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Introduction by chief executive

Welcome to this year’s 
Quality Account. 

It has been another busy and challenging year for our 
hospitals. There has been significant progress on our new 
Royal	Liverpool	University	Hospital,	with	the	new	building	
now dominating the skyline as you enter the city. 

This year’s Quality Account once again assesses 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 objectives and measures on aspects of our services 
which matter most to you. 

We continue to involve the public and our patients in the 
development of our quality objectives. We work hard to 
ensure that all of our stakeholders have the opportunity to 
influence what services we focus on in the future. We value 
and welcome all of the feedback and suggestions that we 
receive. I hope that you will continue to offer your thoughts 
on how we can improve further.

The Quality Account contains information on updates on 
the	most	important	areas	for	our	patients	-	the	quality	of	
their care and experience. You can read about our progress 
on	reducing	avoidable	harm	to	patients,	the	new	Liverpool	
Frailty	 Service	 and	 our	 work	 to	 improve	 the	 number	 of	
patients who wish to die at home being able to do so. 

There is still work to be done on improving our rates of 
infection and meeting our four hour emergency care 
standard. 

None of the improvements in patient care could have been 
made without our staff. Thank you to all of our staff for 
their	on-going	hard	work	and	dedication	to	providing	the	
best possible patient care. 

Thank you to our patients and stakeholders for their 
continued support over the past year. 

I hope you enjoy reading this year’s Quality Account. 

Aidan Kehoe

Chief executive 
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About us 

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.	 	Our	hospitals	have	often	been	at	 the	 forefront	of	medical	breakthroughs	
during our long history at the heart of the city. 

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

We are 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, the Isle of Man and beyond. In the 
past year, we cared for over 90,000 people in our emergency 
department, around 95,000 day case and inpatients and 
over 587,000 outpatient appointments. 

As one of the largest employers in the city, we employ 
over 5,500 staff as well as staff in services such as 
catering.	 Our	 annual	 budget	 is	 over	 £430	million.	Many	
of our services are highly regarded both nationally and 
internationally. These include ophthalmology, pancreatic 
surgery, gastroenterology, pathology, vascular surgery 
and interventional radiology. We are a specialist centre 
for nephrology, renal transplantation, nuclear medicine, 
haematology, lithotripsy, dermatology, urology and dental 
services.  All health services have been reviewed as part of 
the production of this document.  

We	are	building	a	new	Royal	 Liverpool	University	Hospital	
on the same site as the existing Royal and Dental hospitals. 
Clatterbridge Cancer Centre will also be relocating to the 
site	 and	work	 is	 beginning	 on	 the	 Liverpool	 Life	 Sciences	
Accelerator,	cutting-edge	research	space	for	the	city.	The	new	
Royal will transform healthcare in the city and is currently the 
single	biggest	regeneration	project	in	Liverpool.	

We	have	the	largest	Emergency	Department	in	the	city	and	
we are a Major Trauma Centre, part of the Major Trauma 
Centre Collaborative for Merseyside and Cheshire. We 
provide care and treatment for patients with major trauma, 
who have life threatening injuries and patients with serious 
illnesses such as strokes and heart attacks. We also provide 
care for 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.	 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. We 
host	 a	Macmillan	Cancer	 Information	 and	 Support	 Service,	
with centres on both of our sites.

The	 Trust’s	 long-term	 plan	 is	 for	 the	 Royal	 Liverpool	
University	Hospital	to	focus	on	emergency	and	complex	care	
and	Broadgreen	Hospital	on	non-emergency	care,	including	
specialist services for older people, elective surgical care and 
dermatology plus a range of outpatient services. 

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’s	medical	and	clinical	
schools	 and	 Liverpool	 John	 Moores	 University,	 for	 the	
training of nurses. 

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	have	 a	dedicated	Clinical	
Research	Facility	and	are	currently	running	over	400	clinical	
research studies. During 2014/15, we became the host 
organisation for the North West Coast Comprehensive 
Research Network. We continue to look at ways to enhance 
our research and development programme to identify 
improved treatment and care for our patients and patients 
across the world. During the year, we were identified as 
one	of	four	centres	which	could	accept	patients	with	Ebola	
if required. We are a specialist centre for the treatment of 
infectious	diseases	such	as	Ebola.	
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Equality
 

Our	commitment	to	promoting	equality,	diversity	and	human	rights	and	improving	health	and	employment	
outcomes	for	all	continues.		We	ensure	that	we	comply	with	the	Equality	Act	2010	via	participation	in	the	
Equality	Delivery	System	2	(EDS2)	(a	national	tool	for	reviewing	and	assessing	equality	performance	with	
stakeholders, bringing equality into core business and identifying future priorities and actions), setting 

equality objectives, conducting equality impact analyses and publishing equality information on the 

equality and diversity web page.  We aim to improve the way people from different groups are treated so 

that there is no unjustified difference in outcomes or experience based on protected characteristics (age, 

gender, race, disability, religion or belief, marital or civil partnership status, sexual orientation, gender 

reassignment, pregnancy and maternity).

The	4	goals	of	the	EDS	are:

•	 Better	health	outcomes	for	all
•	 Improved	patient	access	and	experience
•	 Empowered,	engaged	and	well	supported	staff
•	 Inclusive	leadership	at	all	levels.

EDS	 was	 introduced	 in	 January	 2012	 and	 progress	 was	
reviewed and agreed in April 2015 with stakeholders, the 
Trust improved on five outcomes over the last two years.   
The	 presentation	 to	 Healthwatch	 that	 supported	 the	
revised grades changes can be viewed on the equality and 
diversity section of the  Trust website http://www.rlbuht.
nhs.uk/Equality%20and%20Diversity/Pages/Equality%20
Delivery.aspx  

An	overview	of	current	performance	against	EDS	grades	is	
below:

Grade Total  
Achieving 11  
Excelling	 6		
Developing 1  

We set six equality objectives in April 2012, these objectives 
will	 be	 reviewed	 in	 2016.	 Progress	 against	 each	 of	 the	
objectives is overseen through the work programme of 
the	Equality	and	Diversity	(E&D)	Sub-Committee,	the	E&D	
Sub-Committee	is	chaired	by	an	executive	lead,	the	human	
resources director. The status of the objectives is below:

1.  To extend patient profiling (equality monitoring) data 
collection to all protected  characteristics by April 
2013	-	we	achieved	the	highest	rating	score	of	‘Green’.	

 We collect and record equality data for patients across 
each of the 9 protected characteristics. In 2013 we set 
a target of 95% to complete equality data for patients 
across all protected characteristics. We consulted the 
community to identify barriers to equality monitoring 
and increase public awareness of the rationale/benefits 
for monitoring. This year we have produced a new 
equality monitoring film that is played on the TV screens 

in the waiting areas to raise public awareness of the 
benefits of collecting equality monitoring information 
and how this can be used to improve services and 
improve response rates.  We have also delivered equality 
monitoring training to all of our booking staff so that 
they can encourage patients to respond to the equality 
monitoring questionnaire and answer questions. 

2.  To introduce robust equality performance reporting and 
monitoring on all protected characteristics by April 2013 
– we achieved the highest rating score of `Green’.

 We monitor patient equality data annually to understand 
the demographics of patients accessing services in 
comparison to the population served, and analyse 
patient survey results from an equality perspective and 
equality monitor formal complaints.  This allows us 
to identify if all areas of the community are accessing 
services and monitor performance outcomes to identify 
any differences in experience and outcomes between 
people from different groups.  Reporting currently 
covers gender, age, ethnicity, religion and belief and 
marital/civil partnership status and will be extended to 
cover disability and sexual orientation when sufficient 
equality data is available.  

 This year the Information Team have developed an 
equality dashboard that services can use to access 
equality data at their fingertips relating to their services.  
We have introduced new flagging systems this year 
to	highlight	to	the	 learning	disability	 (LD)	 lead	when	a	
patient	with	 an	 LD	 is	 recorded	 on	 the	 system	 and	 to	
the eye clinic liaison officer when a patient with a visual 
impairment is registered on the system.  This means 
that these patients can be contacted and supported 
appropriately when they are in the hospital.

  
3.  To develop readily available accessible patient information 

including patient information leaflets, corporate reports 
and appointment letters – we achieved the rating score 
of	‘Amber’	which	is	close	to	target.
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 An accessible publications policy was introduced in 
2013 this policy is used to determine which accessible 
formats we will routinely provide information in to meet 
diverse patient needs.  We plan to audit the use of the 
accessible publications policy in 2015 to ensure that it is 
being used to ensure patient information is produced in 
accessible formats. 

 
4.  To conduct an equal pay audit in 2012 – we achieved 
the	highest	rating	score	of	‘Green’.

 An equal pay audit was completed and findings 
investigated. Actions have been agreed to improve 
the quality of employee data across all protected 
characteristics	to	over	75	%	disclosure	by	January	2015.	

5. To set workforce diversity targets to develop a more 
representative workforce by April 2013 – we achieved 
the	highest	rating	score	of	‘Green’.

 In recent years we have been working to increase 
workforce diversity disclosure to over 75% for the 
protected characteristics of sexual orientation, religion 
and belief and disability We continue  to  take action 
to encourage staff to update and disclose their equal 
opportunities	 monitoring	 through	 an	 on-going	
communication campaign explaining the rationale and 
benefits of equality monitoring in improving employment 
practice for all and asking staff to check and update their 
details	through	the	roll	out	of	employee	self-service.		

6. To develop skills and competence of staff through 
new equality and human rights training strategy – we 
achieved	the	highest	rating	score	of	‘Green’.

	 A	 new	 Equality	 and	 Human	 Rights	 Training	 Strategy	
was introduced in 2012. Completion of mandatory 
E&D	 training	 is	 consistently	 over	 90%	 for	 all	 staff.		
We continue to provide equality, diversity and human 
rights training for managers, visual and deaf awareness, 
and lesbian, gay, bisexual and transgender awareness 
training.	 	Over	 the	 last	 year	we	 have	 introduced	 new	
physical disability and learning disability awareness, 
managing cancer in the workplace and unconscious bias 
testing and training.  This year we aim to target front 
line staff to complete the additional awareness training.  

Additional progress this year:

•	 DisabledGo	 access	 reports	 continue	 to	 drive	
improvements to disabled facilities 

•	 Launched	a	 third	party	hate	crime	 reporting	centre	 in	
the	hospital	in	partnership	with	Merseyside	Police

•	 Further	promotion	and	proiling	of	the	Expect	Respect	
and	Say	something	about	bullying	campaigns	

•	 Promotion	 of	 employment	 opportunities	 with	 the	
hospital in the community we serve such as attending 
job	 fairs,	 Liverpool	 Pride,	 Merseyside	 Black	 History	
Month and advertising in specialist media

•	 Introduced	 an	 improved	 online	 booking	 system	 for		
interpreting and translation appointments 

•	 Stonewall	Health	Equality	Index	top	performer	for	third	
year running and seventh nationally for demonstrating 
how our services meet the needs of lesbian, gay and 
bisexual patients

•	 Successful	 renewal	 of	 the	 Two	 Ticks	 positive	 about	
disabled people accreditation with the Department of 
Work	and	Pensions,	 for	positive	 employment	practice	
for disabled people

•	 Participation	in	the	Stonewall	Workplace	Equality	Index	
Launch	of	 equality	 and	diversity	good	practice	 toolkit	
resource

•	 Launch	of	business	disability	forum	toolkit	guidance	for	
managers and staff

•	 Joint	working	with	the	Deaf	Health	Champions	Network	
and	Liverpool	City	Council	Corporate	Access	Forum	to	
further improve accessibility

•	 Formed	 a	 focus	 group	 to	 improve	 accessibility	 of	 the	
appointments system

•	 Hosted	a	British	Institute	of	Human	Rights	tour	event

•	 Made	 improvements	 to	 the	 reasonable	 adjustments	
and gender reassignment policy.  



9

Our	performance
The table below highlights some of our key indicators, the majority of which are nationally mandated.

Performance	indicator	 2012/13	 2013/14	 2013/14	 2014/15	 2014/15
 performance target performance target performance

MRSA	bacteraemia	(Trust		 Achieved 0 8 0 7
attributable)    (YTD)

Clostridium Difficile (Trust  Achieved 35 51 48 43
attributable)    (YTD) 

Cancelled operations (on day  Achieved 0.6% 0.47% 0.6% 0.68%
of	surgery	for	non-medical		 	 	 	 (YTD)
reasons) 

Cancelled operations (patients  Achieved 0% 0.4% 0.0% 1.10%
not treated within 28 days    (YTD)
following cancellation) 

Referral to treatment targets  Achieved Monthly Achieved 90% 90.1%
(% within 18 weeks). This has 3   achievement throughout 85% 97.0%
components (Admitted,   all 3 2013/14 92% 93.0%
Non-Admitted	and	Active)	 	 components	 	 	

Cancer:	31-day	wait	from		 Achieved 96% Achieved 93% 96.7% 
diagnosis to first treatment   all quarters (YTD) 
(for	irst	3Q	of	FY	only)

Cancer:	31-day	wait	for	second		 	 	 Achieved	all
or subsequent treatment    except Quarter 94% 93.5%
-		surgery	 Achieved	 94%	 4	Anti-Cancer	 98%	 100.0%
-		anti	cancer	drug	treatments	 Achieved 98% drugs (YTD) (for	irst	3Q	of	FY	only)

Cancer:	62-day	wait	for	irst	
treatment    Achieved both
-		from	urgent	GP	referral	 Achieved 85% components for 85% 87.2%
-		from	consultant	screening		 Achieved 90% all quarters 90% 93.3%
   service referral    (YTD) (for	irst	3Q	of	FY	only)

Cancer: two week wait from 
referral to date first seen (urgent  Achieved 93% Achieved all 93% 97.3%
GP	suspected	cancer	referrals		 	 	 quarters (YTD)
and symptomatic breast patients)   
 

Emergency	Department	waiting		 Achieved 95% 94.1% 95.0% 93.63%
times within 4 hours    (YTD) 

Delayed Transfers of Care Achieved 2.1% 1.35% 2.1% 1.8%
    (YTD)
 

Percentage	of	patients	admitted	
with stroke spending at least  Achieved 80% 90.8% 80.0% 76.75%
90% of their stay on a stroke unit    (YTD)
 

VTE	Risk	Assessment	 Achieved Monthly  Below target 95%
  achievement  since (YTD) 94.8%
  of 90% 	September	2013 

Please	note	that	the	above	table	has	been	populated	with	locally	derived	(provisional)	data	rather	than	national	sources	which	
generally were not available at the time of this report compilation.
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Summary	of	national	
patient survey programme
Two national patient survey results have been received by the Trust:

•	 2014	Accident	and	Emergency	Department	Survey

•	 2014	National	Inpatient	Survey	

2014 Accident and Emergency Department Survey

The	2014	Accident	and	Emergency	Department	Survey	was	conducted	between	May	and	July	2014.	850	patients	who	had	
been	seen	and	treated	in	the	Emergency	Department	between	January	and	March	2014	were	sent	surveys	to	complete	about	
their experience. 131 patients completed and returned the survey giving an overall response rate for the Trust of 17%.

