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Introduction to Liverpool Heart and Chest 

Hospital 
 

Liverpool Heart and Chest Hospital is a single site specialist hospital serving the 

population of 2.8 million people resident in Cheshire, Merseyside, North Wales & the 

Isle of Man.  It provides the full range of heart and chest services with the exception 

of organ transplantation.  Throughout 2014/15, these services included: 

 

1. Procedures used to visualise the coronary arteries and treat narrowings using 

balloons and stents (coronary angiography and intervention) 

2. The implantation of pacemakers and other devices & treatments used to control 

and restore the normal rhythm of the heart (arrhythmia management) 

3. Surgical procedures used to bypass coronary arteries, replace the valves of the 

heart, and complex surgical correction of the major vessels in the chest (cardiac 

surgery) 

4. Surgical procedures used to treat many major diseases affecting the lungs, these 

can include partial or complete lung removal. Surgical procedures used to treat 

many diseases affecting the gullet and stomach (thoracic surgery) 

5. Drug management of asthma, chronic obstructive pulmonary disease and cystic 

fibrosis (respiratory medicine)  

6. Community cardiovascular and chronic obstructive pulmonary care for the 

residents of Knowsley 

This year has seen the Trust successful in its bid for funding from  the Nurse 

0Technology Fund project. This means we can make the necessary progress with 

the current electronic patient record system, to directly place observations of care 

into the patient’s record.  

LHCH was recognised at the Chief Nursing Officer Summit 2014 for embedding 

Compassion in Practice into our ways of working. We also have a developing 

reputation in the delivery of high quality community cardiovascular and chronic 

obstructive pulmonary services confirmed by the renewal of our contract by Knowsley 

CCG in August  2014, and extension of our CVD contract for a further 5 years. 

 

Holly Suite  

Liverpool heart and chest hospital has officially opened its innovative new ward for 

patients undergoing a day case procedure. It comes as part of a £3m development, 

which confirms the Trust at the forefront of delivering day case cardiovascular care. 

Councillor Gary Millar, the Lord Mayor of Liverpool, was delighted to formally open 

the new facility at the event on Monday 12th May 2014. The new ward, Holly Suite, 

has been built based upon the success of the ‘lounge area’ concept as opposed to a 

clinical. The Trust is now able to offer these facilities and an enhanced experience to 

all cardiac and thoracic patients who come to the hospital for a day case procedure. 

This innovative new facility represents a genuine revolution in a patient and family 

centred approach to cardiothoracic care. 
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The design of Holly Suite reflects the ideas of consultants, nurses, infection control 

staff, architects, as well as patients and families who were heavily involved 

throughout the project. Our new ‘lounge approach’ means that patients can relax in a 

calm, quiet and comfortable environment, wearing their own clothes and with no 

restriction to their mobility. They also have access to the internet, television and 

kitchen facilities, as well as massage chairs, recliners and a new relaxation zone. 

 

The Trust has an international reputation as a leader in interventional research, and 

is renowned across the UK for leading the way in the introduction of pioneering new 

theatre facilities, technological advances and procedures in medicine and surgery.  

We have one of the largest critical care units in Europe, alongside state of the art 

laboratories and operating theatres, in which to treat our patients. 

 

Quality Account Summary 

 

This quality account takes a look at the year past and reflects upon the promises we 

made to improve quality.  We also review what our priorities are for the coming year. 

 

We have fully met two of the four priorities we set ourselves last year.  These were: 

1. Improve on Dementia screening within 24 hrs of admission 

2. Decrease the numbers of grade 2 and grade 3 avoidable pressure ulcers 

 

We have not met two of priorities we set ourselves last year.  These were: 

3. Improve timeliness of electronic communications to GPs for inpatients following 

discharge within 24hrs.   

4. Reduce the number of patient falls by 50% 

 

It has been another good year for improving the quality of care at our hospital. 

 

This Quality Account also contains information regarding work that is a key enabler of 

quality, including clinical audit, research, data quality, workforce management and 

leadership.  It draws upon the results from our survey work with patients and other 

quality improvement work supporting the different services and functions of the Trust.  

The Quality Account has also been the subject of discussion with our Clinical 

Commissioning Groups, Healthwatch, relevant Local Authority Overview & Scrutiny 

Committees and other interested parties such as the staff working in the Hospitals 

with whom we work. 
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Part 1:  Statement on quality from the Chief 

Executive of Liverpool Heart and Chest NHS 

Foundation trust  

 
It is my pleasure to introduce the fifth Quality Account to be published by Liverpool 

Heart and Chest Hospital. 

 

The Trust Board has a very strong commitment to quality which is reflected in our 

mission: 

“Excellent, compassionate and safe care for every patient every day” 

 

And our vision: 

“To be the premier integrated cardiothoracic healthcare organisation 

in the country” 

 

This vision encapsulates our commitment to cardiothoracic (heart and chest) care as 

our core business but advances our ambition to develop services which bridge the 

divide between general practitioners, local district hospitals and ourselves. 

Integration with our healthcare partners will allow us to reach further into the 

community and develop the high quality care, enjoyed by our patients, to more of the 

population.   

 

This year has been positive for the quality of care provided to our patients:  

 

 Patients have voted us to be the best provider in the country for overall patient 

care for the 7th time in 8 years. 

 We continue our registration with the independent health regulator, the Care 

Quality Commission (CQC) without any conditions. The CQC performed an 

unannounced inspection on 18th September 2014.  The staff in critical care 

spoke very positively about the changes that had taken place within the critical 

care unit since the last inspection. Their comments included: 

 

“It is a different place to work now”, “I was looking for another job, now I can see 

myself working here forever”. 

 

Staffing levels had improved and the mix of skills within teams was appropriate 

for the dependency levels of the patients being cared for. Staff at all levels were 

better supported to undertake their roles through training, appraisal and clinical 

supervision. 

There were systems in place to assess risk and quality within the trust. The CQC 

also found that communication was good and there was a significant 

improvement in staff morale. 

Outcomes 13, 14 and 16 were all re-inspected and it was identified that the 

standard was achieved and LHCH was compliant.  

 All minimum standards of care met or exceeded as defined by the Department of 

Health.   
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 Achievement of all cancer waiting time targets  

 Electronic Patient Record (EPR) Team was shortlisted finalist at the HSJ Awards 

2014 

 LHCH was a shortlisted finalist in 4 categories at the Nursing Times Awards 2014 

 EPR Team won an award for Best Virtualisation for Disaster Recovery at the VM 

World Europe Awards 2014  

 LHCH named best performing trust for coronary artery bypass graft (CABG) at 

the Advancing Quality Awards 2014 

 LHCH was recognised at the Chief Nursing Officer Summit 2014 for embedding 

Compassion In Practice into our ways of working 

 Dr Adeel Shahzad was named Junior Investigator of the Year at this year’s 

annual meeting of the British Cardiac Interventional Society 

 LHCH was successful awarded £208,900 by the Nursing Technology Fund for a 

project entitled, Digitally Enabling Observation Management System 

 

Despite this excellent performance, we remain committed to improvement, and this 

Quality Account is the public statement to this.  We have led an extensive 

consultation exercise with our staff together with our Foundation Trust membership 

and the hospitals’ commissioning bodies, patients, carers and other services we work 

with to ensure we focus on those aspects of quality improvement which will bring the 

biggest benefit to the people we serve.   

