work together as the Cheshire and Merseyside Major Trauma Centre Collaborative 
(MTCC). This will be supported by other strategic partners across the whole pathway of care for the 
population of Cheshire and Merseyside to ensure key improvements including

•	 rapid	access	to	acute	care	

•	 timely	clinical	intervention

•	 robust	rehabilitation	services.	

The MTCC also sets out our plans for 
service improvement governance to 
improve the quality of trauma care 
and achieve the standards that have 
been set nationally and by the North 
West Integrated Trauma System 
Board

The design of the Major Trauma 
Centre Collaborative is centred on 
an equal partnership and collectively 
the trusts will operate as the MTCC 
with collaborative involvement of 
specialist services. The partnership is 
due to be  operational from May 2012 
and will be reviewed annually with a 
full review of patient outcomes.

The MTCC will be supported by 
Trauma Units within Cheshire 
and Merseyside, with recognition 
of the pivotal role of the North 
West Ambulance Service (NWAS) 
and the development of effective 
rehabilitation pathways and will 
achieve the objectives set out by 
the North West Integrated Trauma 
System Board.

Key Objectives

•	 bring	significant	patient	benefit	
and improve the management 
and treatment of all trauma 
patients

•	 improve	productivity	and	
efficiency of trauma care across 
NHS providers of care

•	 save	lives	(an	estimated	20%	
reduction in lives lost)

•	 significantly	improve	the	chances	
of patients making a full recovery

•	 improve	access	and	flow	
through an integrated system of 
specialist, acute and community 
providers regardless of where 
people are injured

•	 assure	high	quality	and	efficient	
assessment, acute and specialist 
care and rehabilitation

•	 maximise	the	use	of	current	
services and resources

•	 enable	providers	to	co-manage	
clinical and financial risk

•	 drive	innovation	in	trauma	
services and workforce 
development

•	 create	opportunities	for	effective	
programmes to reduce the 
number of major trauma 
incidents.

Trauma Performance

For 2012/2013, the performance 
and quality of the Major Trauma 
Centre Collaborative will be assessed 
by the review of Key Performance 
Indicators.  These include the 
following

Data completeness

This is displayed as a percentage: 
this is the actual number of patients 
admitted to the Major Trauma Centre 
which is then submitted to Trauma 
Audit Research Network (TARN). 

Data Accreditation

This is a review of the number of 
times certain fields are completed 
for patients submitted to the 
(TARN) database. The fields used 
in the calculation include; patients 
consciousness level, date and time 
of arrival in hospital, outcome and 
relevant date, injury descriptions, 
transfer details, date and time of CT 
(computerised tomography) scan, 

Priorities for improvement 
2012/13
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date and time of operation, date, 
time and grade of the first doctor in 
the Emergency Department.

Time to CT

This is assessed as the total time from 
patient admission to the Centre to 
time to CT scan. The MTCC target is 
less than 60 minutes with an internal 
target of 30 minutes.

Internal System Key 
Performance Indicators

In addition, the overall response to 
the predicted increase in activity to 

the Major Trauma Centre will be 
monitored by the following:

•	 ambulance	turnaround	times

•	 four	hour	access	to	admission	
or discharge in the Emergency 
Department

•	 Rreferral	from	a	GP	to	treatment	
(18 week target).

Report on progress

•	 Progress	on	performance	for	the	
MTCC will be monitored both 
internally (Trauma Board and 
clinical and cost effectiveness 

committee via trauma clinical 
lead) and externally (by MTCC 
Collaborative Board, MTCC 
Clinical Board and the Network 
Board for Merseyside and 
Cheshire)

•		 Quality	Improvement	Council 

•	 Overarching	performance	will	be	
monitored (and published) within 
the North West TARN data

•		 The	CQUIN	action	plan	will	
be reported as current Trust 
arrangements. “

“The courtesy and respect shown to 
patients was wonderful. Staffs sunny 

smiles and humour was a tonic.
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Dementia care 