Percentage	improvements	in	the	scores	allocated	to	each	question	had	improved	in	30	out	of	the	37	questions	asked	in	the	
2014	survey.	Key	area’s	of	improvement	noted	from	the	2012	survey	results	included:

•	 74%	 reported	 that	 they	 were	 given	 enough	 privacy	 when	 discussing	 their	 condition	 this	
compares to 67% in 2012

•	 80%	 reported	 that	 the	 hospital	 staff	 did	 everything	 they	 could	 to	 help	 control	 pain	 this	
compares to 72% in 2012.

Focus	on	improvement	is	on	reducing	the	length	of	stay	in	the	Emergency	Department,	improving	the	provision	of	food	and	
drink for patients, if wanted or allowed, and maintenance of cleanliness of the department. A robust action plan is in place 
to	make	sustainable	improvements	and	will	be	monitored	by	the	Patient	Experience	Sub-Committee.
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2014	National	Inpatient	Survey		

Section	scores
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Section 1: Emergency	department
There were sustained improvements with patients feeling they had been given the right amount of information and more 
patients	feeding	back	that	they	were	given	enough	privacy	when	being	examined	or	treated.		Patients	also	responded	that	
they	had	been	treated	with	dignity	and	respect	whilst	they	were	in	our	Emergency	Department.

Section 2: Waiting list or planned admission
There was significant improvement in patients feeling that the length of time they were on the waiting list for an operation or 
procedure	was	acceptable.		Patients	also	responded	positively	that	the	hospital	specialist	had	been	given	all	of	the	necessary	
information about their condition/illness prior to their appointment.  

Section 3 and 4: Hospital	and	ward
In relation to this section improvements were noted in relation to caring for patients in same sex areas.  Cleanliness of the 
environment	and	the	quality	of	the	food	provided	for	patients	had	also	improved.		Patients	also	responded	that	they	had	been	
given enough help from staff to eat their meals; this element has improved.      

Section 5 and 6: Doctors and nurses
Responses	from	patients	about	doctors	and	nurses	in	this	year’s	survey	has	improved.		Patients	reported	having	conidence	
and trust in the nurses treating them.  They also responded that doctors and nurses did not talk in front of them as if the 
patient wasn’t there.    

Section 7: Care and treatment  
Overall	responses	to	the	questions	in	this	section	and	remain	the	same.		Patients	reported	that	they	have	enough	privacy	when	
being examined or treated.  An improvement was noted in patients responding that their pain was managed appropriately.  
Patients	also	felt	that	they	were	given	enough	emotional	support	during	their	hospital	stay.		

Section 8: Operations	and	procedures
Responses to the questions in this section have significantly improved with patients reporting that staff had explained the risks 
and benefits of the operation or procedure.  They had also explained how the patient could expect to feel after the operation 
or procedure and later explained how the operation or procedure had gone.     

Section 9: Leaving	hospital
Performance	with	responses	in	this	section	remains	the	same	as	last	year’s	survey.		Improving	safe	discharge	arrangements	
and preventing delays for patients remains a priority for the Trust.  

Section 10: Overall	views	of	care	and	services	
Within this section of the survey the Trust needs to improve the process for patients to give their views about the quality of 
their	care	while	in	hospital.				This	will	be	a	priority	for	this	year.		However,	patients	reported	they	felt	well	looked	after	by	
hospital staff.  

Section 11: Overall	experience	
Patients	responding	to	the	survey	reported	having	a	very	good	experience	at	the	Trust.		
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Local	hospital	patient	surveys
Local	intelligence	gained	from	internal	patient	feedback	surveys	is	extremely	important	to	continuously	
monitor what we are performing well on and also supports the identification of areas for improvement.

Each	month	our	volunteers	visit	as	many	wards	as	possible	
and	use	an	iPad	to	complete	an	inpatient	survey	with	our	
patients to record their experience in our hospital. We are 
actively attracting and recruiting more volunteers to enable 
more inpatient surveys to be completed. The content of the 
inpatient surveys are reviewed annually following receipt 
and	 analysis	 of	 the	 National	 Inpatient	 Survey	 to	 ensure	
that we focus on key areas identified for improvement. 
Feedback	from	the	inpatient	surveys	are	presented	to	the	
Board of Directors monthly. The inpatient survey includes 
questions about key issues that can impact on patient 
experience:

•	 Recommending	the	Trust	to	friends	and	family	
for care and treatment

•	 Involvement	in	decisions	made	about	care	and	
treatment

•	 Privacy	and	dignity

•	 Discharge	arrangements

•	 Noise	at	night	from	staff	and	patients		

•	 Pain	management.	

Results from the inpatient surveys conducted are discussed 
at ward meetings and are also presented at the divisional 
perfect ward meetings, chaired by the assistant chief 
nurses. 

In 2014/15, 3151 inpatient surveys were conducted by our 
volunteers.  This has reduced from 4661 surveys conducted 
in	2013-14.		This	reduction	is	associated	with	the	volunteers	
helping	 with	 the	 Friends	 and	 Family	 Test	 data	 collection	
throughout the year to support achieving the Commission 
for	quality	and	innovation	(CQUIN)	framework.	Compliance	
with key questions developed from themes linked to the 
national inpatient surveys is as follows:

•	 Based	on	your	recent	experience,	how	likely	are	
you to recommend our hospital to friends and 
family if they needed similar care or treatment? 

 70% (2189) responded extremely likely 
 23% (724) responded likely 

•	 Were	you	involved	as	much	as	you	wanted	to	
be in decisions about your care and treatment?

 71% (2236) responded always

•	 Were	 you	 given	 enough	 privacy	 when	
discussing your condition or treatment?

 83% (2594) responded always

•	 Have	you	been	kept	informed	of	your	discharge	
plans?

 55% (1732) responded always

•	 Do	you	feel	safe	on	this	ward?
 98% (3094) responded yes

•	 Do	you	think	the	hospital	staff	did	everything	
they could to help control your pain?

 85% (1979) responded yes definitely
   9% (210) responded yes to some extent
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Benchmarking data

The	Department	of	Health	has	asked	in	our	Quality	Account	that	we	share	information	on	a	core	set	
of indicators.  All trusts are required to report against these indicators using a standard format.  The 
following	data	 is	made	available	 to	National	Health	Service	Trusts	and	NHS	foundation	Trusts	by	 the	
Health	and	Social	Care	 Information	Centre.	 In	all	benchmarks	we	have	used	the	 latest	data	available	
from the centre.  

Patient	Reported	Outcome	Measures	(PROMS)
PROMS	are	a	series	of	measures	 recorded	by	patients’	pre	
and post operatively that measure how their quality of life 
and health outcomes have improved following their surgery.

There	 are	 two	 types	 of	 standard	 measures	 EQ-5D	 and	
EQ-Vas	 explained	 below	 and	 some	 areas	 have	 condition	
specific measures.

EQ-5D	looks	at	ive	areas	mobility,	self-care,	usual	activities,	
pain/discomfort and anxiety/depression with questions 
that ask the patient to score themselves on three levels; no 
problems,	some	problem	or	severe	problems.	Formulas	are	
added to produce a score with one being the best.

EQ-VAS	 is	 line	 marked	 from	 0-100,	 0	 being	 the	 worst	
health state and 100 being the best. The patient is asked 
to mark a point in the line to indicate how they feel about 
their state of health.

We	report	PROMS	measures	scores	for
(i) groin hernia surgery, (ii) varicose vein surgery, (iii) hip 
replacement surgery, and (iv) knee replacement surgery, 
during the reporting period.

PROMS reporting period: 1	April	2012	to	31	March	2013	Published	August	2014

Measure

Percentage	Improving	 																					EQ-5D	Index																											EQ-VAS	 																Condition	Speciic

	 Our		 	 Our	 	Our

	 Hospital		 England	 Hospital	 England	 Hospital		 England

	 Score	 Score		 Score	 Score	 Score	 Score

Groin	Hernia	 50.0%*	 50.20%	 40.0%*	 37.70%	 		 	

Hip	Replacement	-	primary	 87.5%	 89.70%	 63.3%	 65.50%	 96.20%	 97.10%

Hip	Replacement	-	revision	 70.0%*	 72.30%	 40.0%*	 53.70%	 72.7%*	 84.60%

Knee	Replacement	-	primary	 81.0%	 80.60%	 60.6%	 54.90%	 92.9%	 93.20%

Knee	Replacement	-	revision	 **	 67.50%	 **		 49.00%	 **	 82.10%

Varicose	Vein	 35.3%*	 52.70%	 26.7%*	 40.90%	 58.8%*	 83.30%

*Figures	based	on	a	small	number	of	records	and	therefore	may	be	unrepresentative.

**No	data	available
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PROMS reporting period: 		1	April	2013	to	31	March	2014	–	Published	February	2015,	these	igures	
are provisional

Measure

Percentage	Improving	 																					EQ-5D	Index																											EQ-VAS	 																Condition	Speciic

	 Our		 	 	 Our	 	 	 Our

	 Hospital		 England	 Hospital	 England	 Hospital		 England

	 Score	 Score		 Score	 Score	 Score	 Score

Groin	Hernia	 48.3% 50.60% 48.1% 37.30%    

Hip	Replacement	-	primary	 77.8% 89.30% 65.7% 65.10% 96.40% 97.20%

Hip	Replacement	-	revision	 58.3%* 70.00% 33.3%* 52.10% 58.3%* 83.20%

Knee	Replacement	-	primary	 77.1% 81.40% 49.7% 55.10% 87.5% 93.80%

Knee	Replacement	-	revision	 71.4%* 66.90% 16.7%* 48.00% 71.4%* 83.80%

Varicose	Vein**	 		 		 		
     

*Figures	based	on	a	small	number	of	records	and	therefore	may	be	unrepresentative.
**Varicose	vein	procedures	are	no	longer	performed	at	our	hospitals.

PROMS reporting period: 	1	April	2014	to	31	September	2014	–	Published	February	2015,	these	igures	are	
provisional

Measure

Percentage	Improving	 																					EQ-5D	Index																											EQ-VAS	 																Condition	Speciic

	 Our		 	 	 Our	 	 	 Our

	 Hospital		 England	 Hospital	 England	 Hospital		 England

	 Score	 Score		 Score	 Score	 Score	 Score

Groin	Hernia	 66.7%*	 50.20%	 41.7%*	 38.20%	 		 	

Hip	Replacement	-	primary	 88.9%*	 90.60%	 85.7%*	 66.70%	 100%*	 97.50%

Hip	Replacement	-	revision	 **	 70.10%	 **		 49.30%	 **	 88.00%

Knee	Replacement	-	primary	 80.0%*	 82.20%	 50.0%*	 56.50%	 90.0%*	 94.20%

Knee	Replacement	-	revision	 **	 **	 	 **		 **	 **	 **

Varicose	Vein**	            

*Figures	based	on	a	small	number	of	records	and	therefore	may	be	unrepresentative.
**Varicose	vein	procedures	are	no	longer	performed	at	our	hospitals.

We	are	in	expected	limits	for	hip	replacement	with	the	exception	of	the	EQ-5D	score.	A	number	of	initiatives	have	taken	
place to investigate why this area scores low and to make improvements where required. This included an audit of outcome 
of patients within the worsened category which included reviewing the patients in clinic or by phone. The outcome of which 
indicated that there was no worsening of health in relation to the hip replacement for the majority of patients.  A further 
review is currently taking place which will be a six month snapshot of hip replacements, with a review at six months post 
operation. The administration and patient education of the Q1 survey has been brought into and is being managed within the 
hip	and	knee	clinic	with	a	designated	clerk	and	senior	therapist	supervision.		The	clinical	team	now	receive	an	updated	PROMs	
report	bi-monthly	which	includes	the	current	outcome	data	to	ensure	there	is	continual	awareness	of	outcomes.
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Patient	Safety	Incidents	
This section reports the number and rate of patient safety incidents reported within the Trust during the reporting period, 
together	with	 the	 number	 and	percentage	 of	 such	 patient	 safety	 incidents	 that	 resulted	 in	 severe	 harm	or	 death.	 	Our	
performance is compared against similar acute teaching hospitals where data is available:

1 October 2013 to 31 March 2014

  Our	 National	 Highest		 Lowest

 hospital average performing  performing

   Trust score Trust score

Incidents per 100 admissions 6.14 8.69 15 4.3

Severe	harm	incidents	 9	(0.3%)*	 0.3%	 -	 -

Incidents resulting in Death 5	(0.2%)*	 0.1%	 -	 -

Data Completeness 6/6 months	 6/6	 -	 -

*	igures	have	been	revised	from	the	National	Reporting	and	Learning	System	(NRLS)	data,	following	Grant	Thornton’s	limited	
assurance	review	of	the	data	submitted	to	the	NRLS.

1 April 2014 to 30 September 2014

  Our	 National	 Highest		 Lowest

 hospital average performing  performing

   Trust score Trust score

Incidents per 1000 bed days 28.96	 35.1	 -	 -

Severe	harm	incidents	 18	(0.5%)*	 0.4%	 -	 -

Incidents resulting in Death 5 (0.1%)	 0.1%	 -	 -

Data Completeness 5/6 months	 6/6	 -	 -

*	igures	have	been	revised	from	the	National	Reporting	and	Learning	System	(NRLS)	data,	following	Grant	Thornton’s	limited	
assurance	review	of	the	data	submitted	to	the	NRLS.

The	Royal	Liverpool	and	Broadgreen	University	Hospitals	NHS	Trust	acknowledges	incident	reporting	is	below	the	national	
average and has been working on improving its reporting culture, demonstrated in the second six monthly report.  Work 
continues on this improvement.

We have taken the following actions to further improve our reporting arrangements:

•	 We	have	reviewed	our	incident	category	and	sub	categories	in	order	to	ensure	all	patient	safety	incidents	are	reported	
correctly	to	the	National	Reporting	and	Learning	System	(NRLS)

•	 Improving	the	timelines	of	uploading	data	to	the	NRLS	on	a	monthly	basis,	aiming	for	no	later	than	30	days	post-incident.		
This was delayed during this reporting period due to the review of incident categories that required approval from the 
National	Patient	Safety	Agency	(NPSA)	before	incident	data	could	be	uploaded.		This	will	be	rectiied	in	2015/16

•	 The	degree	of	harm	is	slightly	above	the	national	average.	The	NPSA	reports	that	not	all	organisations	apply	the	national	
coding	of	degree	of	harm	in	a	consistent	way.	The	Royal	Liverpool	and	Broadgreen	University	Hospital	NHS	Trust	report	all	
patient safety incidents based on the degree of actual harm caused

•	 We	have	a	system	where	divisions	share	lessons	learnt	quarterly	and	we	have	a	weekly	safety	meeting	to	review/action	
events that resulted in harm and to review no harm/near misses to identify themes.  We communicate key messages 

identified through emails and newsletters to staff. 
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Mortality

This	section	reports	the	value	and	banding	of	the	Summary	Hospital-level	Mortality	Indicator	(‘SHMI’,	data	source	from	sheet	
P01721)	for	the	Trust	for	the	given	reporting	period.

The	SHMI	includes	deaths	up	to	30	days	post	discharge	and	does	not	include	any	correction	for	social	deprivation	and	other	
factors.  

The percentage of patient deaths with palliative care coded at either diagnosis or specialty level for the Trust for the given 
reporting period.  The palliative care indicator is a contextual indicator is shown below.