 

This Quality Account provides details of those aspects of clinical care we have 

selected over the coming twelve months, together with a review of our performance 

over the year.   

 

I confirm that the information in this document is an accurate reflection of the quality 

of our services. 

 

 

 

 

Jane Tomkinson 

Chief Executive Officer 
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Part 2:  Priorities for Improvement and 

Statements of Assurance from the Board 
 

2.1 Priorities for improvement  
 

Priority One: Timeliness of inpatient discharge 

 

Category: Patient Experience 

 

What:  

Improve the Timeliness of inpatient discharge from hospital 

 

Why:  

Timely discharge for our in-patients to ensure they have everything in place for a 

safe and timely return to their place of discharge by 12midday. This gives the 

patients and their families a focus and something to look forward to when leaving 

the safety of a hospital setting. Patient experience is vital to us delivering a safe 

and quality service to meet our patient and their families’ needs. Feedback from 

our patients suggest discharge delays have occurred due to not having their 

medications ready to enable them to leave the hospital early in the day. 

 

Chosen via the Stakeholder Group  

 

How Much:  

Our aim is to have 10% of our patients discharged before 12mid day. 

 

By When:  

March 2016 

 

Who Collects the Data:  

The Electronic Patient Record and our patient administration service will be 

used to collect the data. 

 

Monitoring of Data:  

The Quality and Patient Family Experience Committee will monitor the 

progress made. 

 

Current Position:  

Less than 5% of our inpatient discharges are currently taking place before 

12mid day. 
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Priority Two: Family and Carers to be Offered the Opportunity to be a Care Partner  

 

Category: Effectiveness 

 

What:  

Promotion and involvement of our patient families and carers in the care 

delivered to our patients during their in-patient stay. 

 

 

Why:  

This aspect of care is pivotal to ensuring engagement with our patients’ 

carers and families through sometimes the most difficult of times. Our vision 

is to enhance our relationships with our patients’ carers and their families by 

providing them with the right level of support and to provide aspects of care to 

their loved ones whilst in hospital.  

 

Chosen via the Stakeholder Group 

 

How Much:  

Our aim is to evidence through the EPR record that an increasing percentage 

of carers are actively involved in the care given.  

 

By When:  

March 2016. 

 

Who Collects the Data:  

The electronic patient record needs to be developed so we can collect this 

data.  

 

Monitoring of Data:  

The Quality and Patient Family Experience Committee will monitor the 

progress made. 

 

Current Position:  

Base line data needs to be established to inform the improvements needed.  
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Priority Three: Patients, families and carers to be able to speak out safely 

 

Category: Safety  

 

What:  

We want to encourage all our patients, their families and carers to speak out 

in a safe and comfortable environment when they feel there is a need to do 

so. 

    

Why:  

It is important to us to recognise that our patients, their families and carers 

may on occasions want to  speak out safely regarding aspects of care, or 

certain situations they are not happy with. We want to ensure our patients, 

families and carers are supported and encouraged to do this. As a learning 

and patient family centred hospital we want to know when we do not get 

things right, so we can change, and adapt to make the experience for our 

patients families and carers a positive and good experience when in the 

hospital.  

 

Chosen via the Stakeholder Group 

 

How Much:  

We want to display on all our in-patient areas the process for speaking out 

safely this will be Report, Escalate, Talk (RET).  This process will inform all 

our patients, families and carers how to openly discuss their concerns. We 

want to collect all concerns raised through the implementation of a telephone 

SOS phone line, and a dedicated e-mail address.  

 

By When:  

March 2016.   

 

Who Collects the Data:  

The administrator for the phone line and email communication.  

 

Monitoring of Data:  

The Quality and Patient Family Experience Committee will monitor the 

progress made. 

 

Current Position:  

Base line data needs to be established to inform the improvements needed. 
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Priority Four: Safe Quality Care for our vulnerable groups of patients  

 

Category: Clinical Effectiveness  

 

What:  

Identifying and ensuring our vulnerable inpatients receive the best in quality 

safe care in accordance with their needs.  

 

Why:  

It is important to us to recognise that some of our patients have specific care 

needs due to their vulnerable clinical conditions. We would like to ensure that 

all specific care needs have been identified and acted upon, and that the 

identified specific care is always delivered. 

 

How much:  

We want to add into our EPR system a flow chart that captures the specific 

vulnerable clinical condition and identifies the care required proportionate to 

the specific need of the patient. 

 

Chosen via the Stakeholder Group  

 

By When:  

March 2016. 

 

Who Collects the Data: 

The Electronic Patient Record.  

 

Monitoring of Data:  

The Quality and Patient Family Experience Committee will monitor the 

progress made. 

 

Current Position:  

Base line data needs to be established to inform the improvements needed. 

 

How our Priorities were Selected 

In the pursuit of our goal to deliver the best outcomes and be the safest integrated 

healthcare organisation in the country, throughout 2014/15 we led a continuous and 

comprehensive consultation exercise focussed on the identification of those priorities 

for improvement which would bring the biggest benefits to the people we serve.  

 

By people, this naturally includes our patients, but importantly also the carers, our 

Foundation Trust members and other health and social care professionals with whom 

we interact daily. 

 

We have held a number of internal and external consultation events which have 

successively refined our decision making over which priorities to select.  Our final 

selection has emerged from a synthesis of priorities contributed from: 
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1. Staff delivering front line services who know where improvements need to be 

made. 

2. The Executive team who have considered the wider agenda in terms of national 

targets, new policy directives and quality incentive schemes (eg. Commissioning 

for Quality & Innovation (CQUIN) and Advancing Quality). 

3. Our quality, safety and patient experience Council of Governors sub-group, who 

are continuously identifying priorities from the Trust’s 10,200 members. 

4. Our patient and family listening events. 

5. Our members and the general public, who have provided suggestions for 

improvement throughout the year via focus groups and a structured 

questionnaire, which is handed out at every ‘Medicine for Members’ engagement 

event we have ran in the local communities we serve. 

6. Healthwatch, who were invited to attend our stakeholders’ event for Quality 

Accounts prioritisation. 

7. Issues raised by our patients arising from both national and local surveys. 

8. Our key stakeholders (the doctors, nurses and managers from referring hospitals, 

our commissioners, patient self-help groups, and higher education institutions) 

who from a dedicated workshop identified a range of improvements they would 

like to see implemented which they felt would improve relationships with the 

Trust. 

