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The Open and Honest Care: Driving Improvement 

programme aims to support organisations to become 

more transparent and consistent in publishing safety, 

experience and improvement data; with the overall aim 

of improving care, practice and culture. 



1. SAFETY

Safety thermometer

97.4% of patients did not experience any of the four harms in this trust. 

For more information, including a breakdown by category, please visit:

http://www.safetythermometer.nhs.uk/ 

Health care associated infections (HCAIs)

MRSA

This month 0

Improvement target 

(year to date) 4

Actual to date 1

For more information please visit:

www.website.com

C.difficile

0

We have a zero tolerance policy to infections and are working towards eradicating them; part of this process is to 

set improvement targets. If the number of actual cases is greater than the target then we have not improved 

enough. The table below shows the number of infections we have had this month, plus the improvement target 

and results for the year to date.
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Open and Honest Care at Liverpool Heart and Chest Hospital 

Foundation Trust : July 2014

This report is based on information from July 2014. The information is presented in three key categories: safety, 

experience and improvement. This report will also signpost you towards additional information about Liverpool 

Heart and Chest Hospital Foundation Trust's performance.

On one day each month we check to see how many of our patients suffered certain types of harm whilst in our 

care. We call this the NHS Safety Thermometer. The safety thermometer looks at four harms: pressure ulcers, 

falls, blood clots and urine infections for those patients who have a urinary catheter in place. This helps us to 

understand where we need to make improvements. The score below shows the percentage of patients who did 

not experience any harms. 

HCAIs are infections acquired as a result of healthcare interventions. Clostridium difficile (C.difficile) and 

methicillin-resistant staphylococcus aureus (MRSA) bacteremia are the most common. C.difficile is a type of 

bacterial infection that can affect the digestive system, causing diarrhoea, fever and painful abdominal cramps - 

and sometimes more serious complications. The bacteria does not normally affect healthy people, but because 

some antibiotics remove the 'good bacteria' in the gut that protect against C.difficile, people on these antibiotics 

are at greater risk. 

The MRSA bacteria is often carried on the skin and inside the nose and throat. It is a particular problem in 

hospitals because if it gets into a break in the skin it can cause serious infections and blood poisoning. It is also 

more difficult to treat than other bacterial infections as it is resistant to a number of widely-used antibiotics.  

http://www.safetythermometer.nhs.uk/
http://www.website.com/


Pressure ulcers

This month 2 Grade 2 - Grade 4 pressure ulcers were acquired during hospital stays.

Severity

Grade 2

Grade 3

Grade 4

Rate per 1000 bed days: 0.41

Falls

This month we reported 0 fall(s) that caused at least 'moderate' harm.

Severity

Moderate

Severe

Death

Rate per 1,000 bed days: 0.00

Pressure ulcers are localised injuries to the skin and/or underlying tissue as a result of pressure. They are 

sometimes known as bedsores. They can be classified into four grades, with one being the least severe and four 

being the most severe. 

Number of pressure ulcers

2

0

0

So we can know if we are improving even if the number of patients we are caring for goes up or down, we also 

calculate an average called 'rate per 1,000 occupied bed days'. This allows us to compare our improvement over 

time, but cannot be used to compare us with other hospitals, as their staff may report falls in different ways, and  

their patients may be more or less vulnerable to falling than our patients. For example, other hospitals  may have 

younger or older patient populations, who are more or less mobile, or are undergoing treatment for different 

illnesses. 

0

0

This measure includes all falls in the hospital that resulted in injury, categorised as moderate, severe or death, 

regardless of cause. This includes avoidable and unavoidable falls sustained at any time during the 

hospital admission.

Number of falls

0

So we can know if we are improving even if the number of patients we are caring for goes up or down, we also 

calculate an average called 'rate per 1,000 occupied bed days'. This allows us to compare our improvement over 

time, but cannot be used to compare us with other hospitals, as their staff may report pressure ulcers in different 

ways, and their patients may be more or less vulnerable to developing pressure ulcers than our patients. For 

example, other hospitals  may have younger or older patient populations, who are more or less mobile, or are 

undergoing treatment for different illnesses.  