Aim: To improve diagnosis of dementia in hospitals

Goal:  To improve awareness and diagnosis of Dementia.    
 Patients 75 or over will be screened on admission to  
 hospital and those identified as at risk will be referred 
 for specialist diagnosis

Since 2009 there have been a number of key national drivers that are raising the profile of dementia:

•	 living	 well	 with	 dementia,	 a	
national dementia strategy which 
was published in February 2009

•	 the	National	Institute	for	Health	
and Clinical Excellence (NICE) 
quality standard for dementia

•	 operating	framework	for	the	
NHS in England 2012/13 has 
Dementia as a high priority

•	 national	CQUIN	2012/13	for	
dementia.

There is concern regarding the care 
of people with dementia in acute 
hospital. One in four adult beds 
are occupied by someone with 
dementia and these patients will stay 
in hospital for an average of seven 
extra days compared to people who 
are not diagnosed with dementia.

40% of people over the age of 
75 admitted to an acute hospital 
bed will have dementia alongside 
other conditions. Approximately 
50% of these people will not have 
been diagnosed prior to admission. 
Patients with dementia are at 
increased risk of falls in hospital and 
this is a real risk factor that needs to 
be managed.

There are three key reasons why 
we should improve recognition and 
diagnosis of people in hospital with 
dementia:

•	 people	with	dementia	require	
very specific approaches to 
their care. This includes how 
we communicate, how we 
prepare an environment and 
how we offer clinical treatment. 
One of the most important 
starting points in making 
these improvements is early 
and accurate diagnosis of the 
condition

•	 many	patients	in	hospital	suffer	
from cognitive impairment, 
which may be due to other 
causes such as delirium or 
depression. By improving how 
we diagnose dementia we will 
also improve how we diagnose 
and manage these other causes 
of cognitive impairment

•	 admission	to	hospital,	often	at	a	
time of crisis, in vulnerable older 
people who may have complex 
needs, provides an opportunity 
to detect people with dementia. 
We are then in a position to 
ensure these people receive the 
right referral and are offered 
support and treatment by the 
right team of staff. 

We have our own dementia steering 
group which now reports to our 
Quality Improvement Council. Our 
dementia care progress will be 
reported internally to the Quality 
Improvement Council, Patient 
Experience sub-committee and 
externally at the PCT Clinical  Contract 
meeting on a monthly basis. We have 
been fully engaged with processes 
to improve city wide services for 
patients with dementia and meet all 
requirements for acute hospital trusts 
in terms of the following:

•	 identified	senior	clinician	to	take	
a lead for quality improvement in 
dementia

•	 developed	a	specific	care	
pathway for the management 
and care of people with 
dementia, led by a senior clinician

•	 education	and	training	for	staff	
caring for people with dementia

•	 the	commissioning	and	provision	
of mental health liaison service 
for older people with dementia 
related needs.

We are pleased with progress made 
so far but for the year ahead we 
have further areas to develop.

Priorities for improvement 
2012/13



45

This year there is a national dementia 
CQUIN which includes:
 
•	 raising	awareness	of	dementia	and	

encourage people with symptoms 
and diagnosis to seek help

•	 early	diagnosis	support	and	
treatment for people with 
dementia and their carers

•	 identifying	end	of	life	plans	
for those in the later stages of 
dementia

•	 social	services	and	carer	
assessment for all

•	 psychiatry	for	diagnostic	and	
behavioural problems.

CQUIN targets have proven an 
invaluable means by which clinical 

services and care can be improved 
to the benefit of patients. We are 
focused on raising awareness of 
dementia and improving diagnosis 
using the following question as a 
risk assessment:

“Has the person been more forgetful 
in the last 12 months to the extent 
that it has significantly affected their 
life?“

If this triggers a ‘yes’ response 
then the person will be referred for 
specialist diagnosis. 