Reporting Period Our hospital Banding Highest  Lowest

   performing Trust  performing

   score Trust score

Oct	2011-Sep	2012	 1.0735	 As	Expected	 0.6849	 1.2107

Jan	2012	-	Dec	2012	 1.0642	 As	Expected	 0.7031	 1.1919

Apr	2012	-	Mar	2013	 1.0733	 As	Expected	 0.6523	 1.1697

Jul	2012	-	Jun	2013	 1.0736	 As	Expected	 0.6259	 1.1563

Oct	2012	–	Sep	2013	 1.0687	 As	Expected	 0.6301	 1.1859

Jan	2013	–	Dec	2013	 1.087	 As	Expected	 0.624	 1.176

Apr 2013 – Mar 2014 1.071	 As	Expected	 0.539	 1.197

Jul	2013	–	Jun	2014	 1.044	 As	Expected	 0.541	 1.198

The most recent reported Trust value of 1.044 is within the expected range and is towards the better end of the performance 
range	for	trusts	in	England.		

The	Royal	Liverpool	and	Broadgreen	University	Hospitals	NHS	Trust	has	taken	the	following	actions	to	improve	this	percentage	
and so the quality of its services, by establishing processes to report and investigate mortality alerts.  These alerts are identified 
through	the	use	of	national	reporting	systems	for	healthcare	outcomes	such	as	Dr	Foster	(which	will	be	replaced	by	Healthcare	
Evaluation	Data	in	May	2015)	for	diagnosis,	procedure	and	outcome.	The	mortality	alert	group,	a	sub-group	of	the	deterioration	
and mortality group meet monthly to review all alerts and decide on the best course of action, for example requesting a 
coding review, case note review or full audit. The outcomes of the actions are monitored by the group and reported to the 
Patient	Safety	Sub-Committee	and	the	Board	of	Directors	via	the	deterioration	and	mortality	group.	The	actions	for	each	alert	
are independently reviewed by the audit lead.  

Palliative	Care	Coding

Reporting Period Our hospital Banding Highest  Lowest

   performing Trust  performing

   score Trust score

Jan	2012	-	Dec	2012	 31.5% 19.1% 0.1% 42.7%

Apr	2012	-	Mar	2013	 34.2% 19.9% 0.1% 44.0%

Jul	2012	-	Jun	2013	 35.1% 20.3% 0.0% 44.1%

Jul	2013	–	Jun	2014	 35.1% 24.6% 0.0% 49.00%
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Palliative	care	coding	for	our	trust	appears	to	be	higher	than	the	national	average	and	this	may	inluence	any	further	metrics	
of	mortality	rates.		The	SHMI	(which	includes	deaths	up	to	30	days	post	discharge	and	does	not	include	any	correction	for	
social deprivation and other factors) suggests that the mortality rate for our trust is not significantly higher than the expected 
rate.		The	SHMI	value	for	the	period	July	2013	through	to	June	2014	was	1.044	which	is	within	the	expected	range	of	0.895	
through to 1.117.

Dr	Foster,	published	the	annual	Hospital	Guide,	dated	24	March	2014	calling	on	NHS	England	and	the	Health	and	Social	Care	
Information Centre to urgently improve the consistency and accuracy of data recording to improve monitoring of patient 
care.	Dr	Foster	says	tighter	and	clearer	rules	on	coding	and	more	stringent	auditing	of	data	quality	are	urgently	needed	to	
ensure poor quality care can be spotted and targeted more effectively.

Palliative	care	is	the	holistic	care	of	a	patient	who	has	been	diagnosed	with	a	life	limiting	illness	with	the	goal	of	maintaining	a	
good	quality	of	life	until	death.	By	deinition	patients	receiving	palliative	care	have	a	higher	risk	of	in-hospital	death	than	that	
of	non-palliative	patients.	Trusts	which	provide	specialist	palliative	care	services	have	a	higher	proportion	of	patients	admitted	
purely	for	palliative	care	rather	than	treatment	compared	to	trusts	without	specialist	services.	To	account	for	this,	the	HSMR	
adjusts for patients who have received specialised palliative care when calculating the expected risk of death of a patient.

Different	types	of	palliative	care	can	be	recorded	in	hospital	administrative	datasets	using	both	ICD-10	diagnosis	codes	and	
specialty	codes.	Two	codes	are	used	by	Dr	Foster	to	identify	patients	receiving	palliative	care:

•	 Specialist	 palliative	 care,	 those	 patients	 known	 to	 a	 specialist	 palliative	 care	 team	 or	 service	 are	
allocated	the	ICD-10	code	Z51.5.	

•	 Patients	who	are	receiving	palliative	treatment	but	supported	by	generalist	teams	(not	known	to	a	
specialist	palliative	care	team/	service)	are	coded	as	ICD	10	code	Z5.18.

The presence of either of these codes, in any episode of any spell results in a palliative flag being applied to the entire period 
of care for that patient.

Across	England	there	has	been	an	increase	in	the	percentage	of	both	spells	and	deaths	coded	as	palliative	between	inancial	
years 2006/07 and 2012/13. Current guidelines on the use of these codes allows for flexibility in their application, leading to 
variation in their use between trusts. 

The	 inclusion	 of	 palliative	 care	 in	 the	Hospital	 Standardised	Mortality	 Ratio	 (HSMR)	 aims	 to	 adjust	 for	 patients	who	 are	
receiving palliative care, however over half of multi episode palliative spells only receive their first palliative codes in the last 
episode of the spell.

The	SHMI	reports	mortality	at	trust	level	across	the	NHS	in	England.	This	is	the	ratio	between	the	actual	number	of	patients	
who	die	following	treatment	at	the	Trust	and	the	number	that	would	be	expected	to	die	on	the	basis	of	average	England	
figures, given the characteristics of the patients treated there.

To	help	users	of	the	data	to	understand	the	SHMI	values,	trusts	have	been	banded:

•	 Where	the	trust’s	mortality	rate	is	higher	than	expected

•	 Where	the	trust’s	mortality	rate	is	expected

•	 Where	the	trust’s	mortality	rate	is	lower	than	expected
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Mortality data incorporating palliative 
care and specialist palliative care coding 

This	is	the	data	provided	by	Dr	Foster	which	shows	that	we	are	amongst	20	other	trust’s	in	England	who	have	
increased	Palliative	Care	coding	between	2008	and	2012	at	a	greater	rate	than	the	national	norm.	(See	Table	one)

Table 1:	Dr	Foster	data	demonstrating	those	trusts	with	increased	coding

 
Many of the hospital trusts listed above provide specialist palliative care services that have developed considerably since 2008.  

The	chart	below	outlines	the	actual	number	of	deaths	in	the	RLBUHT	during	this	period	from	Q2	2009/10	until	Q1	2012/13	
which shows a fall in the number of deaths within the Trust.

 
The number of expected deaths across the Trust sits at 40% of all deaths with on average, a third of 
hospital deaths known to the Hospital Specialist Palliative Care Team (HSPCT).
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Chart 2: 		 The	SHMI,	which	currently	excludes	palliative	care	coding,	currently	stands	at	107	which	is	the	
average for the region  

 

Palliative	Care	and	Specialist	Palliative	Care	coding	
The	coding	of	palliative	care	episodes	has	been	thoroughly	reviewed	by	the	HSPCT	and	the	qualiied	clinical	coders	at	the	
trust to ensure that our best practice meets national standards. We believe that as with other Trusts who provide access 
to specialist palliative care services to an increasing population we can offer assurance to the executive team and the Trust 
Development Authority that palliative care coding at the Trust is an accurate reflection of palliative care activity and does not 
impact inappropriately on the reporting of mortality data. There is no doubt that greater continuity regarding palliative care 
coding nationally is required.

We	support	the	call	from	Dr	Foster	for:		

•	 Tightening	the	deinitions	of	palliative	care	used	in	its	risk	adjustment	models

•	 Calling	 on	NHS	 England	 and	 the	Health	 and	 Social	 Care	 Information	Centre	 to	 improve	 the	
consistency and accuracy of data recording both through tighter and clearer rules on coding and 
more stringent auditing of data quality.

Regular examination and better understanding of hospital mortality can potentially improve the way care is delivered, recorded 
and coded, and in turn, help improve the quality of the data used. We are committed to deliver and be recognised for the 
highest levels of quality of palliative and specialist palliative care and utilise technology, information, and benchmarking to 
sustain our best practice.
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Emergency	readmissions	within	28	days
This section reports the percentage of patients aged — (i) 0 to 14; and (ii) 15 or over, readmitted to a hospital which forms 
part of the Trust within 28 days of being discharged from a hospital which forms part of the Trust during the reporting period.  
We have compared ourselves against acute teaching trusts.

Emergency readmissions to hospital within 28 days of discharge: indirectly standardised percent, 16+ years, 
annual trend, Persons

Reporting Period Our hospital All trust  Worst performing Best performing

  national  acute teaching acute teaching

  average trust score trust score

2009/10 12.15 11.18 12.92 9.95

2010/11 12.53 11.43 13.30 10.72

2011/12 12.51 11.45 13.55 10.64

2012/13 Unavailable	 Unavailable	 Unavailable	 Unavailable

Emergency readmissions to hospital within 28 days of discharge: indirectly standardised percent, 0-15 years, 
annual trend, Persons

Reporting Period Our hospital All trust  Worst performing Best performing

  national  acute teaching acute teaching

  average trust score trust score

2009/10 0.00	 Unavailable	 13.50	 0.00

2010/11 6.07	 Unavailable	 12.78	 7.18

2011/12 13.44	 Unavailable	 13.44	 5.86

2012/13 Unavailable	 Unavailable	 Unavailable	 Unavailable

Please	note	that	for	persons	aged	0-15	years	the	numbers	used	to	calculate	the	outcome	measures	are	small	and	so	the	
outcome measures in this case are not considered to be robust measures of performance (as shown by large variations 
between years where the Trust jumps between being a “best” to a “worst” performer).  The above table for persons 
aged	0-15	is	not	considered	reliable	for	interpretation	of	Trust	performance	but	has	been	included	only	because	it	is	a	set	
requirement of this report.

The	available	data	for	Emergency	readmissions	to	hospital	within	28	days	of	discharge:	indirectly	standardised	percent,	16+	
years,	annual	trend,	P		was	checked	and	there	are	no	updates	to	the	above	data	available	for	2012/13.
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Readmissions

The table below shows our readmission rates for the last three years. We have not made significant improvements and remain 
around 8%. 

Patient	Experience
This section reports the Trust’s responsiveness to the personal needs of its patients during the reporting period.  The data is 
taken	from	the	NHS	Outcomes	Framework	–	Indicator	4.2	(P01391).		

The	highest/lowest	is	of	all	English	trusts,	(not	just	of	North-West	trusts),	as	national	igures	are	not	split.

Reporting Period Our hospital National Worst  Best   

  average Performance Performance 

2010/11 69.5% 67.3% 56.7% 82.6%

2011/12 69.8% 67.4% 56.5% 85.0%

2012/13 71.6% 68.1% 57.4% 84.4%

2013/14 71.1% 68.7% 54.4% 84.2%

The	performance	for	the	Royal	Liverpool	and	Broadgreen	University	Hospitals	NHS	Trust	is	better	than	the	England	national	
average	and	towards	the	better	end	of	the	range	of	all	English	provider	 trusts.	 	Furthermore	the	Trust	 indicator	shows	a	
gradual improvement in performance over several years.  
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Staff	Survey
This section reports the percentage of staff employed by, or under contract to, the Trust during the reporting period who 
would recommend the Trust as a provider of care to their family or friends.

Reporting Period Our hospital National average

2011 66% 78%

2012 66% 62%

2013 71% 64%

2014 73% 65%

These	results	are	consistent	with	the	new	Staff	Friends	and	Family	Test	introduced	in	2014,	where	quarter	one	and	quarter	
two	results	are	both	consistently	above	the	national	average.		The	Staff	FFT	asks	two	questions	–	‘would	you	recommend	the	
Trust	to	Friends	and	family	as	a	place	to	receive	treatment’,	and	‘would	you	recommend	the	trust	as	a	place	to	work’.		For	
question	one	we	scored	quarter	one	85%	and	quarter	two	87%	(nat.	avg.	76%	&	77%),	and	for	question	two,	we	scored	
quarter	one	71%	and	quarter	two	69%	(nat.	avg.	62%	&	61%).		

We	believe	that	our	work	on	staff	engagement	and	health	and	well-being	is	having	a	positive	effect	on	these	results.		The	
overall staff engagement score has seen a rise over the last two years from below the national average at 3.66 to the national 
average at 3.73, largely because one indicator – staff being able to contribute to improvements at work – has moved from 
the bottom 20% in 2012, to average in 2014.  We believe this is due to our continued efforts on staff engagement.  

We have lower scores than average in health and safety training, staff motivation, and appraisal.  Training and appraisal are 
known	‘hot	spot’	areas,	and	improvement	plans	are	already	in	place.		Whilst	appraisal	was	up	by	5%	this	year,	it	remains	
below	the	national	average.	 	Staff	motivation	 is	an	area	 for	attention	during	2015	and	we	plan	 to	address	 this	 through	
implementing coaching and collective leadership, which will encourage staff to feel more supported and empowered to 
develop and change things to make a difference.

We are working on embedding our appraisal window, utilising electronic recording and providing more training and support 
to managers to have valuable discussions with staff that benefit all. 

There is a real focus on revitalising our mandatory training courses and ensuring competence is achieved and evidenced.

A coaching programme has been established, where coaching will be used to manage, develop and motivate employees 
towards optimum performance.

This section reports the percentage of staff employed by, or under contract to the trust during the reporting period who 
would recommend the Trust as a provider of care to their family or friends.

Average and highest/lowest are for acute trusts only.

Reporting Period Our hospital National Highest  Lowest

  average performing Trust  performing

   score Trust score

2011 66% 78% Not available Not available

2012 66% 62% 86% 35%

2013 71% 64% 89% 40%

2014 73% 67% 89% 38%

Using	the	latest	data	the	Trust	demonstrates	better	performance	than	the	national	average	and	performance	which	is	towards	
the better end of the national Trust range.
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Venous	Thromboembolism	(VTE)

VTE	is	the	formation	of	a	blood	clot	in	a	vein	(venous	thrombosis),	which	can	dislodge	from	its	site	of	origin.	

Most thrombi occur in the deep veins of the legs and result in Deep Vein Thrombosis (DVT). Dislodged thrombi 
may	travel	to	the	lungs	and	cause	a	Pulmonary	Embolus	(PE).	(National	Institute	for	Health	and	Clinical	Excellence,	
Clinical Guideline 46, (April 2007).

This	section	reports	the	percentage	of	patients	who	were	admitted	to	hospital	and	who	were	risk	assessed	for	VTE	
during the reporting period.

High/low	performance	is	from	acute	trusts	(excludes	Independent	Sector	providers).

Reporting Period Our hospital National Highest  Lowest

  average performing Trust  performing

   score Trust score

Q4 2012/13 90.50% 94.28% 100.0% 87.90%

Q1 2013/14 95.16% 95.45% 100.0% 78.78%

Q2 2013/14 95.14% 95.74% 100.0% 81.70%

Q3 2013/14 92.80% 95.84% 100.0% 77.7%

Q4 2013/14 90.0% 96% 100.0% 75.0%

Q1 2014/15 92.2% 96% 100.0% 87.2%

Q2 2014/15 93.7% 96% 100.0% 86.4%

Q3 2014/15 96.0% 96% 100.0% 81.0%

2014/2015 VTE Monthly Performance

Our	CQUIN	target	for	2014/15	was	that	95%	of	patients	should	have	this	assessment	on	admission.	Although	
we	did	not	achieve	the	target	every	month	we	did	achieve	over	95%	from	October	onwards	with	the	percentage	
increasing month on month.   We achieved over 90% compliance every month and will aim to improve this figure 
for	2015/16.		For	2014/15	the	rate	is	currently	at	94.37%	year	to	date	which	is	an	improvement	on	2013/14.	
Please	note	the	data	for	quarter	four	relates	to	the	month	of	January	only	as	the	full	quarter	data	was	not	available	
at the time of writing.
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Clostridium Difficile (C.difficile)

This section reports the rate per 100,000 bed days of cases of C.difficile infection reported within the Trust 
amongst patients aged two or over during the reporting period.
 