2. EXPERIENCE

To measure patient and staff experience we use a Net Promoter Score.

Passive - people who may recommend you but not strongly.

This gives a score of between -100 and +100, with +100 being the best possible result. 

Patient experience

The Friends and Family Test

In-patient  FFT score* 91 This is based on 207 responses.

A&E FFT score*  n/a This is based on  responses.

*This result may have changed since publication, for the latest score please visit:

http://www.england.nhs.uk/statistics/statistical-work-areas/friends-and-family-test/friends-and-family-test-data/

We also asked 207 patients the following questions about their care:

Net Promoter Score

Were you involved as much as you wanted to be in the decisions about your care and treatment? 93

If you were concerned or anxious about anything while you were in hospital, did you find a member of staff 

to talk to? 90

Were you given enough privacy when discussing your condition or treatment? 97

During your stay were you treated with compassion by hospital staff? 97

Did you always have access to the call bell when you needed it? xx

Did you get the care you felt you required when you needed it most? 91

How likely are you to recommend our ward/unit to friends and family if they needed similar care or treatment? 91

Detractors - people who would probably not recommend you 

based on their experience, or couldn't say .

From the answers given 3 groups of people can be 

distinguished:

The idea is simple: if you like using a certain product or doing 

business with a particular company you like to share this 

experience with others.

The Friends and Family Test (FFT) requires all patients, after discharge, to be asked: How likely are you to 

recommend our ward to friends and family if they needed similar care or treatment? We ask this question to 

patients who have been an in-patient and/or attended Acccident & Emergency (A&E). Both scores (if applicable) 

are below;

Promoters - people who have had an experience which they 

would definitely recommend to others.

http://www.england.nhs.uk/statistics/statistical-work-areas/friends-and-family-test/friends-and-family-test-data/


A patient's story

Patient J had been attending the respiratory clinic for many years for her diagnosis of Bronchiectasis. She had always 

been of the belief that as clinicians we were “fussing” about a disease that she had had since she was a child; one that 

she had coped with well and was happy with things the way they were. As time went on different treatments had 

been tried and she had either not coped with them or felt she didn’t require them therefore did not take them. She 

had always been quite an eccentric character and measured her independence on being able to take her little dog 

for a walk. 

 

Some time later she was referred to the oxygen clinic for an assessment. She was assessed and found to require 

oxygen for mobilising but in her usual independent way she declined this. We continued to assess her upon request 

from the respiratory clinic. 

 

As time went on her oxygen requirements grew and eventually she was assessed for long term oxygen therapy 

(oxygen required at home for at least 16hours every day). However she declined this. She also declined ever having a 

blood gas taken again. She was offered capillary gases which she accepted for future assessments. This was three 

years ago. 

 

Patient J continued to feel that we were fussing about nothing. As far as she was concerned she was still able to take 

her little dog for a walk and that was all she wished to be able to do. 

 

A year ago patient J finally relented and agreed to take long term oxygen therapy however she could not remember 

having told us she did not like having blood gases. This struck as odd as she had been so vehement about it in the 

past and had cancelled many appointments because of it. She admitted that she had been absent minded at the 

time. 

 

Two weeks later she called our office to ask about her next appointment. She told the secretary that she had not 

been wearing her oxygen so we decided to visit her at home and go through everything with her again. At the visit 

she told us she had not worn the oxygen since it was delivered because she was scared of it. She said that she was 

worried that she was getting forgetful. The outcome of the assessment was discussed with her son with her 

permission and he agreed to let us know if she had been wearing oxygen. There were also concerns about her 

driving without oxygen on as this may impair her concentration. The DVLA were unable to assist. 

 

Patient J was seen at home again two weeks later as per follow up protocol and again she was not using her oxygen. 