Our other priorities for dementia 
include:

•	 recruiting	to	an	advanced	nurse	
practitioner role for dementia.  
This person will be a strong 
support to nursing and medical 

staff in the ongoing management 
of patients who are admitted 
with dementia

•	 the	directorate	of	Clinical	
Gerontology provide the memory 
service clinics.  We are planning 
to further expand this and 
promote this service

•	 reviewing	a		ward		environment	
to identify how adjustments can 
be made to address the needs of 
patients with dementia

•	 using	care	pathways	to	ensure	
assessments focus not only on 
the needs of the patients but also 
their carers 

•	 embeding	advanced	care	
planning to identify end of life 
plans for those in the later stages 
of dementia. ““Has the person been more forgetful in 

the last 12 months to the extent that it 
has significantly affected their life?
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The Royal Liverpool and Broadgreen University Hospitals NHS Trust is required to register with the 
Care Quality Commission (CQC) and its current registration status is registered with full compliance 
with no conditions.

The CQC has not taken enforcement 
action against the Royal Liverpool 
and Broadgreen University Hospitals 
NHS Trust during the reporting 
period 1 April 2011 to 31 March 
2012.

The Royal Liverpool and Broadgreen 
University Hospitals NHS Trust has 
not participated in any special review 
or investigation by the CQC during 
the reporting period 1 April to 31 
March 2012.

Trust quality risk profile (QRP)

Every month, the CQC produces 
a quality risk profile for our 
organisation. It shows us  which 
areas we are achieving better, 
average or worse performance 
when compared to similar 
organisations against a range of 
targets. Our QRP throughout the 
year has shown ongoing progress 
against the 16 regulations outlined 
in the Health and Social Care Act. 

The 16 regulations fit under the five 
headings listed in the table below.

There were no sections in which we 
received a ‘worse than’ or ‘much 
worse than’ expected score. The table 
below illustrates the latest published 
risk estimate for each section.

Overall risk estimate

Section Overall Risk Estimate

Involvement and Information High Green

Personalised care, treatment and support Low Neutral

Safeguarding and safety Low Neutral

Suitability of staffing High Green

Quality and Management High Green

The risk estimate is colour coded - red, amber, yellow and green. Within each of these colour codes CQC have a high and 
low rating score. The estimate is published each month.
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Liverpool LINk statement

Liverpool LINk is pleased to be 
commenting on this third Quality 
Account from The Royal Liverpool 
and Broadgreen University Hospitals 
NHS Trust.

We would like to congratulate the 
Trust on producing a well presented 
and readable document within the 
strictures of the legislation. We are 
also pleased to note that an Easy Read 
summary document will be produced 
to ensure greater accessibility and 
that information will also be available 
to people with visual impairments.

It is encouraging to note that two of 
the three quality priorities for 2011/12 
have been met and that the third 
priority, medicines management, will 
remain a key priority for 2012/13 
- with the target remaining the 
eradication of 90% of drug omissions 
against the current rate of 81%.

We would also like to congratulate 
the Trust on achieving all it’s 
Commissioning for Quality and 
Innovation (CQUIN) targets and thus 
ensuring the maximum possible 
income from Liverpool PCT.

From Liverpool LINk’s perspective 
we are pleased to see an emphasis 
on Equality and Diversity within the 
document and an acknowledgement 
that quality delivery is intrinsically 
linked to equality delivery.

We have been impressed by the Trust’s 
efforts to improve care for people 
with Learning Disabilities and by the 
use of patient stories to help maintain 
and improve quality practice.

The Trust has continued to involve 
Liverpool LINk in it ’s Qual ity 
Improvement Counci l ,  Patient 

Experience Sub-Committee and 
Outpatient Improvement Group and 
has been helpful and transparent in 
it’s responses to LINk questions and 
suggestions around issues such as the 
discharge of older people/people with 
dementia.

We are particularly supportive of the 
Trust’s decision to include Dementia 
Care as a quality priority for 2012/13 
as this is an issue of increasing concern 
and importance to the public and 
across the health and social care sectors 
and is something we are committed 
to working on in partnership with 
providers across the sector.