 

Priorities were shortlisted by the Council of Governors and the Executive Team 

based upon the gap in performance between Liverpool Heart and Chest Hospital and 

the best performance, together with number of people likely to benefit.  We call this 

the scope for improvement.  The shortlist was presented to the Trust Governors who 

approved the final shortlisted priorities on behalf of the Board of Directors.   

 

Unlike previous years, this process has resulted in all four of the suggestions from 

stakeholders external to the Trust being accepted as a priority. This year, all of the 

suggested priorities have been influenced by our stakeholders, and our Council of 

Governors, with engagement from staff. 
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Review of Priorities from 2014/2015 

 

Priority One: To ensure that patients with Dementia are identified and assessed 

whilst under our care and are referred to their GP for investigation at discharge. 

 

Category: Patient Experience 

 

What: 

Ensure that in-patients (excluding Day Case patients) over the age of 75 are 

appropriately assessed for the potential of having dementia within 72 hours of 

admission. The GP of those assessed as potentially having Dementia will be 

informed to ensure that, when appropriate, specialist care can be accessed  

 

Why:  

There are an estimated 163,000 new cases of dementia identified each year 

in England and Wales. Dementia also increases with age: 

 6.7 per 1,000 person years at age 65-69. 

 68.5 per 1,000 person years at age 85 and above 

 

Early diagnosis and care planning is essential to ensure the best treatments 

can be delivered. The key to diagnosis is a good history of progressive 

impairment of memory and other cognitive functioning (usually requiring the 

help of a spouse, relative or friend). 

 

During this assessment we focused on the following: 

 Attention and concentration ability. 

 Orientation - time, place, person. 

 Memory - both short and long-term. 

 Praxis - whether they can get dressed, lay a table, etc. 

 Language function (usually evident during questioning). 

 Executive function - problem-solving, etc. 

Conduct a formal screen for cognitive impairment – The results if positive will 

be shared with the Patients GP and a memory screening clinic if appropriate. 

 

How Much:  

Our aim is to ensure that 95% of patients are appropriately assessed and that 

90% of those requiring an onward referral receive it. 

 

By When:  

March 2015. 

 

Who Collects the Data and How:  

Ward Staff complete the initial assessment on admission and document the 

outcome in the Electronic Patient Record. If a positive result is found, a report 

is generated from the assessment and faxed direct to the GP.  . 
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Current Status: 

During 2014/15 The electronic data demonstrates the continuous 

improvements made to the assessment process and referral to the patients 

GP.  

 

Training for staff and members of our community has continued throughout 

2014/2015 with over 1300 people over the last 12 months being trained, and 

have sessions have also been run for our local community, schools, 

supermarkets, Department of Work and Pensions local office, youth clubs, 

other NHS colleagues, such as the Northwest Ambulance Service, and even 

the Lord Mayor of Liverpool. Our electronic systems have been further 

improved to remind staff to make the assessment within the timeframe if one 

has not been completed. 

 

We want other hospitals to see the difference that the dementia friend’s 

initiative can make to any organisation in a very short space of time, and more 

importantly to the patients and the families who are using their services. 

Increased awareness will not only improve care within the NHS but outside in 

our local community and at the same time we are contributing towards making 

Liverpool a more dementia friendly community. 
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Priority Two: Reduce Pressure Ulcer Development  

 

Category: Safety 

 

What:  

It is our desire that patients in our care will receive Harm Free Care. To 

ensure that this happens we will work with clinical teams to ensure that they 

have access to the best support, training and resources to facilitate a 50% 

reduction in the development of Hospital acquired Pressure Ulcers of Grade 2 

and above. 

 

Why:  

Pressure ulcers are painful, provide a site for infection, can prolong hospital 

stay and increase healthcare costs.  With appropriate care pressure ulcer 

development is largely preventable.  Our Trust has done great work over the 

past few years in reducing the number of pressure ulcers in our patients by 

75%. The Trust has a 5 year improvement target to reduce the development 

of avoidable Pressure Ulcers to 0%.  

 

How Much:  

We want to reduce the number of patients who have had a hospital acquired 

pressure ulcer, as a consequence of the care we provide, by 50%. 

 

By When:  

March 2015. 

 

Who Collects the Data and How:  

Each month the Trust publishes data related to the number of pressure ulcers 

of Grade 2 and above that have developed in our care. The information is 

reported to NHS England as part of the Transparency Project and allows us 

to share best practice with other regional organisations.  

 

Current status: 

The improvements achieved throughout 2014/2015 have been instrumental in 

providing safe and quality driven care for patients risk assessed as potential 

for development of pressure ulcers. All wards have achieved longer pressure 

ulcer free days over this period. The Tissue Viability Team have worked 

closely with all ward teams with the development of scoping meetings, 

changes to mechanical devices that previously had identified to be the 

causation of grade 2 pressure ulcers. We have categorised our prevalence of 

pressure ulcers as avoidable and unavoidable. Unavoidable development of 

pressure ulcers are situations when patients are extremely ill and all 

measures to prevent pressure ulcer development do not work. The pressure 

ulcer will be categorised as unavoidable. This figure has decreased as per the 

table below. The Trust had no grade 4 pressure ulcers within the year. 

 

 

 

 



 
 

Page | 15 
 

Pressure Ulcer Data  2013/14 2014/15 % Change 

Number of hospital acquired 

pressure ulcers 
58 25 57% Reduction 

Surgical Directorate 51 24 53% Reduction 

Cardiology Directorate  7 1 86% Reduction 

Medical Device Related 

pressure ulcers 
33 2 94% Reduction 

Grade 2 pressure ulcers 50 21 58% Reduction 

Grade 3 pressure ulcers  8 4 50% Reduction 

Grade 4 pressure ulcers 0 0 No Change 

Assessed as unavoidable 10 6 40% Reduction 
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Priority Three: Reduce the number of patient falls 

 

Category: Safety 

 

What:  

It is our desire that patients in our care will receive Harm Free Care. To 

ensure that this happens we will work with clinical teams to ensure that they 

have access to the best support, training and resources to facilitate a 

sustained reduction in the number of falls.  

 

Why:  

Falls and fall-related injuries are a common and serious problem for older 

people. People aged 65 and older have the highest risk of falling, with 30% of 

people older than 65 and 50% of people older than 80 falling at least once a 

year. The likeliness of falling is increased in patients who are often 

medicated, weakened due to their medical condition, have reduced mobility 

post-surgery and are in unfamiliar surroundings. 

The human cost of falling includes distress, pain, injury, loss of confidence, 

loss of independence and mortality. Falling also affects the family members 

and carers of people who fall. 

Last year patients in our care fell 92 times. 

 

 How Much:  

We want to reduce the number of patients who fall whilst in our care by 50%. 

 

By When:  

March 2015 

 

Who Collects the Data and How: 

All falls are reported via Clinical Incident reports using the Prism System.  