Reporting Period Our hospital National Highest  Lowest

  average performing Trust  performing

   score Trust score

2010/11 37.6 29.7 0 71.2

2011/12 24.4 22.2 0 58.2

2012/13 20.6 17.3 0 30.8

2013/14 19.5 14.7 0 37.1

2014/15*	 15.6	 -	 -	 -	

*	Based	on	 locally	held	 information	as	 the	health	and	social	 care	 information	centre	data	 related	 to	 this	 indicator	 is	not	
available at the time of publication.

All new cases of toxin positive C.difficile infections are reported via the laboratory.  The infection prevention and control 
team ensure clinical teams are informed, appropriate control measures are in place and a root cause analysis investigation is 
completed by the clinical teams.

All	positive	C.dificile	infections	and	all	MRSA,	MSSA	and	Ecoli	bacteraemias	are	subject	to	investigation.

Improvements introduced:

•	 Risk	assessment	on	admission	for	all	patients

•	 Improvements	in	Hydrogen	Peroxide	cleaning	

•	 Use	of	adenosine	triphosphate	swabbing	to	monitor	cleaning	standards	

•	 Increased	antimicrobial	surveillance

•	 Introduction	of	aseptic	non-touch	technique	passport	for	all	venous	access.



00
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How	we	did	against	
our 2014/2015 priorities
Goal 1: Reducing Mortality: We will implement robust systems to 
improve mortality and improve patient outcomes

Aim: Implementation of systems to support reduction in mortality 

Priorities	2014/15	

a)		 To	implement	the	Pneumonia	pathway	and	deliver	95%	compliance	unless	agreed	deviations	are	
documented

b)	 Implement	the	Heart	Failure	and	Pancreatic	pathways	and	deliver	95%	compliance	unless	there	
are agreed deviations documents

c)  Develop and implement pathways for leukaemia and lymphoma.  

Outcome: Close	to	Outcome	   

Achieving a reduction of mortality is a three year plan and each year there are a number of priorities.  This year we have made 
excellent	progress	in	relation	to	ensuring	we	reduce	mortality	but	work	is	on-going.		For	each	of	our	goals	outlined	above	a	
short summary of progress made will be provided below.  

Mortality benchmarking is provided in more detail in the benchmarking section of this report.  

We	have	undertaken	a	review	of	patient	safety	in	2014-15	and	have	introduced	a	weekly	safety	meeting	where	all	patient	
safety incidents including mortality are reviewed.  

During 2014/15 the Trust has continued to focus on the reduction of mortality. The systems introduced in 2013/14 have 
continued to develop along with the introduction of new pathways and review procedures.  The work undertaken to reduce 
mortality is intrinsically linked to the wider patient safety agenda.

Mortality Peer Review    
We	set	out	to	achieve	90%	compliance	with	our	Mortality	Peer	Review	process	which	ensures	all	deaths	are	reviewed	by	
the	respective	directorate	at	consultant	level	to	ascertain	any	lessons	that	can	be	learned.	As	of	January	2015	we	were	78%	
compliant.	The	trust	recently	established	a	Mortality	Quality	Assurance	Group	that	independently	re-reviews	ive	randomly	
selected cases per week and compares its findings with those of the initial review. We are continuing to develop ways of 
communicating the lessons learned from the peer review.

Mortality alerts
The	Mortality	Alert	Group	 (formerly	Dr	Foster	Alert	Group)	meets	 regularly	 to	 review	any	mortality	alerts	 from	Dr	Foster.	
The scope of this group has been extended to include mortality alerts received by the Trust from other agencies. The group 
determine the best course of action to take and ensures the outcomes are reported appropriately.
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Clinical deterioration
Early	 recognition,	 escalation	and	 treatment	of	 the	deteriorating	patient	will	 reduce	mortality.	As	 such	we	have	 reviewed	
our	observation	chart	and	escalation	plan	and	integrated	the	National	Early	Warning	system	(NEWS).	The	outcome of the 
review	has	resulted	in	a	colour	coded	observation	chart	utilising	the	NEWS	criteria,	which	is	used	in	conjunction	
with a detailed escalation plan. The escalation plan initially focuses on a review by the patient’s own team / 
speciality	and	involvement	of	nurse	practitioners.		Followed	by	a	call	for	the	Medical	Emergency	Team	(MET)	if	the	
patient continues to deteriorate or there has been an inadequate response to earlier actions. The new observation 
chart and escalation plan was implemented in March 2015.

Development of clinical pathways
We have identified a need for four distinct clinical pathways in areas with the highest mortality. 

•	 A	pathway	for	Pneumonia	(both	community	acquired	and	hospital	acquired)	has	been	
developed and implemented throughout the organisation

•	 We	are	currently	following	the	Advancing	Quality	pathway	for	Heart	Failure	and	work	
is underway to develop a local pathway

•	 Simillarly	a	pathway	for	Neutropenic	Sepsis	within	Haematology	has	been	developed	
and introduced

•	 A	Pancreatic	pathway	along	with	pathways	for	leukaemia	and	lymphoma	are	being	
developed.
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Goal 2: Reduction in avoidable harm to our patients

Aim: Reduction of avoidable harm to patients  

Priorities	2014/15	

a) Reduction of waiting times to be admitted to hospital

b)	 Eficiency	of	outpatient	consultations,	to	collate	information	on	how	long	past	an	appointment	
time, patients are waiting to be seen, in ten areas where delays have been identified. All areas 
must	deliver	a	10%	improvement	in	year	with	further	targets	agreed	for	2015-16

c)  Reduce cancellations of appointments by the Trust by 30%

d)	 Use	of	MEDWORX	system	(software	package	which	identiies	appropriate	use	of	clinical	beds)	
to identify delays in care for patients.

Outcome: On	track  
  
As	part	of	the	overall	plan	to	reduce	harm	to	patients	we	set	some	clear	objectives	as	part	of	a	3	year	strategy.		Progress	has	
been made in most of the priority areas, detailed below.  

We have continued to meet all our performance targets in relation to planned elective activity.  

We have seen an improvement in the efficiency of our outpatient consultations with a decrease in numbers of 16%. 

Our	 overall	 hospital	 cancellation	 rate	 has	 risen	 slightly	 from	3.6%	 to	 3.8%.	 	 Some	of	 the	 biggest	 cancellation	 rates	 by	
specialty are where the numbers are small for however most of the specialties have seen an increase rather than a reduction, 
therefore further work is required. 

All	in	patients	are	allocated	a	hospital	case	manager	and	are	assessed	daily	using	the	MEDWORX	system	this	then	give	a	clear	
indication of those patients that need to remain in an acute hospital bed and those who are ready for discharge or need 
ongoing	care,	this	information	is	shared	with	our	social	care	partners	and	Liverpool	Clinical	Commissioning	Group.
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Goal 3: Delivering patient centred care, treating all patients with 
dignity and respect and obtaining feedback that more than 75% of 
patients would be extremely likely to recommend this Trust to a family 
member or friend

Aim: Patients	 will	 feel	 respected	 and	 treated	 with	 dignity,	 they	 will	 feel	 involved	 in	 their	 care	 and	
supported in preparing for discharge

Priorities	2014/15	

a) 95% or more of our patients will report that they were treated with respect and dignity

b)	 To	 establish	 seven	day	week	working	 across	 the	 trust.	 Examples	 of	 key	 features	within	 the	
objective are:

	 	 •		 Every	patient	to	be	reviewed	by	a	consultant	every	day

	 	 •		 Access	to	diagnostic	tests	to	be	the	same	every	day	of	the	week.

c) To have 90% of our patient’s report that they feel involved in the planning of their discharge

d) As part of the trust’s review of how we undertake patient surveys ensure we ask patients how 
effective their discharge was 95% of patients surveyed will say their discharge was safe and 
effective.

Outcome: On	track	

a) 83% of our patients reported that they were treated with respect and dignity, we did not 
achieve our target 95% set and this will continue to be monitored for improvement

b) To establish seven day week working across the Trust:

	 	 -	 Exploring	the	development	of	new	roles	that	will	support	the	medical	staff	at	the	
   weekends  

	 	 -	 Involving	patients	and	carers	in	any	developments	

	 	 -	 Implementation	of	a	General	Internal	Medicine	facility	using	clear,	consistent		 	
	 	 clinical	pathways	with	establishment	of	a	multi-disciplinary	taskforce	

	 	 -	 The	length	of	stay	for	non-elective	patients	in	the	division	of	medicine	will	reduce	

	 	 -	 The	number	of	patients	in	hospital	for	over	four	weeks	will	reduce	

c) 55% of our patients report that they feel involved in the planning of their discharge, we did not 
achieve the 90% target set and this will continue to be monitored for improvement

d) The case management team will be using the Medworx system to record discharge details and 
to	conirm	that	arrangements	have	been	discussed	with	the	patient.	 	Once	the	team	is	fully	
established, routine audits will be undertaken and follow up phone calls introduced to establish 
patient experience feedback regarding their discharge planning.  
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Friends and family results 2014-15

As part of our three year plan to improve patient experience we are aiming for 75% of our patients to rate extremely likely 
to recommend our hospital to friends and family.

Patient	feedback	is	the	most	important	indicator	of	how	well	an	organisation	is	doing.	We	undertake	regular	feedback	surveys	
with	our	patients	in	a	variety	of	ways.	The	introduction	of	the	Friends	and	Family	Test	(FFT)	last	year	gave	us	an	opportunity	
to	understand	in	more	detail	how	patients	were	feeling	about	their	experience.	To	help	improve	our	FFT	rating	we	decided	to	
focus on the five priorities outlined above.

Responses	 to	 the	 FFT,	 the	 trust	has	achieved	 the	national	 and	 local	CQUIN	 target	 set	 for	 responses	 from	 Inpatients	 and	
the	Emergency	Department	throughout	the	year.	Implementation	of	the	FFT	was	also	introduced	into	the	Dental	Hospital,	
daycase service and outpatient departments. Throughout the year, the trust reported that between 65% to 78% of inpatients 
who	responded	to	the	FFT	and	would	be	extremely	likely	to	recommend	this	hospital	to	friends	and	family.	For	the	Emergency	
department	54%	to	70%	of	patients	who	responded	to	the	FFT	and	would	be	extremely	likely	to	recommend	this	hospital	
to friends and family.

Over	the	past	year	our	internal	inpatient	survey	records	that	93%	of	patients	said	they	were	either	extremely	likely	or	likely	to	
recommend the hospital to friends and family for care and treatment.
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Goal 4: To ensure that people with learning disabilities and/or autistic
spectrum conditions are able to access our services when necessary 
including making reasonable adjustments to services

Added to the Quality Account 2013/14.  

Aim: To improve the care for patients with learning disabilities and/or autistic spectrum conditions 

Priorities	2014/15	 				

a)	 To	 complete	our	 strategy	by	 the	end	of	 July	2014	and	have	 this	 approved	at	 the	 Learning	
Disabilities	Steering	Group

b)	 Ensure	our	electronic	systems	record	every	patient	accessing	our	services	with
 moderate to severe learning disabilities

c)		 Ensure	all	 patients	with	a	 learning	disability	have	a	 full	 risk	 assessment	within	24	hours	of	
admission	using	a	recognised	risk	assessment	tool.	Undertake	a	monthly	audit	of	compliance	
as part of our ward based audit programme

d)  Identify a learning disabilities lead 

e)  Agree a policy which identifies the process for making reasonable adjustments by 31 August 2014

f)  Develop a programme of education about learning disabilities to be delivered to staff

g)			Review	 the	 use	 of	 the	 ‘This	 is	Me’	 health	 passport	 and	provide	 information	 regarding	 the	
utilisation of these. 

Outcome:	On	track	

It is estimated that there are 1.5 million people diagnosed with learning disabilities and this is set to increase. There is a 
recognised inequality in relation to the access to health care treatment for those with a learning disability. When we link this 
to the fact that one third of people who have a learning disability will also have an associated physical disability and one 
third will be likely to suffer from epilepsy, it is essential that we support these patients and their families to access our services 
at the right time. It is also essential to ensure we are able to support admission to hospital both a planned event and as an 
emergency, in a manner that meets the needs of these patients and their families.

A significant amount of work has been undertaken to address this priority to ensure that people with learning disabilities and/
or	autistic	spectrum	conditions	(ASC)	are	able	to	access	our	services	when	necessary	including	making	reasonable	adjustments	
to	services.	The	appointment	of	a	learning	disabilities	lead	nurse	in	September	2014	was	a	key	driver	for	improvement.	An	
electronic	system	has	been	introduced	to	ensure	that	patients	admitted	to	the	trust	with	a	learning	disability	and/or	ASC.		This	
results in the production of a weekly report that allows the learning disabilities lead nurse to assess the patients and ensure 
that	a	Health	Passport	is	in	place	and	when	necessary	a	speciic	vulnerable	person	action	plan.	A	risk	assessment	is	undertaken	
for all patients on admission to hospital to identify specific needs the patient have.

There	 is	 a	 trust	policy	 in	place	and	 this	will	be	 reviewed	as	 the	 service	 for	patients	with	 learning	disabilities	and/or	ASC	
continues to develop.

80 learning disabilities link nurses and allied healthcare professionals have been recruited and a specific education programme 
has been delivered and will continue.     
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Review of quality performance: safety 

Subject	Matter:	The Liverpool Frailty Service

Aim:	 The	 Liverpool	 Frailty	 Service	 aims	 to	provide	bespoke,	 quality	 and	
dignified care to older frail patients.

Goal:  To reduce the amount of time frail older patients spend in hospital.

Outcomes:  Outcome Met

The	Liverpool	Frailty	Service	was	developed	to	improve	the	care	for	frail	elderly	patients	to	reduce	the	
amount of time these patients spend in hospital.  These patients have a longer median length of stay 
and	more	health	care	related	complications.	Evidence	shows	better	outcomes	when	patients	undergo	
a	comprehensive	geriatric	assessment.	The	Liverpool	Frailty	Service	is	a	consultant	 led	fully	 integrated	
multiprofessional team working across the primary and secondary care, aiming to deliver high quality, 
seamless care.

The frailty service began on 4 November 2014. 

By proactively identifying appropriate patients for the service in the emergency department, the median length of stay has 
been reduced to 6.69 days compared to 12.7 and fifteen days on the two other clinical gerontology wards.
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Review of quality performance: safety

Subject	Matter:	 Surgical Site Infections in patients following 
Lower Limb Amputations 

Aim:   To enhance patient related outcomes and reduce the length of stay 
of patients who have had a major lower limb amputation.

Goal: To reduce the amount of surgical site infections in patients undergoing 
major lower limb amputation.