We were unsure whether this was because she chose not to or whether she was forgetting. She had an appointment 

with her consultant that day and she had not made her mind up whether she would attend.  

 

When I returned to the office she had left me a voicemail telling me she had gone to walk the dog and returned too 

breathless to continue. She did not have the portable oxygen with her that had been provided for such events. I was 

growing increasingly concerned for patient J’s wellbeing. Patient J then left approximately 8 voicemail messages for 

me which left me in no doubt that her behaviour was becoming erratic. She was talking to my voicemail like it was a 

real person. This was very out of character for her. I discussed with her consultant and wrote to her GP. We also 

decided to monitor her oxygen use every four weeks. Things started to settle down at this point and information back 

from the GP following assessment at Mossley Hill indicated that there were no signs of dementia. It was felt that the 

confusion was exacerbated by low oxygen levels but we were not convinced. In response to this she was seen at 

home for the next two months twice to monitor both her compliance and well- being. Meter readings suggested that 

she was not wearing her oxygen as she should have been. With the GP blaming low oxygen levels rather than 

accepting there was another cause for her confusion we felt we were in a catch 22 situation. With little other options 

we referred her to a community matron. Upon assessing patient J the community matron called us to inform us of 

outcome. Her driving licence had been revoked because she did not fulfil the criteria for renewal. This was a relief. 

The matron also had some concerns around her memory as we did and performed a mini mental which gave a score 



Staff experience

outcome. Her driving licence had been revoked because she did not fulfil the criteria for renewal. This was a relief. 

The matron also had some concerns around her memory as we did and performed a mini mental which gave a score 

of 21/30. More worryingly she had some concerns around her oxygen use in terms of going into the kitchen with 

oxygen in situ. She told us that sometimes the oxygen was in use but the machine was not switched on or vice versa. 

In a way it was reassuring that she shared our concerns. We were due to see patient J that day. Upon arrival we 

found her oxygen tubing coiled around the door handle in her lounge; the oxygen machine was switched on 

pumping oxygen into the room. The gas fire was on, the central heating was on and there were lit matches on the 

hearth. Patient J was home alone and was unable to answer any questions we put to her about her oxygen and 

appeared very inconsistent. We returned to the office and made arrangements for the oxygen to be removed 

immediately as we were concerned for her immediate safety. We also left a voicemail with her son to alert him to the 

dangers and what we were proposing to do. We discussed with her consultant and he agreed that she would not be 

in compromised from having her oxygen removed. Unfortunaltey patient J’s behaviour became more worrying when 

the oxygen supplier arrived to remove the oxygen. She was upset and striking matches in the room at him in protest. 

This was not normal behaviour. The oxygen was left in situ and the situation remained unresolved. In the meantime 

patient J’s son contacted us and was not happy that we had tried to remove the oxygen although he understood our 

reasoning for doing this. Unfortunatley following a series of meetings we were unable to reach a compromise. We 

had suggested that if the matches were removed and the gas supply to the fire was cut off we would be more than 

happy to leave the oxygen in situ. He would not agree to this but did agree that he would go along with whatever an 

MDT concluded. The MDT concluded that the oxygen should be removed unless the gas supply was restricted. In the 

meantime the community matron arranged an MDT with the local CCG and referral was made to Mossley Hill. Patient 

J was also provided with a key worker in meds management as this was the area that appeared to be presenting the 

most problems; patient J was either not taking her medications or taking them twice both because of her failing 

memory. 

On the day the oxygen was to be removed, one of our team attended patient J’s home to support her. At the 11th 

hour her daughter arrived from London and agreed to have the gas supply restricted. This was done within half an 

hour and the risk was finally removed. The oxygen tubing was restricted to kitchen doorway. This was the best 

outcome for the patient. 

 

Referral to Mossley Hill concluded that patient J does indeed have dementia. On reflection we felt we faced many 

hurdles to get this diagnosis.Would this have been any different had we been dementia friends beforehand? Possibly. 