 

Improvements Identified: 

 Improve consistency of recording falls assessment, care planning and 

evaluation of care within the Electronic Patient Record. 

 In April 2014 the Trust will deliver a project to display information on 

falls in an open and transparent way at the entrance to wards. This 

initiative will enable patients and their families to see how each area is 

delivering on the Trusts ambition to drive down the frequency of falls. 

 

Current Status: 

The year has been challenging for ward teams in reducing the number of 

patient falls. Falls continue to be recorded as no to low harm with assessment 

detailing patients wanting to mobilise independently, in the absence of nursing 

assistance, and outside   of nursing advice not to mobilise without help. We 

will continually strive to reduce our patient falls by promoting and engaging 

our staff in new initiatives, such as ‘Call Don’t Fall’, and ensuring the best in 

preventative aids are explored and adapted.  
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 2013/14 2014/15 % Change 

Number of Falls 83 97 17% Increase 

Falls with No Harm 55 68 24% Increase 

Falls with Minor Harm 24 29 21% Increase 

Falls with Moderate Harm 4 0 400% Reduction 

Falls with Severe Harm 0 0 No Change 
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Priority Four: Improve the Timeliness of our Communications to General 

Practitioners at the Point of Discharge 

 

Category: Effectiveness 

 

What:  

Improve the timeliness of communications to General Practitioners at the 

point of discharge. 

 

Why:  

This was a Quality Account Target for us in 2013/14 also. Significant progress 

was made in developing the systems required but we believe that this is still a 

priority area were we can make more progress. General Practitioners perform 

a really important role in continuing the care of patients following an in-patient 

episode.  It is important for them to receive information about a patient’s 

treatment as soon after discharge as possible. This ensures that all 

management and preventative measures associated with the patient’s care 

are implemented in a timely way, minimising the patient’s chances of 

becoming unwell and even perhaps needing to be readmitted to hospital.  A 

discharge summary which should be issued following an inpatient stay on the 

day of discharge. 

 

How Much:  

Our aim is to ensure 95% of in-patients have a discharge summary that 

meets the minimum data set electronically transmitted to GP within 24 hours 

of discharge. 

  

By When:  

March 2015 

 

Who Collects the Data and How:  

The Trust implemented an electronic patient record in June 2013 which 

provides the functionality to both electronically transmit and then track the 

timeliness of all patient correspondence. The success of this target will rely on 

utilising this function fully. Staff in the information department will have the 

responsibility of compiling performance reports to share with management 

and clinical staff, which will demonstrate performance against these two 

targets.  

 

Improvements Identified: 

The e-discharge pilot has commenced on all wards at LHCH and we are able 

to transmit a TTO electronically within 24 hours of discharge for those who 

live in Liverpool/Sefton and their GPs are set up and ready to receive them.  

 

Current status: 

At present  over 140   general practitioners are successfully receiving 

electronic discharge summaries. However, prior to September 2014, only 9 

general practices were capable of receiving these transmissions and all other 

practices required us to manually fax their patients’ discharge summaries. 
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Therefore, the below chart only includes discharged patients belonging to 

those participating practices until the end of August 2014. However, from 

September onwards, by which time the majority of general practices were 

switched on, all discharged patients were included in the measure and are 

therefore represented in the chart. It is clear that performance improved 

dramatically when a standardised process was adopted for the majority of 

discharged patients.It should also be noted that, despite being out of the 

scope of this report, April 2015 data have been included in the chart. This is to 

provide assurance that the cause of the dip in performance during late 

February and early March was identified and rectified as soon as it became 

apparent. The cause was due to an unintentional change in the system’s 

inclusion and exclusion criteria when a required update was being made. 
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2.2 Statements of Assurance from the Board   
 

During 2014/15, Liverpool Heart and Chest Hospital provided and/or sub-contracted 

12 relevant health services.  

  

Liverpool Heart and Chest Hospital has reviewed all the data available to them on the 

quality of care in all 12 of these NHS services.   

 

The income generated by the relevant health services reviewed in 2014/15 

represents 100% of the total income generated from the provision of relevant health 

services by the Liverpool Heart and Chest Hospital for 2014/15.  

 

Participation in Clinical Audits  

During 2014/15, 14 national clinical audits and 2 national confidential enquiries 

covered relevant health services that Liverpool Heart and Chest Hospital provides. 

 

During that period, Liverpool Heart and Chest Hospital participated in 100% national 

clinical audits and 100% national confidential enquiries of the national clinical audits 

and national confidential enquiries which it was eligible to participate in. 

 

The national clinical audits and national confidential enquiries that Liverpool Heart 

and Chest Hospital were eligible to participate in during 2014/15 are as follows in 

table 1. 

 

The national clinical audits and national confidential enquiries that Liverpool Heart 

and Chest Hospital participated in during 2014/15 are as follows in table 1. 

 

The national clinical audits and national confidential enquiries that Liverpool Heart 

and Chest Hospital 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. 

 

Table 1:  

A list of national clinical audits and national confidential enquiries 

 
 

Eligible to participate in 

Participated 

in  

Yes / No 

 % cases submitted 

 Acute    

1 
Adult critical care (ICNARC 

CMP) 
Yes 

We are part of the ICNARC CMP, and part of 

the new Cardio-Thoracic sub-group, and the 

data is submitted on a quarterly basis: 

 

For 2014/15 submitted data on 2273 / 2273 

(100%) of patients admitted to Critical Care 

 

2 
National Confidential Enquiry 

into Patient Outcome and 
Yes 

Submitted 4/4 (100%) 1 patient was excluded 

from study and NCEPOD informed.  
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Death (NCEPOD) 

- Sepsis  

Organisational Questionnaire 1/1 (100%) 

completed and returned. 

3 

National Confidential Enquiry 

into Patient Outcome and 

Death (NCEPOD) 

- Gastro-intestinal 

haemorrhage 

Yes 

Submitted 2/2 (100%) cases  

3 patients were excluded from the study and 

NCEPOD informed.  

Organisational Questionnaire 1/1 (100%) 

completed and returned.  

4 
National emergency laparotomy 

audit (NELA) 
Yes  

Organisational Questionnaire and the 

Organisational Audit Quality Improvement 

Follow Up form was completed and submitted 

(100%) 

NELA - year 1: 5/5 (100%) submitted cases 

NELA - year 2: 3/3 (100%) cases submitted  

5 

Pleural procedure 

 Yes  

Part 1:  Organisational Questionnaire submitted 1/1 

(100%) 

Part 2 - 1/1 (100%) eligible case submitted 

 Blood and transplant   

6a 

National Comparative Audit of 

Blood Transfusion programme 

- 2013 Audit of patient 

information and consent 

Yes  

5/5 (100%) cases submitted  

Organisational Questionnaire 1/1 (100%) 

submitted 

6b 

National Comparative Audit of 

Blood Transfusion programme 

- 2014 survey of red cell 

use 

Yes  

Cycle 1: 101/101 (100%) cases submitted 

Cycle 2: 0 cases (0%) submitted.  This was an 

oversight.  Lack of cycle 2 data had no impact 

on over all report findings for LHCH.  This was 

confirmed by the NCA report. 