         
Outcome:  Outcome met

For	patients	who	have	to	go	through	major	lower	limb	amputations	the	experience	is	traumatic	enough	
but	if	they	subsequently	acquire	a	post-operative	wound	infection	this	not	only	has	an	emotional	effect	
but the consequences of the infection increases their length of stay and may mean that they have to 
undergo revision surgery.

In	May	2013,	patients	who	were	to	undergo	a	major	lower	limb	amputation	where	commenced	on	an	in-house	surgical	site	
surveillance programme. The information was solely used for the benefit of future patients and the clinical teams would learn 
from best practice.

Performance

Table 1 Total Lower Limb  Total number of Infection rate Infection rate

 Amputations   post-operative (per patient) (percentage)  

 Infections  

Year 1  137 28 1 in 5  20%

Year 2	(to	Oct	14) 61 4 1 in 15 6%

Table 1 summarises the performance based on the first year of surveillance, May 2013 – April 14, and the next 6 months 
to	October	2014.

Table 2 Total Lower Limb  Total number of Infection rate Infection rate

 Amputations   post-operative (per patient) (percentage)  

 Infections  

Year 1 (1st 6mths) 58 13 1 in 4  22%

Year2  (1st 6mths) 61 4 1 in 15 6%

Table 2 shows a fourfold improvement on patient infections over the same time period.
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How was this achieved?

After reviewing the data it was clear that surgeons were using different antibiotics and dressings rather than using 
standardised medicines and dressings. An amputation care bundle was devised whereby all antibiotics given intra operatively 
were standardised, all dressings used post operatively were standardised, and clear instructions were given when to change 
dressings	in	the	initial	post-operative	phase	(day	ive).

If the wound did need to be seen then the wound dressing would be taken down at the surgeons request and 
replaced immediately after review, hence utilising the ward coordinator which freed up the nurse to replace 
wound dressing.  This is opposed to undressing all wounds, which a) opened them up to infection and b) may not 
have been required in most cases, wasting time.  

Double	theatre	skin	preparation	pre-surgical	incision	was	adhered	to	with	a	100%	compliance	rate.

Summary

The data has shown a clear improvement in the reduction of surgical site wound infections in patients who have 
had major lower limb amputation.
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Review of quality performance: 
effectiveness 
Subject	Matter:		 Liverpool and Wirral Bowel Cancer Screening 

Programme

Aim:	 To	 create	 a	 Joint	 Advisory	 Group	 (JAG)	 on	 Gastrointestinal	 Endoscopy	
Accredited	Bowel	Cancer	Screening	Programme	across	the	Health	Economy.

Goal:  To enhance effective patient related outcomes and reduce waiting times for 
appropriate bowel screening.

Outcome:     Outcome Met  

The	JAG	on	Gastrointestinal	Endoscopy	was	established	in	1994	under	the	auspices	of	the	Academy	of	Medical	Royal	Colleges.	
It aspires to:
 

•	 	Set	standards	for	individual	endoscopists

•	 	Set	standards	for	training	in	endoscopy

•	 	Quality	assure	endoscopy	units

•	 	Quality	assure	endoscopy	training	courses.
 
JAG’s	mission	as	an	organisation	is	to	provide	UK	wide	support	for	endoscopy	services	to	ensure	they	have	the	skills,	resources	
and	motivation	necessary	to	provide	the	highest	quality,	timely,	patient-centred	care.	In	the	past	12	months	we	have	supported	
a bowel screening programme that has achieved all its agreed outcomes within timescale. 

Within year the service has delivered on all outcomes:

•	 Three	session	working	including	weekend	service	speciications

•	 No	waiting	times

•	 All	sites	across	the	partnership	are	JAG	accredited

•	 Excellent	cross	cutting	service	engagement

•	 Commissioning	commitment.

There is a forward plan in place to broaden the programme across the wider community.
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JAG Accreditation and Global Rating Score 2014 

The	Global	Rating	Score	(GRS)	is	a	tool	that	enables	units	to	assess	how	well	we	provide	a	patient-centred	service.	Levels	
begin to create a more complete picture of what is going on by describing in words the different levels of achievement for an 
item. These levels vary from basic (D) to excellent (A). While scoring an item with levels gives an accurate picture of what is 
going on, the scoring process can be subject to bias. To minimise bias all descriptors have been underpinned with measures. 
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Review of quality performance: 
effectiveness
Subject	matter:		Ophthalmology nurse led intravitreal injection 

Aim:   To meet capacity demands and to enhance the patient experience for those 
patient	attending	for	intra-vitreal	injection	procedures.

Goal: To enhance the patient pathway, reduce waiting times and increase capacity.
         
Outcome:   Outcome met

Due	to	the	ageing	population	and	the	new	indications	for	the	anti-vegF	therapies	there	is	an	increasing	demand	for	intra-
vitreal injection procedures to be carried out.

A new service has been developed where nursing staff, after rigorous training and observation, now perform the intravitreal 
eye	injections,	a	procedure	formally	carried	out	by	Ophthalmologists.

This	new	service	began	in	January	2015,	currently	one	nurse	practitioner	is	undertaking	the	procedure	and	a	there	are	plans	
for a further three nurses to undergo specialist training.  In the first three months the lead nurse has given 270 injections.

The impact has already been seen in terms of reduced waiting times for patients who are to undergo the injections and there 
are plans in place to increase the capacity for doctors to see and assess patients with medical retina eye conditions such as 
age-related	macular	degeneration,	some	diabetic	eye	disease	and	for	retinal	vein	occlusions.

The	service	will	be	audited	in	June	2015	and	patient	satisfaction	surveys	will	be	carried	out.
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Review of quality performance: 
experience 
Subject	matter:		enhancing patient experience and quality of 

care at the very end of life.

The specialist palliative care rapid discharge coordinator role as part of their patient flow responsibilities coordinate 
a rapid discharge service. 

Aim: To increase the opportunity for patients at the very end of life to be discharged  from 
hospital and to die in the place of their choice.

Goal: To enable a rapid discharge home and achieve this within six hours of the  
agreed decision fully supported by those personnel important to the patient and  
supportive services.

Outcome:     Outcome met

Currently,	around	470,000	people	die	each	year	in	England	and	is	expected	to	more	than	double	by	2037	in	the	
UK.

A	national	audit	of	hospitals	conducted	by	the	Royal	College	of	Physicians	in	England	in	2014	found	that	only	
21%	of	hospitals	offered	face-to-face	access	 to	specialist	palliative	care	7	days	a	week.	We	have	a	seven	day	
specialist	Palliative	Care	Service	and	the	discharge	coordinator	is	a	member	of	this	team.
 
Most	people	say	they	would	prefer	to	die	at	home	or	in	their	usual	place	of	residence.	Across	England	and	Wales,	
43% of people die at home or in a care home, up from 38% in 2008. Where people are cared for and die is 
influenced by the care options available locally, and the rapid coordination of discharge from hospital to home. 

The role of the discharge coordinator has increased the capacity for a rapid discharge by 100% with more than 
30	patients	 in	 year	who	were	 enabled	 to	be	discharged	within	 four	 -	 six	 hours	 of	 the	 initial	 discussions	 and	
subsequently died within three days of discharge surrounded by their family. No patients required readmission to 
hospital.

In terms of quality and patient experience this service has demonstrated an exemplar performance.
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Review of quality performance: 
experience 
Subject	matter:		survivorship in cancer - moving on after 

treatment, a six week programme

Aim: The course aims to build confidence by increasing the awareness of physical and emotional 
effects of cancer

Goal: The course will look at some of the issues which can effect patients following their cancer 
treatment and aims to provide information support and professional guidance on how to cope 
and adjust to life after treatment.  

Outcome:   On track

A	diagnosis	of	cancer	and	the	treatment	which	follows	is	a	very	distressing	experience.		A	multi-disciplinary	team	at	the	Royal	
led by the lead cancer nurse have developed a three week course which all cancer patients who have successfully completed 
treatment	will	be	offered,	providing	their	clinical	nurse	specialist	and	the	multi-disciplinary	team	think	it	is	appropriate.			

The course will take place for two hours a week for six weeks.  All sessions will be  coordinated by the McMillan support 
team, with presentations by various health care professionals.  The course was developed in line with what is required by the 
National	Cancer	Survivorship	Initiative	guidelines	and	in	conjunction	with	a	survey	asking	what	patients	would	like	to	see.				

It is hoped the course will be ready start summer of 2015 and will be evaluated following each course with patient’s feedback 
being used to inform future courses.
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Participation	in	clinical	audits	
During	2014/15,	forty	two	national	clinical	audits	and	ive	national	conidential	enquiries	covered	NHS	
services	that	the	Royal	Liverpool	and	Broadgreen	University	Hospitals	NHS	Trust	provide.	

During	that	period	the	Royal	Liverpool	and	Broadgreen	University	Hospitals	NHS	Trust	participated	in	93%	of	national	clinical	
audits and 100% of national confidential enquiries which it was eligible to participate in. 

The	national	clinical	audits	and	national	conidential	enquiries	that	the	Royal	Liverpool	and	Broadgreen	University	Hospitals	
NHS	Trust	were	eligible	to	participate	in	during	2014/15	can	be	viewed	in	Appendix	1.	

The	reports	of	28	national	clinical	audits	were	reviewed	by	the	provider	in	2014/15	and	the	Royal	Liverpool	and	Broadgreen	
University	Hospitals	NHS	Trust	intends	to	take	the	following	actions	to	improve	the	quality	of	healthcare	provided:

•	 National	Diabetes	Audit:	Core	Audit	–	An	area	requiring	focus	is	foot	surveillance.		For	this	reason	
a foot surveillance proforma is being designed to be included in the nursing documentation

•	 Severe	Sepsis	and	Septic	Shock	–	The	Sepsis	6	campaign	is	being	implemented	within	the	Trust	
and	the	Trust	is	also	taking	part	in	the	Advancing	Quality	Sepsis	initiative	which	will	monitor	
adherence and improvement against 9 specific measures

•	 National	Heart	Failure	Audit	–	To	assess	the	standard	treatment	and	stability	on	discharge,	all	
those admitted to hospital with acute heart failure, irrespective of type or aetiology, should 
be	seen	by	a	member	of	the	multi-disciplinary	heart	failure	team,	within	two	weeks	of	leaving	
hospital. These details should also be included in the discharge summary given to the patient 
as	they	leave	hospital,	and	sent	in	parallel	to	the	GP.	Earlier	inpatient	referral	to	the	specialist	
hospital heart failure team will facilitate this process.

Further	action	plans	have	also	been	developed	to	address	any	other	areas	of	need.

For	the	following	it	was	felt	that	we	achieved	comparably	or	better	than	nationally:

•	 Paracetamol	Overdose	(CEM)

•	 National	Hip	Fracture	Database	(NHFD)

•	 Stroke	 Improvement	 National	 Audit	 Project	 (SSNAP)	 includes	 the	National	 Sentinel	
Stroke	Audit

•	 Myocardial	Infarction	National	Audit	Project	(MINAP)

•	 National	Bowel	Cancer	Audit	(NBOCAP)

•	 National	Audit	of	Seizure	Management	in	Hospitals	(NASH)

•	 Severe	Trauma	/	Trauma	Audit	and	Research	Network	(TARN).	

It should be noted the national reports reviewed during 2014/15 are not explicit to the list of audits in Appendix 1 
but are, however, the reports published/reviewed during 2014/15.  Also of note is this figure in regards to reports 
reviewed	at	the	Trust’s	Clinical	Effectiveness	Sub-Committee.	
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The reports of 144 local clinical audits were reviewed by the provider in 2014/15 and examples of actions to be 
taken to improve the quality of healthcare provided are as follows:

•	 Improve	 understanding	 of	 luid	 prescription	 and	 highlight	 resources	 that	 could	 be	
used

•	 Discharge	 summary	 amended	 to	 include	 DVLA	 guidance	 to	 ensure	 patients	 are	
informed of their requirements

•	 Funding	of	two	physiotherapist	posts	within	the	emergency	department

•	 Monitoring	of	clinic	letters	to	ensure	letters	to	GPs	are	dictated	in	a	timely	manner

•	 Formal	teaching	session	for	F1	doctors	(irst	year	doctors)	in	Orthopaedics	regarding	
cognitive assessment of patients with hip fracture and need for completion of 
e-discharge	summaries

•	 A	multi-disciplinary	protocol	for	bunion	surgery	patients	to	be	followed	by	surgeons,	
anaesthetist, and physiotherapists and ward staff developed.

Engagement in clinical audits 

During 2014/15 the clinical audit database continued to be developed and reporting and monitoring of audits and 
action plans continue to be embedded within the governance structure. 

Audit symposia were again held in all 3 divisions and culminated in a Trust wide symposium where an overall 
winner was announced. The annual clinical audit poster competition will be held later in the year.

A coffee morning was held for Clinical Audit Awareness Week unfortunately this was poorly attended, however 
we aim to build on it during 2015/16.

The first market stall event for junior doctors was held at which there was an effectiveness team stand.  This 
included information on clinical audit.

A clinical audit induction document has been developed; this is aimed at junior doctors however it is appropriate 
for use by all staff. A directorate audit lead pack has also been developed.

The	Healthcare	Quality	Improvement	Partnership	(HQIP)	clinical	audit	training	module	has	been	completed	by	all	
directorate audit leads, and during 2015/16 it will gradually be rolled out so that any staff member wishing to 
complete a clinical audit must undergo this training prior to registering their audit.
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Participation	in	clinical	research
The	Trust	 looks	 to	offer	 all	 patients	 that	 are	 receiving	NHS	 services	 the	opportunity	 to	participate	 in	
research	where	appropriate.	Between	April	2014	and	January	2015	the	Trust	has	recruited	3109	patients	
into research studies. 

	Excellent,	high	quality	
medical research has been 

critical to our success

Robert	Sutton	Director	of	Research,	
Development and Innovation

The	new	Royal	Liverpool	University	Hospital	represents	a	crucial	step	toward	the	development	of	a	biomedical	campus	on	
site	developing	new	treatments	through	research	and	a	hub	for	the	future	of	health	science	research	in	the	North	West.	Our	
Clinical	Research	Unit	has	maintained	Phase	I	accreditation,	the	irst	NHS	unit	in	England	and	Wales	to	do	so.	This	has	led	to	
the	continued	strategic	alliance	with	COVANCE	(a	global	commercial	research	company)	for	early	phase	studies	(which	are	
used to measure the safety and efficacy of an investigational new drug before it is marketed to the general public). The unit 
has	conducted	28	of	these	very	early	phase	trials	(Phase	1	and	Phase	2)	in	the	past	two	years.

We	have	strong	collaborations	with	the	University	of	Liverpool	including	a	Joint	Research	Ofice	that	supports	sponsorship	of	
national and international studies and contract negotiation.

At the end of the financial year (March 2015) we have had 233 studies registered with Research Development and Innovation 
(RD&I)	and	425	currently	active	and	recruiting	or	in	follow-up.	We	have	245	researchers	working	on	the	425	active	research	
studies	of	which	258	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.  We are keen for public involvement in research 
and	now	have	patient	representatives	on	our	Governance,	RD&I	and	Pancreas	Biomedical	Unit	committees	and	will	establish	
a patient advisory group. 

Eye

GastroenterologyPharmacology

Diabetes

Pancreatic	Biomedical	
Research	Unit

Cancer

Infectious Diseases

Dental

Major areas 
of research
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Our	RD&I	public	and	patient	representative	member	Ken	Halligan	says	“I	hope	to	be	an	articulate	voice	for	those	who	are	at	
the sharp end of research and whose benefit must be the first and last priority of the committee who have done me the very 
great honour of asking me to join them.”