We note the success that the Trust has 
had in improving the discharge process 
for the majority of patients including 
improved information, documentation 
and follow-up telephone calls as well 
as efforts to ensure that patients 
receive copies of discharge letters sent 
to their GPs. Liverpool LINk is currently 
working with the Trust and partners to 
focus on discharge to care homes.

We also note the work done through 
the Enhanced Recovery Programme 
to reduce length of stay for fractured 
neck of femur (broken hips) from 25 
days to 17.

As ever, we appreciate the ongoing 
work around improving customer care 
by all categories of staff, both clinical 
and non-clinical, and we hope to see 
an associated reduction in complaints 
about staff attitude in the coming year.

There is always more that could be 
done to involve patients and the public 
in priority setting and inclusion but we 
believe that the Trust is committed to 
doing this and we are willing to help 
facilitate this wherever possible.

Stanley Mayne, Liverpool LINk

Patient’s Council comments 
on the Trust’s Quality 
Accounts 2012

The  Patients’ Council of the Royal 
and Broadgreen University Hospital 
Trust have received the Trust’s Quality 
Accounts and had the opportunity 
to make comments.

The Council feel that the work 
carried out over the past year has 
involved a great deal of hard work 
across the Trust and they should be 
congratulated.

It is pleasing to see that the priorities  
suggested by the Council in 2011 
have been acknowledged and the 
recommendations for  2012  have 
been included in this years Quality 
Accounts.

Every effort is made by the Trust 
to enhance the Patient’s journey, 
this being carried out by obtaining 
the views of Patients by various 
methods.  PET (Patient Experience 
Tracker)  devices which capture the 
Patient’s views with regard to their 
treatment and safety walkabouts of 
clinics and ward areas where short 
interviews with Patients and Staff  
are undertaken.

The Patients’ Council receive 
continued support from the Trust 
and our views are valued.  The 
Council are confident that the Trust 
will continue with the excellent work 
already achieved.

Irene Kelly
Chair . Patients’ Council 
1st June 2012   
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Overview and Scrutiny 
Committee (Health 
and Social Care) 

The Committee received a verbal 
presentation from Denise Carroll, 
Deputy Director of Governance, 
Royal Liverpool and Broadgreen 
University Hospitals NHS Trust, on 
the Trust’s draft Quality Account for 
2011/12, and the work of the Trust 
in general.

The Trust was comprised of three 
hospitals, namely the Royal Liverpool 
University Hospital, Broadgreen 
Hospital and Liverpool University 
Dental Hospital.

Denise Carroll outlined progress 
on Trust priorities for 2010/11, as 
follows:-

•	 Medicines	management;

•	 Enhanced	recovery	programme;	
and

•	 Safe	discharge.

The Trust’s priorities for Improvement 
during 2012/13 included the 
following:-

•	 Medicines	management;

•	 Recognising	and	responding	
to deteriorating patients and 
managing sepsis, otherwise 
known as septicaemia or blood 
poisoning;

•	 Reducing	risks	from	falls;

•	 Major	trauma	centre	
collaborative; and

•	 Dementia	care.

Denise Carroll also responded to 
Members’ questions on the Account 
and general service provision.

The Committee had previously been 
supplied with the full version of the 
Trust’s draft Quality Account.

RESOLVED

That the draft Quality Account for 
2011/12 from the Royal Liverpool 
and Broadgreen University Hospitals 
NHS Trust be received.

Sefton Council
Overview and Scrutiny Committee 
(Health and Social Care)
Tuesday 29th May, 2012

 

NHS Merseyside Statement 

In line with the NHS (Quality 
Accounts) Regulations 2011, NHS 
Merseyside can confirm that we have 
reviewed the information contained 
within the account and checked 
this against data sources where this 
is available to us as part of existing 
contract/performance monitoring 
discussions and is accurate in relation 
to the services provided. We have 
reviewed the content of the account 
and can confirm that this complies 
with the prescribed information, 
form and content as set out by the 
Department of Health. 