6c 

National Comparative Audit of 

Blood Transfusion programme 

- 2015 Audit of Patient 

Blood Management in 

Scheduled Surgery  

Yes 

Trust has registered to participate. Data 

submission commences 01/04/2015 for cases 

identified 01/02/2015-30/04/2015 

 Cancer    

7 
Lung cancer (NLCA)  

 
Yes   

Calendar year 01/01/2014 to 31/12/2014 
387/ 387 (100%) submitted for patients first 

seen at LLCU and 416/ 416 (100%) submitted 

for tertiary care patients. Deadline date for 

submission is 31st May 2015. 

 

Data submission for patients diagnosed in 
2015 is now via the trust’s monthly Cancer 
Outcomes and Services Dataset submissions 
to the National Cancer Registration System.  
 
Data submitted relates to patients diagnosed 2 

months before submission. Currently 269/269 

(100%)  records for lung cancer have been 

submitted for patients diagnosed from January 

to March 2015 
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8 

Oesophago-gastric cancer 

(NOGCA) 

 

Yes  

Data submission for cases seen between April 

2013 and March 2014 was 27/03/2015. 

232/232 (100%) cases submitted. 

 Heart    

9 

Acute coronary syndrome or 

Acute myocardial infarction 

(MINAP) 

(subscription funded from April 

2012) 

Yes 

935/ 995 (94%) STEMI cases submitted to 

NICOR 

7/ 18(39%) Takotsubo cases submitted  

 

608/694 (88%) NSTEMI / ACS  

(Time period April 14 – March 15). 

 

Deadline for submission 31/05/2015 

 

 

 

10 

Cardiac Rhythm Management 

(CRM) 

 

Yes 

A total of 1422/1422 (100 %) pacing and 

implantable cardiac defibrillators cases and 

331 (27%) EPS cases have been submitted for 

the reporting period April 14 – Mar 15. The 

remaining EPS cases will be submitted via an 

electronic upload using an EPR report.  

Deadline for submission 30/06/2015 

11 

Congenital Heart Disease 

(Paediatric cardiac surgery) 

(CHD) 

 

Yes 

90/ 90 (100%) submitted Congenital. 

5/5 (100%) submitted Infective Endocarditis  

20 /20 (100%) submitted ICD & Pacing.  

(Time period April 14 – March 15). 

Deadline for submission 02/05/2015 

12 
Coronary angioplasty  

 
Yes  

A  total of 2687 /2687 (100%) including 

coronary pressure studies and IVUS (2547 

PCI’s) submitted for 2014/15 

13 
National Adult cardiac surgery 

audit  
Yes 

Adult cardiac surgery data submissions are 

undertaken every 12 weeks as required by 

CCAD.  

FY 14/15 

Q1 x 466 Cases Submitted (100%)  

Q2 x 501 Cases Submitted (100%) 

Q3 x 486 cases Submitted (100%) 

Q4 x 498 cases are to be submitted by 

30/06/2015 

14 
National Cardiac Arrest Audit 

(NCAA) 
Yes 

April 2014 – March 2015. 137/137 (100 %) 

cases submitted.  

15 National Heart failure Audit Yes 

59/ 59 (100%) cases submitted to NICOR 

(Time period April 14 – March 15) 

Deadline for submission 0131/0605/2015 

 

 Long term conditions   

16  
National Chronic Obstructive 

Pulmonary Disease (COPD) 
Yes  

The Trust registered 2 sites: Liverpool and 

Knowsley.  
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Audit Programme: pulmonary 

rehabilitation work stream  

Liverpool volunteered and participated as a 

pilot site June 2014 

Data collection commenced 12th Jan 2015 for 

both sites   

 Total:  Yes =16   

 

The reports of 14 national clinical audits were reviewed by the provider in 2014/15, 

and Liverpool Heart and Chest NHS Foundation Trust intends to take the following 

actions to improve the quality of healthcare provided.  

 

Note: NCEPOD Sepsis, NCEPOD GIH, pleural procedures and Heart Failure have 

not yet published reports at the time of completing the quality account. 

Both COPD Pulmonary rehabilitation workstream and 2015 Audit of Patient Blood 

Management in Scheduled Surgery are commencing data collection in 2015. These 

will be reported in next year’s quality account. 

 

Intended actions to improve the quality of healthcare. 

 

 

Adult Critical Care (Case Mix Programme – ICNARC CMP)   

We have received the latest report from the 5 member ICNARC Cardio-Thoracic sub-

group.  The data provided by the sub-group enables ICNARC to continually develop 

its risk prediction models and the coming year will also see the release of a new 

coding method to reflect the specialist work that we and the rest of the sub-group 

provide. The reports we receive are discussed as part of the Critical Care Delivery 

Group. 

 

The latest report showed that the trust continues to show a significantly higher 

incidence of out-of-hours discharges than the rest of the sub-group. This is not an 

unexpected result, as previous reports and internal audits had demonstrated a similar 

result. Our own internal infection rates show lower results than the report received 

and we are now examining why the last ICNARC report showed a higher result. We 

are now re-validating our data. The hospital mortality results are in line with the other 

trusts and our out-of-hours discharges continues to out-perform other trusts. 

 

 

Cancer  

 

Lung Cancer (National Lung Cancer Audit) Published December 2014 

This year’s national audit has seen significant improvements in data quality with a 

greater level of coordination of data between the trusts involved in the Liverpool Lung 

Cancer Unit. It is important that this is maintained and improved upon where 

opportunities arise. In the single area where we had not met the recommendation, a 

prospective audit of the data is planned to identify issues which could improve our 

compliance  
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Mesothelioma (National Lung Cancer Audit) Published September 2014 

Data for this audit is collected as part of the LUCADA dataset, but previously not as 

closely scrutinised, as it was not part of main dataset and therefore not part of a 

national report. Going forward, the cancer team will: 

 Ensure Mesothelioma patients are included as part of the monthly data 

checks to make sure information is actively submitted and all Mesotheliomas 

are discussed. 

 Ensure staging is discussed and collected at the MDT meeting or at a set 

point on the patient pathway. 

 Provide support to research projects to increase clinical trial availability. 

 

Oesophago-Gastric Cancer (NAOGC) Published December 2014 

It is believed that the recommendations are being met within the current service; 

however there is a need to improve our data quality to accurately reflect this. The 

trust hopes to adopt a variation of the model used within the Lung team to ensure 

sign off of the data at all levels and to provide regular feedback of the data quality. 

This is to ensure an accurate representation of the data as a base for actioning future 

recommendations. 