Consent4Consent in healthy volunteers has been a huge success.  We have about 4500 
people signed up to the database and it is now rolled out to patients within the hospital, 
with many patients in multiple specialist areas indicating that they are happy to be contacted 
if there is a research study that they may be suitable for. We hope this will give all interested 
patients the chance to take part in research and make a real difference to the lives of others 
in the future.

In	2014/15,	RD&I	has	focused	on	the	implementation	of	an	Intellectual	Property	and	Innovation	Framework	with	over	100	
projects registered and undergoing support.  This framework provides a structure for the adoption and diffusion of innovations 
across the divisions; to and from external partners plus the commercialisation and exploitation of Intellectual property should 
any	be	identiied.	RD&I	is	working	closely	with	the	trust’s	service	improvement	team	and	external	partners.
  
Last	year	our	Quality	Account	stated	that	it	would	report	the	following	data	this	year:	
The number of new studies opened during 2014/15 was 126 and we will continue to monitor and report on studies completed.

We have made significant progress with the use of the model clinical trial agreement by external sponsors and can report 
86% of commercial studies have used this form of contract in the last 12 months.

Research	participant	quote:	-	“If it wasn’t for the Royal, I wouldn’t be here now.” He	speaks	fondly	of	the	care	that	he	
received.  
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Commissioning for quality and innovation 
(CQUIN)	framework
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	2014-2015

A	proportion	 of	 the	 Royal	 Liverpool	 and	 Broadgreen	University	Hospitals	NHS	 Trust	 income	 in	 2014/2015,	 2.5%	 (about	
£5.7	million)	was	conditional	on	achieving	quality	improvement	and	innovative	goals	agreed	between	Royal	Liverpool	and	
Broadgreen	University	Hospitals	NHS	Trust	and	Liverpool	Primary	Care	Trust,	our	main	commissioner,	for	the	provision	of	NHS	
services	through	the	CQUIN	payment	framework.	

Priority Critical Success Factors Trust Position

Friends	and	family	test	 Implementation	of	staff	friends	and	family	test		 Achieved

Friends	and	family	test		 Early	implementation	day	case	and	outpatients		 Achieved

	 Increase	or	maintain	response	rate	for	the	Emergency	Department		 Achieved 

 Increase response rate in acute inpatient services  Achieved 

	 Provide	analysis	and	demonstration	of	improvements	from		 Achieved
 feedback through the friends and family test 

NHS	Safety	Thermometer	 To	reduce	harm	by	allowing	frontline	teams	to	measure	how	
 safe their services are and deliver improvement locally Achieved
 Reduction targets for pressure ulcers  

Dementia	 Find,	assess,	investigate	and	refer		 Performance		
  improved in  
  year but target  
  of 90% not  
  achieved  

 Clinical leadership  Achieved

	 Supporting	carers		 Achieved 

Advancing	Quality	 Utilising	clinical	pathways	for	patients	admitted	with	Acute	
	 Myocardial	Infarction	(heart	attack),	Heart	Failure,	Hip	and	Knee		 Achieved
	 Replacement,	Pneumonia,	Stroke,	COPD,	Hip	Fracture,	Sepsis,	
	 Acute	Kidney	Injury,	Diabetes	and	Alcoholic	Liver	Disease	

Communication	with		 To	provide	electronic	discharge	summaries	for	inpatients	and	 Partial
General	Practitioners	 some	outpatient	areas	 payment
	 •	Inpatients	
	 •	Outpatients	

I links transformation programme  IT transformational programme  Achieved 

Business continuity  Business continuity plans in place  Achieved 

Systems	interoperability		 To	support	IT	transformation	programme		 Achieved 

Implementation of ambulatory  Ambulatory emergency care for adults implemented Achieved
emergency care for adults 

Effective	discharge	planning		 Effective	discharge	planning	process	in	place		 Achieved 

Frail	and	Elderly		 The	Liverpool	Frailty	Service	has	been	established	 Achieved 

We	have	made	excellent	progress	with	the	majority	of	the	CQUIN	targets	set	by	the	Clinical	Commissioning	Group	and	will	
continue	to	focus	on	improving	performance	related	to	the	dementia	and	communication	CQUINs	in	2015-16.			

Details	of	the	agreed	goals	for	2015-16	are	available	electronically	at	our	website	www.rlbuht.nhs.uk	or	by	writing	to	our	
Chief	Nurse,	Lisa	Grant.			



00
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Data quality 

Information Governance Toolkit 

There are six initiatives with 45 standards.  The standards provide a framework for the Trust to measure its 
Information	Governance	compliance.			As	in	previous	years	each	standard	is	self-assessed	and	weighted	
between 0 and 3.  Any standard that does not achieve a level two is classified as unsatisfactory which 
effects the whole of the toolkit, not just the specific standard.

The Trust has consistently achieved compliance and the Information Governance Toolkit score for the last year 2013/14 was 
rated	satisfactory	and	work	has	been	on-going	this	year	to	remain	compliant.
                      
Mersey Internal Audit (MIAA)
Mersey	Internal	Audit	Agency	has	conducted	a	sample	audit	of	the	IGT	standards	and	has	reported	a	rating	of	‘Signiicant	
Assurance’.  

Final year position
The tables below details the position at 31 March 2015.

Initiative description Total Level Level  Level Level
 Standards 0 1 2 3 

IG Management 5 0 0 3 2 Satisfactory

Conidentiality	&	Data	Protection	Assurance	 9	 0	 0	 3	 6	 Satisfactory

Information	Security	Assurance	 15	 0	 0	 11	 4	 Satisfactory

Clinical Information Assurance 5 0 0 2 3 Satisfactory

Secondary	Use	Assurance	 8	 0	 0	 2	 6	 Satisfactory

Corporate Information Assurance 3 0 0 2 1 Satisfactory

Totals 45 0 0 23 22 

The details of each of the 45 standards can be accessed on line at https://nww.igt.hscic.gov.uk/ 

Clinical Coding

The	Royal	Liverpool	and	Broadgreen	University	hospitals	NHS	Trust	was	subject	to	the	Payment	and	Tariff	Assurance	clinical	
coding	audit	during	the	reporting	period	by	CHKS	(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 CHKS (Audit                                       Internal audit results

 Commission results) 2014/15 Results  Comparison with 

  (%) 2013/14 Results (%)

Primary	Diagnosis	 90.5%	 88.0%	 -2%

Secondary	Diagnosis	 85.8%	 86.3%	 +1.3%

Primary	Procedure	 94.9%	 88.6%	 -2.4%

Secondary	Procedure	 85.7%	 80.8%	 -11.2%

   
The	standard	of	coding	achieved	Level	1	for	Requirement	505	of	the	Information	Governance	Toolkit.	
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Nine	experienced	coders	have	 left	 the	department	 in	2014-15.	Due	to	a	national	shortage	of	coders	 it	was	necessary	 to	
replace these staff with novice coders. This had impacted on the standard of coding accuracy achieved in the Information 

Governance audit. 

NHS number and general medical practice code validity  

The	NHS	Number	is	a	unique	number	that	identiies	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	 generally	 acknowledged	 as	 an	 indicator	 of	 good	data	 quality	 and	underpins	world	 class	 care	whilst	
improving patient safety:

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

•	 We	have	commissioned	a	comprehensive	piece	of	work	to	assure	performance	data	

•	 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)	is	high.

The	Royal	Liverpool	and	Broadgreen	University	Hospitals	NHS	Trust	submitted	records	during	April	2014	to	January	2015	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:

99.9%	for	admitted	patient	care	(APC)
100%%	for	outpatient	care	(OP)
99.0%	for	emergency	care	(A&E)

High	NHS	Number	coverage	has	been	maintained	over	recent	years,	with	marked	improvement	seen	since	2009/10	as	per	the	
table	below	(data	taken	from	the	Secondary	Uses	Service	(SUS)	published	Data	Quality	dashboards).

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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Consultation on our Quality Account

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.

To prepare this year’s Quality Account and discuss progress 
against last year’s priorities we held three public consultation 
events, one on each of the Trust’s 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 Board of Directors meeting.

In addition to the consultation events, members of our 
Patients’	 Council,	 Patient	 Experience	 Sub-Committee,	
Quality Governance Committee and Board of Directors have 
all had the opportunity to contribute to the development 
of the content of this year’s Account.

External	 consultation	has	 also	 been	undertaken	with	 the	
following committees/groups:

•	Liverpool	Healthwatch	

•	Knowsley	Healthwatch	

•	Sefton	Overview	and	Scrutiny	Committee	

•	 Liverpool	Clinical	Commissioning	Group	
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Priorities	for	Improvement	2015/16
The	Trust	has	reviewed	its	own	strategic	themes	and	has	agreed	priorities	for	2015-16.		A	Quality	Plan	
2015/16 has been developed and will reflect the Trust strategic themes.   

Our	Vision
Delivering the highest quality of healthcare driven by 
world class research for the health and wellbeing of the 
population.

Our	Values
Patient	centered
Professional
Open	and	engaged
Collaborative
Creative

Strategic	themes
a) To deliver an exceptional patient experience, making the 

Trust one of the most sought after places to be treated 
anywhere in the world

b) To improve the quality of life for our patients by providing 
excellent, safe and accessible healthcare, which puts 
patient’s wellbeing at the heart of all we do

c)	 To	 develop	 a	world-class	workforce,	 recognised	 for	 its	
skills and level of engagement and founded on a culture 
of achievement, education, training and development

d) To achieve international recognition for our research and 
innovation, bringing new therapies from the bench to 
the bedside

e) To play a lead role in the development of a sustainable 
health system for the communities we serve.

Our	Quality	objectives	for	2015-16
The focus this year is to ensure:

1. Implement evidence based pathways for patients 

2. Implement 2018 programme/develop strategy to 2025

3. Implement coaching leadership 

4.	 Establish	an	accredited	nurse	training	programme	

5.	 Establish	 the	 BioMedical	 Research	 Centre	 (Stratiied	
Medicines	and	Personalised	Health).	



55

Quality	Account	Priority	1:	
Reducing	 Mortality	 -	 To	 embed	 robust	 systems	 to	 improve	
mortality rates and improve patient outcomes

2013 - 14
priorities

2014 - 15
priorities

2015 - 16
priorities

How	will	we	do	it?	
Reducing mortality links into the Trust priorities for this year 
and in particular will be supported by:

•	 Developing	a	seven	day	week	service	to	ensure	consultant	
level review

•	 Ensuring	we	have	a	strong	patient	safety	culture	where	
every opportunity is taken to share lessons learned.

There	are	robust	processes	in	place	for	undertaking	multi-
disciplinary reviews of all patient deaths in the hospital and 
we are strengthening how we share those lessons learned. 

Focusing	our	priorities
To	support	the	on-going	work	to	reduce	mortality	rates	in	
the hospital we have agreed to focus on four distinct clinical 
pathways. We will also continue with the work which was 
started	in	2013-14	and	ensure	this	good	work	is	embedded	
in the Trust and continuing to have the impact we need. 
The implementation of pathway driven care has already 
delivered some excellent results, for example in enhanced 
recovery. In terms of improving patient outcomes this is a 
proven method and so we will replicate this across some 
key areas.  

Improve recognition, escalation and management of the deteriorating patient and deliver 
improvements. This will result in a year on year reduction by at least 10% in resuscitation calls 
and a 10% or more increase to the Acute Response Team (ART).  

Improve sepsis recognition and response as evidenced by increase in calls to the ART.

Implement	the	Pneumonia	pathway	and	deliver	95%	compliance	unless	agreed	deviations	are	
documented. 

Implement	the	Heart	Failure	and	Pancreatic	pathways	and	deliver	95%	compliance	unless	there	
are agreed deviations documented.

Develop	and	implement	pathways	for	Leukaemia	and	Lymphoma.

Adopt a zero tolerance approach to healthcare associated infections. 

Deliver improved National Early Warning System (NEWS) escalation and further 

improvements in recognising the deteriorating patient.



00



57

Quality	Account	Priority	2:	
We will continue to deliver reduction in harm to patients

How	will	we	do	it?
 
Reducing harm to patients in the Trust is underpinned by 
the following Trust priorities for 2015/16: 

•	 Developing	 a	 seven	 day	 week	 services	 to	 ensure	
consultant level review and access to diagnostics

•	 Ensuring	we	have	a	strong	patient	safety	culture	where	
every opportunity is taken to share lessons learned

•	 Ensuring	we	have	the	right	staff	to	provide	the	right	level	
of care for our patients. 

Developing a culture where learning from incidents and 
complaints as a matter of course was highlighted in a 
number	 of	 signiicant	 reports	 in	 2013.	 Professor	 Don	
Berwick	produced	a	report	on	safety	in	the	NHS	in	August	
2013	titled	‘A	promise	to	learn	a	commitment	to	act’	and	
provided ten key recommendations that Trusts should take 
to address patient safety. This trust already has many of 
these in place and has a full action pan to deliver on any 
actions not currently in place. 

Focusing	on	our	priorities
There are a number of key priority areas in the next two 
years and these are outlined below.  We will continue to 
collate information on the four harms within the patient 
safety thermometer:

•	 Pressure	ulcers

•	 Falls	with	harm	that	is	moderate	to	severe

•	 Catheter	associated	urinary	tract	infections	(CAUTI)

•	 Venous	 thrombolytic	 embolism	 (VTE)	 including	
strengthening how we work together to understand 
preventable causes and share lessons learned

•	 Achieve	no	less	than	97%	harm	free	hospital	care.	

Eficiency	of	care	is	also	an	area	we	will	continue	to	monitor	
as this will ensure reductions in delays that could result in 
harm to patients. 

The focus this year will be to review how effective we 
are at supporting patients to access services in a safe and 
timely manner. This will include waiting times to access 
care but also on how we are improving access to tests 
and investigations and the speed and accuracy of when 
results	 are	 available.	 Outpatient	 eficiency	 is	 also	 part	 of	
this target as it is essential our patients are able to access 
their appointment in a timely manner and to ensure they 
feel they have been able to access the care they needed.
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Improving	dementia	care	for	patients	in	line	with	the	National	Dementia	Strategy.

Improving our discharge processes and communication with general practitioners 
Focusing	on	the	reduction	of	harm	to	patients	across	a	range	of	indicators.

Rolling out enhanced recovery in agreed pathways.

  
Improve access to services:

•	 Reduction	of	waiting	times	to	be	admitted	to	hospital

•	 Eficiency	of	outpatient	consultations,	to	collate	information	on	how	long	past	an	appointment	
time our patients are waiting to be seen in 10 areas where delays have been identified. All 
areas must deliver a 10% improvement in year with further stretch targets agreed for 2015/16

•	 Reduce	cancellations	of	appointments	by	the	Trust	by	30%

•	 Use	of	MEDWORX	system	(software	package	which	identiies	appropriate	use	of	clinical	beds)	
to identify delays in care for patients.

  
Agree targets to reduce delays in outpatient appointments across the top ten specialities and 
monitor implementation. 

Maintain focus on reduction of harm to patients.

Continue to work with stakeholders to anticipate patient care requirements in vulnerable groups 
for example:

•	 Dementia
•	 Learning	disabilities	
•	 Transitional	care

Safe	discharge	arrangements	for	patients	remains	a	priority	for	action	this	year.		This	priority	has	
also	been	identiied	as	a	CQUIN	target.			