It was our long history with this patient that led to us recognising she was acting out of character. She had been a 

very stubborn character and when this changed we knew this was grossly out of character. 

 

Since this time we have visited patient J at home with her son. Although he agreed his mum was acting out of 

character and agreed he felt something was wrong he appears to be having difficulty with the diagnosis.  

 

He was unable to actually say the word “dementia” to me. He was also quite argumentative with his mum at times, 

constantly reminding her that she was forgetful. Now being a dementia friend I can see that that is not productive 

and was upsetting patient J. I remembered about the memory bookcase and the emotions bookcase and recognised 

that he was leaving her with many negative emotions. I sat with patient J for some time and we talked about her 

mum and what she was like. She was too a stubborn character. We joked that patient J clearly got this trait from her 

mum. I hoped that I had left patient J with some happy emotions even if she had forgotten what we had joked about. 

Since then I have obtained a “this is me” booklet. I think patient J would benefit from this as she has always known 

her own mind. Her son had asked what happens when things start to get worse and at the time I couldn’t answer 

this. I knew patient J did not wish to go into a home as this had previously been offered and a bad experience meant 

she absolutely did not want this. I also knew she did not like different people coming into her home. This booklet 

means she can tell people what she wants and likes. I also looked into community meetings for her son and have 

printed the information to give to him. He takes her shopping once a week to get her out of the house and the local 

supermarket I understand is to have dementia friends input. I will mention this when I next see patient J and her son 

and give the booklet. I will leave it to him to decide and hopefully in time he will see the value in this. 

 

My leaf said I would tell as many people as I could and now that I am a dementia friend I feel I have the skills to do 

this. 



We asked 5 staff the following questions:

Net Promoter Score

I would recommend this ward/unit as a place to work 60

I would recommend the standard of care on this ward/unit to a friend or relative if they needed treatment 100

I am satisfied with the quality of care I give to the patients, carers and their families 100

Improvement story: we are listening to our patients and making changes

Supporting information

3. IMPROVEMENT

Liverpool Heart & Chest is committed to `Working to become Dementia Friendly` and as such has introduced the 

Dementia Friends Campaign across the hospital. LHCH is totally committed to all staff undertaking this session and 

will be introduced at corporate induction to the Trust. LHCH are certainly one of the first hospitals to introduce these 

sessions across the Trust for staff. We have opened up the sessions to our local community and with the recent 

Dementia Friends TV campaign we have seen a significant increase in the public booking onto our sessions. (LHCH is 

the only place in Liverpool to hold these sessions according to the DF website, as of 01.05.14) 

 

•We are the 2nd Trust across the UK that has made the Dementia Friends session mandatory for all new staff. 

(confirmed by the Alzheimers Society) 

•Have introduced `This is Me` booklet across all relevant ward areas. 

•800+ staff & public trained so far, with further sessions available. 

•Public sessions have been arranged here onsite (weekends, evenings) 

•Currently delivering sessions to DWP local offices, housing associations, NW Ambulance Service & Lord Mayors 

office in Liverpool. 

 

This vital engagement with our local community & our services certainly puts LHCH firmly on the map as not just 

being a hospital site, but one that wants to include everyone in the local community, which is the essence of 

Dementia Friends, `feeling part of the local community`. 

 

Continuous Improvement in personalised care 

 

Patients with dementia are 4-5 times more likely to experience falls within the hospital setting due to their impaired 

perception and judgement. The consequences of a fall may cause distress & anxiety for that person and their family 

and ultimately a more lengthy stay in hospital. We have introduced the `This is Me` booklet across all ward areas to 

enable staff to understand the person behind the dementia, what makes them smile, what they like to eat, are they 

likely to get up and wander and feel frightened by their surroundings. This simple booklet gives staff a wealth of 

information about the person, once again leaving their family with the understanding that their loved one is `in safe 

hands`. 