 

 

Heart 

 

Acute Coronary Syndrome or Acute Myocardial Infarction (MINAP) 

Published December 2014 

On benchmarking LHCH data against national data we only identified one area for 

improvement and this relates to inter-hospital transfers, the “Call (calling for 

professional help) to Balloon (receiving Primary PCI intervention) time.  

 

Nationally, the move is to report risk adjusted hospital-specific mortality rates 

following STEMI with a new risk model. Data quality is being addressed through 

implementation of new minimum data standards.   

 

To support the developments going forward LHCH will: 

 Continue to improve data quality for all mandatory minimum data 

standards using our electronic systems available.  

 Continue to improve our inter-hospital transfer data by continuing close 

relations with the A&E departments and District General Hospitals within 

our PPCI catchment area.  

    

NICE quality standard suggests that an angiography should be performed within 72 

hours of admission for nSTEMI patients. 

 

LHCH are currently achieving this in 95% of cases (for patients transferred to LHCH 

and then receiving an angiogram at LHCH), nationally 67%, (MINAP analysis 

excludes those transferred between hospitals)   
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Cardiac Arrhythmia (HRM) Published January 2014 

The report was reviewed by our clinical Lead. There are no actions to be taken 

forward, as the report provides activity information only.  

 

Congenital Heart Disease (Paediatric cardiac surgery) (CHD) 

The National Congenital Heart Disease Audit Report describes the following findings 

applicable to adults: 

 

Specific procedure data 2010-13: Survival at 30-days for each of the 57 surgical and 

transcatheter cardiovascular interventions both in children and adults.  

 LHCH continues to be above the pre-specified limit for all 57 interventions. 

 

Going forwards we are continuing to ensure data quality for submission to this 

National audit. 

 

Coronary Angioplasty Published December 2014 

On benchmarking LHCH data against national data we only identified one area for 

improvement and this relates to STEMI Onset location. 

 

Nationally the aim is: 

 To improve analysis by implementing a new risk adjustment model to reduce 

the potential for misleading conclusions on mortality and MACCE (Major 

adverse cerebrovascular or cardiovascular events). This will also require 

accurate and complete risk factor data.  

 Promote transparency by continuing to publish process and outcome data for 

all PCI Consultant Operators in the UK on the BCIS website. In 2013, all PCI 

consultant risk adjusted MACCE rates were within the expected. 

 

Going forwards we will: 

 Continue to improve data quality to achieve accurate and complete risk 

factor data using our electronic systems available.  

 Continue to improve our STEMI Onset location with 100% cross validation 

being implemented.  

 

National Adult Cardiac Surgery Audit 

Consultant Outcomes publication shows the number and type of heart operations 

each consultant and hospital is carrying out, as well as the associated mortality rate. 

Results are searchable by an interactive map, name or, for consultant, GMC code 

and is available on the Society of Cardiothoracic Surgery (SCTS) website. A link is 

also available through My NHS - NHS choices website. 

There are no outliers reported for LHCH.  

 

National Cardiac Arrest Audit (NCAA)  

The NCAA Report covering April 2013 to March 2014 for the first time specifically by 

risk adjusted comparative analyses compared the LHCH with three other 

Cardiothoracic Hospitals. The whole report in its entirety was presented to the 

Resuscitation and Quality Patient / Family Experience Committees for its findings to 

be reviewed. In nearly all categories compared with all other hospitals the LHCH is 
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performing better than the national average and also on a par when compared 

directly with the three other Cardiothoracic Hospitals. The Cardiopulmonary 

Resuscitation Officer did a further presentation to the Quality Patient / Family 

Experience Committee, which focused on the major salient findings of the report, 

analysing every cardiac arrest were the report had predicted a probability of survival 

to discharge greater than 50%. Analysis of the majority of these cases showed the 

present limitations predicting the probable survival to discharge ratio, since it is 

unable to factor in extremely high-risk co-morbidities into their risk adjusted 

comparative analysis. Going forwards the next NCAA annual report will: 

 

 Specifically by risk adjusted comparative analyses compare the LHCH with 

five other Cardiothoracic Hospitals. 

 Each NCAA quarterly report will be closely analysed by the Resuscitation 

Committee and the annual NCAA report will be presented to the 

Resuscitation and Quality Patient / Family Experience Committees with an 

accompanying presentation of the salient points. This will include a detailed 

investigation of all suggested unexpected non-survivors, so that any areas of 

concern can be highlighted and measures for improvement initiated.  

 

 

National Comparative Audit of Blood Transfusion Programme 

 

Audit of Patient Information and Consent Published November 2014  

Overall, the audit highlights the need for a more standardised and structured 

approach to the process of providing information and obtaining patient consent with 

emphasis on appropriate documentation. 

 

A gap analysis was completed in light of the report; this highlighted the areas the 

Trust has achieved well and areas for further improvement.  

 

Going forwards we will: 

 Utilise the Electronic Patient Record system and the distribution of patient 

information leaflets to improve the consent in transfusion within the trust.  

 

 

National Comparative Audit of Blood Transfusion Programme  

 

Red Cell Survey Trace Published December 2014  

Overall key LHCH findings:  

 The main use at LHCH was in cardiothoracic surgery. 

 LHCH had older age groups being transfused when compared nationally 

LHCH patients had an average transfusion age of 77 whereas nationally it 

was 69. 

 Highest usage at LHCH was in the sub category Valve replacement +/- 

CABG.   

 

The report indicated that the red cell transfusion rate per head of population has 

fallen in LHCH. There were no further actions required. 
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National Emergency Laparotomy audit (NELA)  

 

Organisational Report published May 2014  

There were two recommendations from the organisational report applicable to 

specialist trust sites.   

 

Facilities, staff and processes for emergency laparotomy are subject to continuous 

review via morbidity and mortality reviews at audit day.  

LHCH continue to participate fully in the on-going patient data collection.  

The NELA Patient Audit report should be more informative; however in the meantime 

we plan to review submitted data for local assurance.  

 

 

National Confidential Enquiry into Patient Outcome and Death (NCEPOD) 

 

Tracheostomy Care Report Published June 2014  

The Critical Care team and the Trust Cohort Ward (Elm) were participants in the 

NCEPOD study. The Trust position in relation to its management of tracheostomy 

care was measured using the self-assessment checklist and the 25 

recommendations from this report to complete a gap analysis. 20/25 (80%) of the 

recommendations were already being met with good practices in place. 5/25 (20%) of 

the recommendations were being partly met and some deficiencies were identified. 

 

 

The following actions took place: 

 The Tracheostomy Policy which had already been written received formal 

approval through the Governance structures. 

 A WHO safety checklist is now performed in Critical Care prior to 

tracheostomy insertion. 

 Additional airway equipment needed for Elm and Critical Care has now been 

purchased. 

 

Further actions: 

 The WHO safety checklist currently on paper being utilised in Critical Care 

needs to be built into the Electronic Patient Record. 