2013 - 14
priorities

2014 - 15
priorities

2015 - 16
priorities
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Quality	Account	Priority	3:	
Delivering patient centred care, treating all patients with dignity 
and respect and obtaining feedback that more than 75% of 
patients would be extremely likely to recommend this Trust to a 
family member or friend

How	will	we	do	it?
The experience of our patients is the most important thing 
and this Quality Account priority will be supported by all 
five of the overall priorities for 2015/16. 

We have already developed a means of ascertaining 
feedback from patients regarding how likely they are to 
recommend our hospital to a family member or a friend 
though response rates and results have not been as high as 
we would like so more work is underway to improve this. 

We report our patient experience feedback in our monthly 
quality	 performance	 report	 and	 this	 includes	 the	 Friends	
and	 Family	 Test	 where	 patients	 are	 asked	 to	 rate	 how	
likely they are to recommend our Trust to family or friends. 
Response categories are:

1.	 Extremely	likely	
2.	 Likely	
3. Neither likely nor unlikely 
4.	 Unlikely	
5.	 Extremely	unlikely	
6. Don’t know.

Focusing on our priorities

We have identified a number of areas where improvements 
to the patient experience are required and these are 
highlighted	 below.	 Keeping	 patients	 fully	 informed	 and	
ensuring every patient feels that they have been treated 
with dignity and respect is key to ensuring patient centred 
care. 

Our	 patients	 have	 the	 right	 to	 access	 the	 right	member	
of	 staff	 to	 provide	 their	 on-going	 care	 regardless	 of	 the	
day	 of	 the	week.	 Our	work	 to	 increase	 the	 provision	 of	
services seven days a week will continue, with progress 
already made, we aim to embed this in the trust and 
provide evidence of how it is working and the difference 
it is making. 

After a successful experience in hospital it is important 
that the discharge of our patients is planned well, with 
full involvement of the patient and any relevant family 
members or whoever the patient wishes to be involved. 
This is why we will increase our focus on this aspect of 
care and aim to have at least 90% of our patients saying 
they were fully informed. We will also undertake some post 
discharge surveys to ask patients if their discharge plan was 
safe and effective. 
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Quality	Account	Priority	4:	
To ensure that people with learning disabilities and/or autistic 
spectrum	conditions	(ASC)	are	able	to	access	our	services	when	
necessary including making reasonable adjustments to services

There are around 1.5 million people diagnosed with learning disabilities. This is set to increase. There 
is a recognised inequality in relation to the access to healthcare treatment for those with a learning 
disability. When we link this to the fact that approximately one third of people who have a learning 
disability will also have an associated physical disability and one third will be likely to suffer from epilepsy, 
it is essential that we support these patients and their families to access our services at the right time. It 
is also essential to ensure we are able to support admission to hospital both a planned event and as an 
emergency, in a manner that meets the needs of these patients and their families. 

At a recent consultation event held by the trust, which was 
attended by a wide range of stakeholders, there are some 
clear areas of priority that it is felt we need to address. 
These include: 

1. Developing a strategy that works for everyone. This 
means it should:

•	 Have	input	from	multiple	agencies	

•	 Support	an	Autism	task	group

•	 Take	 into	 consideration	 the	 need	 for	 a	 learning	
disabilities nurse

•	 Clarify	entry	points	in	A&E	and	across	wider	hospital

•	 Clarify	the	skills	required	in	Triage	and	address	these

•	 Be	 clear	 about	 how	we	 recognise	 patients	 with	 a	
learning	disability.	Ensure	that	this	is	recorded	on	our	
systems

•	 Flag	 up	 reasonable	 adjustments	 and	 ensure	 these	
are reviewed and agreement made regarding what 
can be done

•	 Continue	with	collaboration.	

2. Developing a clear role for our learning disability 
champions. This should include:

•	 Allocation	of	this	role	to	someone	who	has	the	time	
to be able to look at patient experience from the 
point of admission to discharge 

•	 The	development	of	transition	champions	and	links	
into	Alder	Hey	Hospital

•	 Ensuring	 there	 is	 an	 learning	disabilities	 champion	
role in the outpatient departments so that patients 
and their families can access someone to speak to 
prior to their appointment

•	 Consider	 how	 we	 develop	 our	 clinical	 nurse	
specialists who care for patients with learning 
disabilities

•	 Be	clear	about	how	we	will	review	the	experience	of	
our patients and their families to ensure lessons are 
learned. 

Setting our priorities for 2015/16 

Based on the feedback from our consultation event we are 
able to highlight what is going well and also where our 
stakeholders	wish	us	to	focus	more.	For	2015/16	our	key	
areas of work will be:

1. To develop and launch a Learning Disability 
Strategy 2015 to 17 by the end of July 2015

2. Develop an electronic system to flag and record 
patients accessing our services with learning 
disabilities

3. Develop a risk assessment process for patients 
admitted with learning disabilities.

The	aims	above	will	be	reviewed	in	the	Learning	Disabilities	
Steering	Group.	The	Learning	Disability	Steering	Group	will	
monitor the action plan in place to deliver the priorities 
identified for this year.   

The trust will continue to work closely with key stakeholders 
and partners in providing care for patients with learning 
disabilities and/or autistic spectrum conditions.  We will 
continue to improve the strong links already established 

with	the	Merseycare	Learning	Disabilities	Community	Team.		
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Statement	of	directors’	responsibilities	 in	
respect of the Quality Account

The	directors	are	required	under	the	Health	Act	2009	to	prepare	a	Quality	Account	for	each	inancial	year.	The	Department	of	
Health	has	issued	guidance	on	the	form	and	content	of	annual	Quality	Account	(which	incorporates	the	legal	requirements	
in	the	Health	Act	2009	and	the	National	Health	Service	(Quality	Accounts)	Regulations	2010	(as	amended	by	the	National	
Health	Service	(Quality	Accounts)	Amendment	Regulations	2011).

In preparing the Quality Account, directors are required to take steps to satisfy themselves that:

•		 The	Quality	Account	presents	a	balanced	picture	of	the	Trust’s	performance	over	the	period	covered

•		 The	performance	information	reported	in	the	Quality	Account	is	reliable	and	accurate

	•		There	are	proper	internal	controls	over	the	collection	and	reporting	of	the	measures	of	performance	
included in the Quality Account, and these controls are subject to review to confirm that they are 
working effectively in practice

•		 The	data	underpinning	the	measures	of	performance	reported	in	the	Quality	Account	is	robust	and	
reliable, conforms to specified data quality standards and prescribed definitions, and is subject to 
appropriate scrutiny and review

•		 The	Quality	Account	has	been	prepared	in	accordance	with	Department	of	Health	guidance.

Following	concerns	around	the	VTE	assessment	performance	against	the	national	target,	an	external	review	was	commissioned	
in relation to the adequacy, reliability and effectiveness of the systems for ensuring compliance with established procedures 
and	policy	and	integrity	and	reliability	of	the	indicator	performance	information	between	January	2013	and	January	2014.	The	
Board considered the external assurance report in May 2014.  The external assurance report was unable to provide assurance 
that	the	igures	reported	for	the	period	from	January	2013	to	October	2013		were	supported	by	a	robust	process	but	it	was	
noted	that	the	Trust	had	implemented	a	number	of	improvements	since	October	2013	which	had	improved	the	quality	of	the	
data.	All		actions	have	now	been	implemented	including	the	introduction	of	an	electronic	system	for	VTE	recording.	

The directors confirm to the best of their knowledge and belief they have complied with the above requirements in preparing 
the Quality Account.

By order of the Board

Chair	 	 	 	 	 Chief	Executive
Date 30.06.15       Date 30.06.15
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Care Quality Commission

The 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 Trust during the reporting period 1 April 2014 to 31 March 2015.

During the reporting period 1 April 2014 to 31 March 2015, the Trust received one unannounced CQC follow up inspection 
on	30	June	and	1	July	2014.		The	Royal	Liverpool	University	Hospital	and	Broadgreen	Hospital	on	this	occasion	was	found	to	
be compliant with the five key lines of inquiry. The CQC action plan which was developed following the CQC clinical summit 
meeting	 in	 February	2014	 is	monitored	 	quarterly	 at	 the	Quality	Governance	Committee.	 	 The	2	 remaining	outstanding	
actions are associated with outlying patients and outpatient improvement, progress is being made and will be completed in 
2015.
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External	Statements	
 

  
	 Ground	Floor
 Trinity Wing
	 Town	Hall
 Trinity Road
 Bootle
	 L20	7AE
  

Mr.	Aidan	Kehoe	 Date:	 	 18	May	2015
Chief	Executive	 Our	Ref:	 	 DAC/O&S
Royal	Liverpool	&	Broadgreen	University	Hospitals	NHS	Trust	 Your	Ref:
Prescot	Street
LIVERPOOL	 Contact:	 Debbie	Campbell
L7	8XP
 
 Telephone Number:  0151 934 2254
	 Fax	Number:	 		0151	934	2034
 email: debbie.campbell@sefton.gov.uk

Dear	Mr.Kehoe,

Royal	Liverpool	&	Broadgreen	University	Hospitals	NHS	Trust	–	Quality	Account	2014/15

As	Chair	of	Sefton	Council’s	Overview	and	Scrutiny	Committee	(Health	and	Social	Care)	I	am	writing	to	submit	a	
commentary on your Quality Account for 2014/15.

Members of the Committee met informally on 13 May 2015 to consider your Quality Account, together with 
representatives from the local CCGs. 

We welcomed the opportunity to comment on the Quality Account and comments are outlined below.

We recognised that the Trust faces many challenges and pressures. Attendees noted that the Trust has demonstrated 
improvements and is making progress against measures. 

We accepted your Quality Account for 2014/15 and you will not be requested to attend a formal meeting of the 
Council’s	Overview	and	Scrutiny	Committee	(Health	and	Social	Care).

Yours sincerely,

 

Councillor	Catie	Page
Chair,	Overview	and	Scrutiny	Committee	(Health	and	Social	Care)
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PATIENTS’ COUNCIL
comments on

THE TRUST’S QUALITY ACCOUNTS 2014-15

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

We	are	happy	that	the	following	goals	will	be	included	in	the	2015/16	priorities:-

 1.   Reducing Mortality

	2.			Reduction	in	harm	to	Patients	and	developing	a	7	day	a	week	service

	3.			Treating	Patients	with	Dignity	and	Respect

 4.  To ensure that people with learning disabilities and/or autistic spectrum
       conditions are able to access our services.

The Council receive continued support from the Trust and our views are
valued.

Irene	Kelly
Chair,	Patients’	Council

5th May 2015 
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Healthwatch	Liverpool	 is	pleased	to	have	this	opportunity	 to	comment	on	the	Royal	Liverpool	and	Broadgreen	University	
Hospitals	NHS	Trust’s	Quality	Account	for	2014	–	2015.	

The	Quality	Account	is	a	long	and	complex	document	,	so	in	the	interest	of	brevity	and	clarity	Healthwatch	will	make	some	
general comments and also highlight some of the aspects of the document that caught our attention from a lay person’s 
perspective.

The document is generally well laid out and does provide useful information on how the Trust is performing regarding the 
quality	of	its	service.		The	use	of	over	technical	language	does	seem	to	have	been	minimised	but	Healthwatch	did	see	some	
use of acronyms that would have benefited from an explanation. 

The	‘About	Us’	section	provides	a	concise	and	helpful	overview	of	the	Trust	and	highlights	some	key	facts	about	the	new	
Royal hospital building that is currently under construction.

Healthwatch	is	particularly	pleased	to	see	that	a	section	on	Equality	has	been	included	in	the	Quality	Account,	as	we	believe	
that it is not possible to provide a quality service without being equally conscious of the need to ensure that all people can 
access and have a positive experience of the service.

At	the	time	that	Healthwatch	viewed	the	draft	Quality	Account,	the	‘Our	Performance’	section	on	page	9	of	the	Quality	
Account showed a slight majority of the quality indicators to be red. This does not indicate that the service is poor, but it does 
indicate that the Trust is facing some pressures and needs to keep concentrating hard on quality if it is to meet and surpass 
more of its targets in this area, including appointment cancellation rates. 

Regarding	 the	 ‘Benchmarking	data’,	 the	 Trust’s	 clear	 acknowledgement	 that	 its	 incident	 reporting	 is	 below	 the	 national	
average is honest, and more importantly the corresponding actions taken towards rectifying this are encouraging. 

Staff	feedback	improved	compared	to	previous	years,	and	the	Trust	received	more	Friends	and	Family	feedback	this	year.	It	
was	dificult	to	compare	feedback	received	through	the	Friends	and	Family	Test	that	only	includes	those	who	said	they	were	
‘extremely	 likely’	 to	 recommend	 the	hospital,	 and	 feedback	 from	 internal	patient	 surveys	 carried	out	by	 the	Trust	which	
included	both	‘likely’	and	‘extremely	likely’.

Healthwatch	Liverpool	was	disappointed	to	see	that	only	83%	of	patients	reported	they	felt	 they	had	been	treated	with	
respect	and	dignity,	as	this	can	have	a	great	impact	on	the	overall	experience	of	care.	Healthwatch	agrees	that	this	needs	
monitoring, and is looking forward to see what actions the Trust aims to take to improve this figure. Additionally, the number 
of patients mentioning they were involved in their discharge was not that high, and rightly the Trust will continue to monitor 
this.

Healthwatch	was	pleased	to	see	that	a	Learning	Disabilities	Lead	Nurse	was	appointed	during	the	year,	and	that	actions	
planned	to	improve	access	for	patients	with	a	Learning	Disability	have	started	to	be	implemented.	Equally,	the	Frailty	Unit	is	
a	good	initiative,	and	Healthwatch	is	looking	forward	to	inding	out	more	about	the	impact	the	unit	has	had	next	year,	when	
it has been established for longer.

There	were	other	positive	examples	in	the	report	of	how	improvements	have	been	made	in	the	Trust	during	2014-15,	and	
the	document	clearly	outlines	 the	priorities	chosen	 for	next	year.	Healthwatch	Liverpool	 looks	 forward	 to	continuing	our	
engagement	with	the	Trust	during	2015-16.



66

NHS Liverpool Clinical Commissioning  Group- Quality Account Statements -
The Royal Liverpool & Broadgreen University Hospital NHS Trust

Liverpool	CCG	welcomes	the	opportunity	to	comment	on	The	Royal	Liverpool	&	Broadgreen	University	Hospital	NHS	Trust	
Draft Quality Account for 2014/15. We worked closely with the Trust throughout 2014/15 to gain assurances that the services 
they delivered were safe, effective and personalised  to service users. The CCG shares the fundamental aims of the Trust and 
supports their strategy to deliver high quality, harm free care.

We have reviewed the information provided within the Quality Account and checked the accuracy of data within the account 
which was submitted as part of the Trusts contractual obligation. All data provided corresponds  with data used as part of the 
on-going	contract	monitoring	process.

This	Account	indicates	the	Trust’s	commitment	to	improving	the	quality	of	the	services	it	provides	and	Liverpool	CCG	supports	
the key priorities for improvement during 2014/15.