As Director for Service Improvement 
and Executive Nurse for NHS 
Merseyside I believe that the account 
represents a fair and balanced 
view of the 2011/12 progress that 
The Royal Liverpool & Broadgreen 
University Hospitals NHS Trust has 
made against the identified quality 
standards. The Trust has complied 
with its contractual obligations and 
has made good progress over the last 
year with evidence of improvements 
in key quality & safety measures.
 

The Royal Liverpool & Broadgreen 
University Hospitals NHS Trust has 
taken positive steps to engage with 
patients, staff and stakeholders in 
developing a comprehensive set 
of quality priorities and measures. 
NHS Merseyside has an excellent 
relationship with the Trust and 
recognises their commitment 
to working closely with Clinical 
Commissioning Group to ensure 
the ongoing delivery of high quality 
services. 

Overall NHS Merseyside welcomes 
the vision described within the 
Quality Accounts, agrees on the 
priority areas and will continue 
to work with Trust to improve 
the quality of services provided 
to patients. NHS Merseyside is 
supportive of the process the Royal 
Liverpool & Broadgreen University 
Hospitals NHS Trust has taken to 
engage with patients, staff and 
stakeholders in developing a set of 
quality priorities and measures for 
2011/12 and applaud their continued 
commitment to improvement. 

Trish Bennett 
Director of Service Improvement 
& Executive Nurse 
NHS Merseyside



Appendix 1: Mandatory Clinical 
Audit Programme

Audit Title

Emergency Use of Oxygen (British Thoracic Society)
Adult community acquired pneumonia (British Thoracic Society)
Non-invasive ventilation – adults (British Thoracic Society)
Pleural procedures (British Thoracic Society)
Cardiac arrest (National Cardiac Arrest Audit)
Severe sepsis and septic shock (College of Emergency Medicine)
Adult critical care (Intensive Care National Audit and Research Centre (ICNARC)  Case Mix Programme Database
Potential donor audit (NHS Blood and Transplant)
Seizure management (National Audit of Seizure Management)
Diabetes (National Adult Diabetes Audit)
Chronic Pain (National Pain Audit)
Ulcerative colitis and Crohn’s disease (UK IBD Audit)
Parkinson’s disease (National Parkinson’s Audit)
COPD (British Thoracic Society/European Audit)
Adult asthma (British Thoracic Society)
Bronchiectasis (British Thoracic Society)
Hip, knee and ankle replacements (National Joint Registry)
Elective Surgery (National Patient Related Outcome Measures (PROMS) Programme)
Peripheral vascular surgery (Vascular Surgery for Great Britain and Ireland-VSGBI)  Vascular Surgery Database
Carotid interventions (Carotid Intervention Audit)
Acute Myocardial Infarction and other Acute Coronary Syndrome (ACS) (MINAP)
Heart failure (Heart Failure Audit)
Acute Stroke (Stroke Improvement National Audit Programme-SINAP)
Stroke care (National Sentinel Stroke Audit)
Cardiac arrhythmia (Cardiac Rhythm Management Audit)
Renal Replacement Therapy (Renal Registry)
Renal Transplantation (NHS Blood and Transplant - UK Transplant Registry)
Lung Cancer (National Lung Cancer Audit)
Bowel Cancer (National Bowel Cancer Audit Programme)
Head and Neck cancer (Data for Head and Neck Oncology-DAHNO)
Oesophago-gastric cancer (National O-G Cancer Audit)
Hip fracture (National Hip Fracture Database)
Severe trauma (Trauma Audit and Research Network)
Falls and non-hip fractures (National Falls and Bone Health Audit)
Bedside transfusion (National Comparative Audit of Blood Transfusion)
Medical use of blood (National Comparative Audit of Blood Transfusion)
Risk factors (National Health Promotion in Hospitals Audit)
Care of the dying in hospital (National Care of the Dying Audit –Hospitals-NCDAH)
Bariatric Surgery (National and Confidential Enquiries into Patient Outcomes and Death-NCEPOD)
Cardiac Arrest Procedures (NCEPOD)
Peri-operative Care (NCEPOD)
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The national clinical audits and national confidential enquiries that The Royal Liverpool and Broadgreen University 
Hospitals NHS Trust participated in during 2011/12 are as follows:

Audit Title

Non Invasive ventilation – adults (British Thoracic Society)
Cardiac Arrest (National Cardiac Arrest Audit)
Severe sepsis and septic shock (College of Emergency Medicine)
Adult critical care (ICNARC CMPD)
Potential donor audit (NHS Blood and Transplant)
Seizure management (National Audit of Seizure Management)
Diabetes (National Diabetes Audit)
Chronic Pain (National Pain Audit)
Ulcerative colitis and Crohn’s disease (UK IBD Audit)
Adult asthma (British Thoracic Society)
Hip, knee and ankle replacements (National Joint Registry)
Elective surgery (National PROMs Programme)
Peripheral vascular surgery (VSGBI Vascular Surgery Database)
Carotid interventions (Carotid Intervention Audit)
Acute Myocardial Infarction and other ACS (MINAP)
Heart failure (Heart Failure Audit)
Acute Stroke (SINAP)
Cardiac arrhythmia (Cardiac Rhythm Management Audit)
Renal Replacement Therapy (Renal Registry)
Renal Transplant (NHSBT UK Transplant Registry)
Lung Cancer (National Lung Cancer Audit)
Bowel Cancer (National Bowel Cancer Audit Programme)
Head and Neck Cancer (DAHNO)
Oesophago-gastric Cancer (National O-G Cancer Audit)
Hip Fracture (National Hip Fracture Database)
Severe trauma (Trauma Audit and Research Network)
Bedside transfusion (National Comparative Audit of Blood Transfusion)
Medical use of blood (National Comparative Audit of Blood Transfusion)
Risk factors (National Health Promotion in Hospitals Audit)
Care of dying in hospital (NCDAH)
Bariatric Surgery (NCEPOD)
Cardiac Arrest Procedures (NCEPOD)
Peri-operative Care (NCEPOD)
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The national clinical audits that The Royal Liverpool and Broadgreen University Hospitals NHS Trust was eligible to 
participate in during 2011/12 but did not are as follows: 

Audit Title Reason for not participating

Emergency use of oxygen (British Thoracic Society) Emergency Department confirmed the local audit  
 covered aspects of the national guidance

Adult community acquired pneumonia  Directorate decision not to participate as local audit
(British Thoracic Society) covers same criteria and is running currently

Pleural Procedures (British Thoracic Society) We did not meet the initial deadline. We are planning to  
 undertake a similar audit in-house 

Parkinson’s Disease (National Parkinson’s Audit) Awaiting confirmation as to whether clinical guideline 35  
 covers the same information. If so a local audit may cover  
 the national data

Chronic Obstructive Pulmonary Disease (British  Audit was not run in 2011/12
Thoracic Society/European Audit) 

Bronchiectasis (British Thoracic Society) The number of eligible patients for audit is 6 and therefore 
 was deemed not appropriate to participate

Stroke care (National Sentinel Stroke Audit) Audit was not run in 2011/12

Falls and non-hip fractures (National Falls and Bone  Audit was not run in 2011/12
Health Audit) 
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The national clinical audits and the national confidential enquiries that the Royal Liverpool and Broadgreen University 
Hospitals NHS Trust participated in, and for which data collection was completed during 2011/12, 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. 