 Trust wide tracheostomy training needs to be incorporated in yearly 

mandatory training. 

 

 

The reports of 15 local clinical audits were reviewed by the provider in 2014/15 

and Liverpool Heart and Chest NHS Foundation Trust intends to take the 

following actions to improve the quality of healthcare provided:   

 

Below are some examples of improvement work being undertaken as a result of 

auditing practice.   
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Medicines Storage Audit 

The pharmacy team have provided recommendations to individual 

ward/departmental managers to help improve security of medicines at LHCH. 

 

Unannounced spot-checks to all ward and departments have been incorporated into 

the pharmacy annual audit programme. This audit is completed every six month (so 

each ward receives feedback) and the ADNS’s have been asked to take the reports 

for their areas forward to implement the changes necessary to improve security.  

 

Similarly the pharmacy department audits the monitoring arrangements for the 

storage of medicines which require refrigeration in order for them to maintain their 

efficacy. The results of this audit are submitted to the ward managers and relevant 

ADNs for action. Wards need to monitor their fridges on a daily basis and report or 

take action when a deviation is found to ensure that medicines are stored at their 

optimum temperature. 

 

 

Five Steps to Safer Surgery Audits  

The goal is to strengthen the commitment of all clinical staff to address safety issues 

in the perioperative setting. 

 

The 5 steps to safer surgery (NPSA, 2010) are: 

 Step 1: Briefing 

 Step 2: Sign In 

 Step 3: Time Out 

 Step 4: Sign Out 

 Step 5: Debriefing 

 

The above process is intended to incorporate the following intentions: 

 Improving communication within teams 

 Improving anaesthetic safety practices 

 Ensuring correct site surgery 

 Reducing surgical site infections 

 

We intend to build on existing protocols in place for the ‘Five Step Process’ in order 

to apply a more consistent approach and engagement from all of the multidisciplinary 

team. We will continue regular audit of process and challenge inappropriate 

behaviours. Continue to escalate any non-compliance of medical staff to clinical 

leads. 

 

 

Sepsis Audit  

Developing an updated training package which will be in the form of:  

a. Power point presentation: To include Diagnostic Criteria and severity 

of sepsis 

b. Training video: To highlight importance of early diagnosis and 

treatment; and to include practical tips on management of sepsis and 

accurate documentation.   
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Distribution of posters and aid memoire cards summarising main items of the sepsis 

bundle 

 

Amend the current sepsis bundle order set on Electronic Patient Record. This is 

essential due to the recent change of antimicrobial agents on LHCH sepsis bundle, 

which was made in response to the higher prevalence of Carbapenemase Resistant 

Enterobacter. 

 

Empower non-physicians prescribers to administer first dose of antibiotics. This is 

expected to enhance compliance by maintaining consistency through delivery of 

training to permanent rather than rotational members of staff. 

• Outreach nurses 

• Advanced Nurse Practitioners 

 

Key Performance Measures will be audited and reported to the Infection Prevention 

Committee. 

 

 

Fasting Audit  

Focussing on personalisation of care to ensure all patients have an individual plan. 

Developing individualised letters which are to be sent out to patients before 

admission for their procedure regarding instructions about when to stop food and 

fluids. 

 

Use theatre team brief as the forum for deciding on individual patient plans and 

communicating with the relevant named nurse on the wards regarding fasting and 

place on the surgical theatre list. 

Teaching pack to be developed and included in HCA pathway/ Preceptorship. 
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Participation in Clinical Research 
 

The number of patients receiving relevant health services provided or sub-contracted 

by Liverpool Heart and Chest Hospital in 2014/15 that were recruited during that 

period to participate in research approved by a research ethics committee was 821. 

 

Liverpool Heart and Chest Hospital was involved in conducting 27 clinical research 

studies in the cardiovascular specialty, 8 clinical research studies in the cancer 

speciality, 7 clinical research studies in the surgery / critical care specialty, 4 clinical 

research studies in the respiratory specialty and 2 clinical research studies in quality 

of life / outcomes during 2014/15.  

 

The improvement in patient health outcomes in Liverpool Heart and Chest Hospital 

demonstrates that a commitment to clinical research leads to better treatments for 

patients. 

 

In the last three years, a total of 159 peer-reviewed publications have resulted from 

general research activity. Our engagement with clinical research also demonstrates 

Liverpool Heart and Chest Hospital’s commitment to testing and offering the latest 

medical treatments and techniques. 

 

Research is an essential component of the Trust’s activities. It provides the 

opportunity to generate new knowledge about new treatments or models of care, 

which truly deliver the quality improvements anticipated. The following are examples 

of the high quality research taking place at the Trust: 

 

 New Sequencing Technologies for the Investigation of Mendelian 

Disease 

This study sponsored by Imperial College London and run at the Trust under 

the auspices of the Institute of Cardiovascular Medicine  and Science, is 

collecting samples from patients affected with aortic disease. Identification of 

specific genetic mutations will have a direct clinical benefit for the patients 

recruited, by informing their clinical management. This systematic approach 

also allows a better informed scientific insight into disease, allowing 

improvements in the accuracy of clinical diagnosis and treatment and directly 

informing rational genetic screening on a population level. It may also reveal 

novel pathways for therapeutic intervention. The Trust has contributed a total 

of 65 patients. 

 

 Pulmonary vein Reconnection and clinical Success rates with ablation 

using the SmartTouch catheter: a Repeat Evaluation and ablation study 

(PRESSURE) 

 Atrial fibrillation (AF) is the commonest condition affecting the rhythm of the 

heart, and causes an irregular and often rapid heartbeat. Developing this 

condition may cause significant health problems, such as symptoms that 

affect normal day-to-day activities. Patients with AF also have a shorter life 

expectancy on average. Tablets to try to normalise the heart rhythm rarely 

work well. As a result, doctors have devised a treatment to try to cure this 
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condition. Special wires (called catheters) are used to deliver heat energy 

(called ablation) on the inside surface of the heart. This technique has been 

used more and more in recent years for patients with troublesome symptoms 

due to AF. The aim of the treatment is to draw lines of ablation in specific 

places in the heart. Unfortunately, a lot of patients (almost 1 in 2) get AF 

again after this treatment and most of these patients have a second treatment 

performed. It is usual to find at this second treatment that gaps have 

developed in the lines of ablation from the first treatment. Automatically doing 

a second treatment to close these gaps a couple of months after the first 

treatment may mean that fewer of these patients will get AF again in the 

future. The study is also looking at what factors make a line of ablation less 

likely to develop gaps. A total of 83 patients have been recruited to this study.  