•	 Goal	1:	Reducing	mortality
•	 Goal	2:	Reduction	in	harm	to	patients
•	 Goal	3:	Delivering	patient	centred	care,	treating	all	patients	with	dignity	and	respect	and	obtaining	feedback	

that more than 75% of patients would recommend  this Trust to a family member or friend
•	 Goal	4:	To	ensure	that	people	with	learning	disabilities	and/or	autism	spectrum	conditions	are	able	to	access	our	

services when necessary including making reasonable  adjustments to services

This is a comprehensive report that clearly demonstrates progress within the Trust. It identifies where the organisation has 
done well, where further improvement is required and what actions are needed to achieve these goals. The Quality Account 
sets out the priorities for improving patient safety, patient experience and clinical effectiveness across all services provided by 
the Trust.

Through	 this	 Quality	 Account	 and	 on-going	 quality	 assurance	 process	 the	 Trust	 clearly	 demonstrates	 their	 commitment	
to	improving	the	quality	of	care	and	services	delivered.	The	Royal	Liverpool	&	Broadgreen	Hospital	NHS	Trust	continues	to	
develop innovative ways to capture the experience of patients and their families in order to drive improvements in the quality 
of care delivered.

The Trust places significant emphasis on its safety agenda, with an open and transparent culture, and this is reflected 
throughout the account with work continuing on the reporting of incidents and the embedding of learning across the 
organisation.	 This	 commitment	 is	 also	 supported	 through	 the	 participation	 in	 the	 Sign	Up	 to	 Safety	Campaign	 and	 the	
pledges put forward to improving patient safety across the organisation. 
Liverpool	CCG	along	with	our	Co-Commissioning	CCGs	are	aspiring	through	strategic	objectives	and	5	year	plans	to	develop	
an	NHS	that	delivers	great	outcomes,	now	and	for	future	generations.	That	means	relecting	the	government’s	Qbjectives	
for	the	NHS	set	out	in	their	mandate	to	us,	adding	our	own	stretching	ambitions	for	improving	health	and	delivering	better	
services	to	go	even	further	to	tailor	care	to	the	local	health	economy.		Providing	high	quality	care	and	achieving	excellent	
outcomes for our patients is the central focus of our work and paramount to our success.

It is felt that the priorities for improvement identified for the coming year are both challenging and reflective of the current 
issues across the health economy.  We therefore commend the Trust in taking account of new opportunities to further 
improve the delivery of excellent, compassionate and safe care for every patient, every time.

Signed		 	 	 	 	 	 	 8	June	2015

Katherine	Sheerin
Chief	Oficer
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Appendix 1: 
Mandatory	Clinical	Audit	Programme
 

List	of	Mandatory	Audits	applicable	to	the	Trust
Cardiac Rhythm Management audit (Cardiac Arrithymia)

National Cardiac Arrest Audit (NCAA)

Stroke	Improvement	National	Audit	Project	(SSNAP)	includes	the	National	Sentinel	Stroke	Audit
Severe	Trauma	/	Trauma	Audit	&	Research	Network	(TARN)
NHSBT	-	National	Comparative	Audit	of	Blood	Transfusion	-	Patient	information	and	consent
NHSBT	-	National	Comparative	Audit	of	Blood	Transfusion	-	Transfusion	in	children	and	adults	with	Sickle	Cell	disease
National	Oesophago-Gastric	Audit	(NOGCA	/	NAOGC)	(upper	GI)
National/QA/PROMs:	Hernia
National/QA/PROMs:	Knee	Replacement
National/QA/PROMs:	Hip	Replacement
National	Heart	Failure	Audit
National	Hip	Fracture	Database	(NHFD)	-	Part	of	FFFAP
National Review of Asthma Deaths (NRAD)

NCEPOD	Subarachnoid	Haemorrhage	Study
Chronic	Obstructive	Pulmonary	Disease	(COPD)
Paracetomol	Overdose	(CEM)
Sepsis	&	Septic	Shock	(CEM)
Mental health (care in emergency departments)

Older	people	(care	in	emergency	departments)
Myocardial	Infarction	National	Audit	Project	(MINAP)	
National Diabetes Audit (NDA): Core Audit

National	Diabetes	Audit	(NDA):	National	Pregnancy	in	Diabetes	Audit	(NPID)
National Diabetes Audit (NDA): Inpatient Audit (NaDIA)

National	Diabetes	Audit	(NDA):	National	Diabetes	Foot	Care	Audit	(NDFA)
DAHNO	-	Data	for	Head	and	Neck	Oncology
IBD	UK	Inlammatory	Bowel	Disease	Audit	Round	4	Part	1:	Inpatient	care	audit
IBD	UK	Inlammatory	Bowel	Disease	Audit	Round	4	Part	2:	Inpatient	experience	audit
IBD	UK	Inlammatory	Bowel	Disease	Audit	Round	4	Part	3:	Biological	therapy	audit
NCEPOD	Gastrointestinal	Haemorrhage
Bowel	Cancer	(NBOCAP)
NCEPOD:	Tracheostomy	study
NCEPOD:	Sepsis
ICNARC	-	Case	Mix	Programme	(CEM)
Renal Registry / Renal Replacement Therapy

Lung	Cancer	(LUCADA	/	NLCA)
Rheumatoid	&	Early	Inlammatory	Arthritis
National	Emergency	Laparotomy	Audit	(NELA)
National	Joint	Registry
National	Prostate	Cancer	Audit
Vascular	Society	-	Carotid	Endarterectomy	Audit	(National	Vascular	Database	data)
NCEPOD:	Lower	Limb	Amputation
National	Prostate	Cancer	Audit	-	Organisational	Audit
National	COPD	(BTS)	Clinical	Audit
NCEPOD	Acute	Pancreatitis
BTS	Adult	Community	Acquired	Pneumonia
Adult Bronchiectasis Audit

Pleural	Procedures
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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 2014/15 are as follows:

List	of	Mandatory	Audits	the	Trust	submitted	to
Cardiac Rhythm Management audit (Cardiac Arrithymia)

National Cardiac Arrest Audit (NCAA)

Stroke	Improvement	National	Audit	Project	(SSNAP)	includes	the	National	Sentinel	Stroke	Audit
Severe	Trauma	/	Trauma	Audit	&	Research	Network	(TARN)
NHSBT	-	National	Comparative	Audit	of	Blood	Transfusion	-	Patient	information	and	consent
NHSBT	-	National	Comparative	Audit	of	Blood	Transfusion	-	Transfusion	in	children	and	adults	with	Sickle	Cell	disease
National	Oesophago-Gastric	Audit	(NOGCA	/	NAOGC)	(upper	GI)
National/QA/PROMs:	Hernia
National/QA/PROMs:	Knee	Replacement
National/QA/PROMs:	Hip	Replacement
National	Heart	Failure	Audit
National	Hip	Fracture	Database	(NHFD)	-	Part	of	FFFAP
National Review of Asthma Deaths (NRAD)

NCEPOD	Subarachnoid	Haemorrhage	Study*
Chronic	Obstructive	Pulmonary	Disease	(COPD)
Paracetomol	Overdose	(CEM)
Sepsis	&	Septic	Shock	(CEM)
Mental health (care in emergency departments)

Older	people	(care	in	emergency	departments)
Myocardial	Infarction	National	Audit	Project	(MINAP)	
National Diabetes Audit (NDA): Core Audit

National	Diabetes	Audit	(NDA):	National	Pregnancy	in	Diabetes	Audit	(NPID)
National Diabetes Audit (NDA): Inpatient Audit (NaDIA)

National	Diabetes	Audit	(NDA):	National	Diabetes	Foot	Care	Audit	(NDFA)
DAHNO	-	Data	for	Head	and	Neck	Oncology
IBD	UK	Inlammatory	Bowel	Disease	Audit	Round	4	Part	1:	Inpatient	care	audit
IBD	UK	Inlammatory	Bowel	Disease	Audit	Round	4	Part	2:	Inpatient	experience	audit
IBD	UK	Inlammatory	Bowel	Disease	Audit	Round	4	Part	3:	Biological	therapy	audit
NCEPOD	Gastrointestinal	Haemorrhage
Bowel	Cancer	(NBOCAP)
NCEPOD:	Tracheostomy	study
NCEPOD:	Sepsis
ICNARC	-	Case	Mix	Programme	(CEM)
Renal Registry / Renal Replacement Therapy

Lung	Cancer	(LUCADA	/	NLCA)
Rheumatoid	&	Early	Inlammatory	Arthritis
National	Emergency	Laparotomy	Audit	(NELA)
National	Joint	Registry
National	Prostate	Cancer	Audit
Vascular	Society	-	Carotid	Endarterectomy	Audit	(National	Vascular	Database	data)
NCEPOD:	Lower	Limb	Amputation
National	Prostate	Cancer	Audit	-	Organisational	Audit
National	COPD	(BTS)	Clinical	Audit
NCEPOD	Acute	Pancreatitis
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 The national clinical audits that The Royal Liverpool and Broadgreen University Hospitals NHS 
Trust was eligible to participate in during 2014/15 but did not are as follows: 

Audit Title Reason for not participating
 

Bronchiectasis	(British	Thoracic	Society)	 The	minimum	participation	igure	was	20,	however		

	 only	approx.	6	patients	per	year	are	seen	at	RLBUHT	

 with this diagnosis.

Adult	Community	Acquired	Pneumonia		 RLBUHT,	submits	to	the	Advancing	Quality

(British	Thoracic	Society)	 pneumonia	pathway	which	monitors	5	key	measures.

Pleural	Procedures	(British	Thoracic	Society)	 A	local	more	comprehensive	audit	will	take	place.
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The national clinical audits and the national confidential enquiries the Royal Liverpool and 
Broadgreen University Hospitals NHS Trust participated in, and for which data collection was 
completed during 2014/15, 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. Please note audits are duplicated where they are a continuous process 
producing reports based on a particular time frame, each record representations a data 
collection period.

Audit Title % submitted to

Cardiac Rhythm Management audit (Cardiac Arrithymia) 100%

National	Cardiac	Arrest	Audit	(NCAA)	 Open

Stroke	Improvement	National	Audit	Project	(SSNAP)	includes	the	National	Sentinel	Stroke	Audit	 Open

Severe	Trauma	/	Trauma	Audit	&	Research	Network	(TARN)	 94.20%

Severe	Trauma	/	Trauma	Audit	&	Research	Network	(TARN)	 Open

NHSBT	-	National	Comparative	Audit	of	Blood	Transfusion	-	Patient	information	and	consent	 Open

NHSBT	-	National	Comparative	Audit	of	Blood	Transfusion	-	Transfusion	in	children	and	adults		 Open
														with	Sickle	Cell	disease	

National	Oesophago-Gastric	Audit	(NOGCA	/	NAOGC)	(upper	GI)	 Open

National/QA/PROMs:	Hernia	 	Open

National/QA/PROMs:	Hernia	 	Open

National/QA/PROMs:	Knee	Replacement	 	Open

National/QA/PROMs:	Knee	Replacement	 	Open

National/QA/PROMs:	Hip	Replacement	 	Open

National/QA/PROMs:	Hip	Replacement	 	Open

National	Heart	Failure	Audit	 Open

National	Hip	Fracture	Database	(NHFD)	-	Part	of	FFFAP	 	100%

National	Hip	Fracture	Database	(NHFD)	-	Part	of	FFFAP	 Open

National Review of Asthma Deaths (NRAD) 100%

NCEPOD	Subarachnoid	Haemorrhage	Study*	 100%

Chronic	Obstructive	Pulmonary	Disease	(COPD)	 100%

Paracetomol	Overdose	(CEM)	 	100%

Sepsis	&	Septic	Shock	(CEM)	 100%

Mental	health	(care	in	emergency	departments)	 Open

Older	people	(care	in	emergency	departments)	 Open

Myocardial	Infarction	National	Audit	Project	(MINAP)		 	Open

National	Diabetes	Audit	(NDA):	Core	Audit	(Inpatient)*	 	100%

National	Diabetes	Audit	(NDA):	Core	Audit*	 100%

National	Diabetes	Audit	(NDA):	Core	Audit	 Open

National	Diabetes	Audit	(NDA):	National	Pregnancy	in	Diabetes	Audit	(NPID)	 Open

National Diabetes Audit (NDA): Inpatient Audit (NaDIA) 100%

National	Diabetes	Audit	(NDA):	National	Diabetes	Foot	Care	Audit	(NDFA)	 Open

DAHNO	-	Data	for	Head	and	Neck	Oncology	 100%

DAHNO	-	Data	for	Head	and	Neck	Oncology	 Open

IBD	UK	Inlammatory	Bowel	Disease	Audit	Round	4	Part	1:	Inpatient	care	audit	 	Min	No.	
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IBD	UK	Inlammatory	Bowel	Disease	Audit	Round	4	Part	2:	Inpatient	experience	audit	 Min	No.	

IBD	UK	Inlammatory	Bowel	Disease	Audit	Round	4	Part	3:	Biological	therapy	audit*	 Min	No.

IBD	UK	Inlammatory	Bowel	Disease	Audit	Round	4	Part	3:	Biological	therapy	audit	 100%

IBD	UK	Inlammatory	Bowel	Disease	Audit	Round	4	Part	4:	Organisational	audit	 100%

NCEPOD	Gastrointestinal	Haemorrhage	 80%

Bowel	Cancer	(NBOCAP)	 Open

Bowel	Cancer	(NBOCAP)	 135%

Bowel	Cancer	(NBOCAP)	 Open

NCEPOD:	Tracheostomy	study	 100%

NCEPOD:	Sepsis	 Open

ICNARC	-	Case	Mix	Programme	(CEM)	 100%

ICNARC	-	Case	Mix	Programme	(CEM)	 Open

Renal	Registry	/	Renal	Replacement	Therapy	 	Open

Renal	Registry	/	Renal	Replacement	Therapy	 Open

Lung	Cancer	(LUCADA	/	NLCA)	 	100%

Lung	Cancer	(LUCADA	/	NLCA)	 	Open

Rheumatoid	&	Early	Inlammatory	Arthritis	 	Open

National	Emergency	Laparotomy	Audit	(NELA)	-	Organisational	Questionnaire	 100%

National	Emergency	Laparotomy	Audit	(NELA)	 	Open

National	Joint	Registry	 100%

National	Joint	Registry	 Open

National	Prostate	Cancer	Audit	 	Open

Vascular	Society	-	Carotid	Endarterectomy	Audit	(National	Vascular	Database	data)	 	Open

National	Vascular	Database	-	AAA	outcomes	 	Open

NCEPOD:	Lower	Limb	Amputation	 100%

National	Prostate	Cancer	Audit	-	Organisational	Audit	 N/A

National	COPD	(BTS)	Clinical	Audit	 100%

NCEPOD	Acute	Pancreatitis	 Open
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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 specialties at the Royal Liverpool and Broadgreen 
University Hospitals NHS Trust.

This Quality Account has been produced by the Royal Liverpool and Broadgreen University 
Hospitals NHS Trust.  For more copies, please contact the Governance Department on 0151 706 
2258, for Typetalk 18001 0151 706 5460, email equalityanddiversity@rlbuht.nhs.uk or ask at the 
main reception of the Royal Liverpool University Hospital.



The	Royal	Liverpool	and	Broadgreen
University	Hospitals	NHS	Trust
Prescot	Street
Liverpool
L7	8XP

Tel: 0151 706 2000

www.rlbuht.nhs.uk

Please	recycle	this	document

-	www.facebook.com/royalliverpoolhospitals

-	www.twitter.com/royallpoolhosps

-	www.youtube.com/royallpoolhosps

-	www.instagram.com/rlbuht