Title Participation % Submission

Non Invasive ventilation – adults (British Thoracic Society) Yes 100%

Cardiac Arrest (National Cardiac Arrest Audit) Yes 100%

Severe sepsis and septic shock (College of Emergency Medicine) Yes 100%

Adult critical care (ICNARC CMPD) Yes 100%

Potential donor audit (NHS Blood and Transplant) Yes 100%

Seizure management (National Audit of Seizure Management) Yes 100%

Diabetes (National Diabetes Audit) Yes 40%

Chronic Pain (National Pain Audit) Yes 100%

Ulcerative colitis and Crohn’s disease (UK IBD Audit) Yes 50%

Adult asthma (British Thoracic Society) Yes 100%

Hip, knee and ankle replacements (National Joint Registry) Yes 100%

Elective surgery (National PROMs Programme) Yes 85%

Peripheral vascular surgery (VSGBI Vascular Surgery Database) Yes 100%

Carotid interventions (Carotid Intervention Audit) Yes 87%

Acute Myocardial Infarction and other ACS (MINAP) Yes 100%

Heart failure (Heart Failure Audit) Yes 100%

Acute Stroke (SINAP) Yes 100%

Cardiac arrhythmia (Cardiac Rhythm Management Audit) Yes Data collection   

  finishes May 2012

Renal Replacement Therapy (Renal Registry) Yes 100%

Renal Transplant (NHSBT UK Transplant Registry) Yes 100%

Lung Cancer (National Lung Cancer Audit) Yes 68%

Bowel Cancer (National Bowel Cancer Audit Programme) Yes 100%

Head and Neck Cancer (DAHNO) Yes 100%

Oesophago-gastric Cancer (National O-G Cancer Audit) Yes 15.8%

Hip Fracture (National Hip Fracture Database) Yes 100%

Severe trauma (Trauma Audit and Research Network) Yes 82%

Bedside transfusion (National Comparative Audit of Blood Transfusion) Yes 71%

Medical use of blood (National Comparative Audit of Blood Transfusion) Yes 100%

Risk factors (National Health Promotion in Hospitals Audit) Yes 100%

Care of dying in hospital (NCDAH) Yes 100%
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Priority Measures of success

Improve responsiveness to the personal needs of patients To measure and improve patient satisfaction

Venous-thromboembolism (VTE) Reduce avoidable death, disability and chronic ill health

90% of all adult inpatients to have a VTE risk assessment 
on admission to hospital

98% of patients to receive appropriate prophylaxis for  
VTE based on the outcome of their risk assessment 

Improving diagnosis of dementia in hospitals To raise awareness of dementia and risk assess all 
 patients, making appropriate referrals for those  
 patients who need it

Advancing Quality Compliance and improvement in the performance
Pathways for Hip and Knee, Heart Failure, Acute  of the key pathways
myocardial infarction (heart attack) Stroke and Patient 
experience measures 

NHS safety thermometer To improve collection of data in relation to pressure  
 ulcers, falls, urinary tract infections in those patients  
 with a catheter and VTE

Your skin matters To have a 25% reduction hospital acquired pressure  
 ulcers

End of life care - important choices – where to die when  Increasing the proportion of patients who would
the time comes  prefer to die at home who are able to do so

Protection from Urinary Tract infection Demonstrate a dramatic reduction in the rate of  
 Urinary Tract Infections

Keeping nourished – getting better Stop inappropriate weight loss and dehydration in  
 NHS provided care

Fit and well to care Reduce sickness absence in the nursing and midwifery 
 workforce to no more than 5% 2012/13

Discharge planning Improve the discharge planning process and reduce  
 the number of delayed discharges

Medicines management To ensure prescribing is in line with National Institute 
 for Clinical Excellence (NICE) for identified medication

Effective communication with General Practitioners (GPs) To share electronic discharge summaries in relation to 
 patient care and treatment
 To share timely information about outpatient  
 consultations with GPs
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The enclosed information is available on request in alternative formats including community languages, 
easyread, large print, audio, braille, moon and electronically.

Visit our website at www.rlbuht.nhs.uk for details about the Trust. Visit www.nhs.uk for information 
about waiting times for all clinical specialities at the Royal Liverpool and Broadgreen University Hospital 
NHS Trust.

This annual report has been produced by the Royal Liverpool and Broadgreen University Hospitals 
NHS Trust. For more copies, please contact the Communication and Marketing Department on 0151 
706 5460 or ask at the main reception of the Royal Liverpool University Hospital.
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