 

 GLOBAL LEADERS (Comparative Effectiveness Of 1 Month Of Ticagrelor 

Plus Aspirin Followed By Ticagrelor Monotherapy Versus A Current-Day 

Intensive Dual Antiplatelet Therapy In All-Comers Patients Undergoing 

Percutaneous Coronary Intervention With Bivalirudin And Biomatrix Family 

Drug-Eluting Stent Use)  

This study is looking at patients with a narrowing of their coronary artery 

(coronary artery stenosis), resulting in a poor blood flow to the heart (Stenosis 

is a narrowing or blockage of a blood vessel). The study aims to determine 

whether treatment with 1 month of ticagrelor and aspirin followed by 23 

months of a drug called ticagrelor on its own is superior to treatment with 12 

months of standard dual anti platelet therapy (DAPT) followed by aspirin in 

reducing patient death and patients having heart attacks. The Trust is actively 

recruiting patients to this international trial, and to date 156 participants have 

agreed to take part in the study. 

 

The Trust has this year received national recognition for the excellent work carried 

out by our team of research nurses. The Trust was a finalist for the Nursing Times 

Awards in October 2014. This was based on the work carried out to embed the 

research culture among all clinical and ward areas and to promote further education 

in our research workforce. 

 

Those research projects that do offer benefit can be implemented quickly for future 

patients, subject to the service being evaluated and funded as part of routine NHS 

care. 

 

 

Goals Agreed with Commissioners 
 

A proportion of Liverpool Heart and Chest Hospital income in 2014/15 was 

conditional on achieving quality improvement and innovation goals agreed between 

Liverpool Heart and Chest Hospital and the relevant Clinical Commissioning Groups 

for the provision of NHS services through the Commissioning for Quality and 

Innovation (CQUIN) payment framework.  

 

The CQUIN indicators for Liverpool Heart and Chest Hospital in 2014/15 were to: 
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1. Improve the experience of patients and measure success through the 

Friends and Family test. 

2. NHS Safety Thermometer. 

3. Dementia assessment, referral and carer support. 

4. Improve the outcomes and experience of care in heart attack, heart 

failure and bypass grafting patients (Advancing Quality). 

5. Electronic communication: timely discharge summaries and letters.  

6. Effective discharge planning:  Use of estimated dates of discharge, 

progress to seven day working, estimation of readmission risk, use of a 

clinical management plan, involvement of patients & carers and 

improvement of the discharge experience. 

7. Clinical quality dashboards:  submission of data to NHS England. 

8. Delivery of cardiac surgery in patients urgently referred within seven 

days. 

9. Delivery of cardiac interventions in patients urgently referred within 96 

hours. 

10. Patients with Cystic Fibrosis attending as outpatients would be offered an 

appointment and see the dietician. 

 

£1,617,490 was conditional upon achieving the above quality improvement and 

innovation goals; Liverpool Heart and Chest Hospital achieved £1,603,000. 

 

In 2015/16, the Trust has chosen a contract option which does not mandate 

participation in any local, regional or national CQUINS schemes.  However, the Trust 

recognises the need to maintain momentum on key initiatives for the good of our 

patients and also to be well placed when CQUINS is picked up again in 2016/17.  As 

such, improvement work in the spirit of CQUINS will take place in the following areas: 

 

1. Acute Kidney Injury  

2. Sepsis 

3. Dementia assessment, referral and carer support  

4. Improve the outcomes and experience of care in heart attack and bypass 

grafting patients (Advancing Quality – “Lite” option)  

5. Digital Maturity 

 

The Trust will not however be responsible to Clinical Commissioning Groups for 

performance management of published schemes. 

 

Further details of the agreed goals for 2014/15 and for the following 12 month period 

are available upon request from Dr Mark Jackson, Director of Research & Informatics 

(e-mail mark.jackson@lhch.nhs.uk or telephone 0151 600 1332). 
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What others say about the Provider  

 

Liverpool Heart and Chest Hospital is required to register with the Care Quality 

Commission and its current registration status is registered without condition. The 

CQC has not taken any enforcement. 

  

The Care Quality Commission has not taken enforcement action against Liverpool 

Heart and Chest Hospital during 2014/15. 

 

Liverpool Heart and Chest Hospital has not participated in any special reviews or 

investigations by the Care Quality Commission during the reporting period 2014/15. 

 

 

Data Quality 
 

NHS Number and General Medical Practice Code Validity  
Liverpool Heart and Chest Hospital submitted records during 2014/2015 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 patients can be seen in the table below: 

 

 For admitted patient care For outpatient care 

Valid NHS number was: 99.8% 99.7% 

Valid General Medical 

Practice Code was: 
100% 100% 

 

Note: Liverpool Heart and Chest Hospital does not have an accident and 

emergency department, so A&E indicators do not apply.  

 

Information Governance Assessment Report Attainment Levels  

Liverpool Heart and Chest Hospital’s Information Governance Toolkit assessment for 

2014/15 was submitted with an overall score of 74% ‘green-satisfactory’ achieving 

level 2 or above for all requirements. The Trust also received independent assurance 

from the Mersey Internal Audit Agency in February 2015 obtaining a ‘significant’ 

assurance opinion. 

 

Clinical Coding Error Rate 

Liverpool Heart and Chest Hospital was subject to a Payment by Results clinical 

coding audit during 2014/15 by Monitor.  

 

The last Payment by Results clinical coding audit undertaken for the Trust in 2014/15 

noted that the Trust continues to maintain its high level of coding accuracy with the 

following error rates identified:  

 

The error rates reported in the latest published audit for diagnoses and treatment 

coding (clinical coding) were:   
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                        Primary diagnoses incorrect – 2.0%  

                        Secondary diagnoses incorrect – 0.5%  

                        Primary procedures incorrect – 0.5%  

                        Secondary procedures incorrect – 0.9%  

 

As part of Information Governance requirements, the Trust has also undertaken a 

further clinical coding audit in 2014/15, which was carried out by external auditors 

that found the following error rates: 

 

                       Primary diagnoses incorrect – 3.5%  

                        Secondary diagnoses incorrect – 2.3%  

                        Primary procedures incorrect – 1.7%  

                        Secondary procedures incorrect – 3.6%  

 

Data Quality  

Liverpool Heart and Chest Hospital will be taking the following actions to improve 

data quality: 

 

 Continuation of embedding the Trusts data quality strategy that is aimed at 

improving the collection, storage, analysis, reporting and validation of 

information. 

 

 Pivotal to this strategy is the adoption of the six dimensions of data quality as 

recommended by the Audit Commission. 

 

Producing data that is fit for purpose should be an integral part of an 

organisation’s operational performance management and governance 

arrangements. As such, this new process seeks to provide more rigor to 

deriving the assurances on data quality the Trust requires, focused on non-

financial data. 

 

Figures You Can Trust; A Briefing on Data Quality in the NHS (Audit Commission, 

2009) presents the six dimensions of data quality. 
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The Trust’s Business Intelligence Committee will oversee the adoption of the 

six dimensions of data quality, and ensure it is applied to the Trusts Strategic 

Objectives and underlying Dashboards comprising of Clinical Quality, 

Performance and Workforce indicators. 

 

 Continuation of the Trusts Business Intelligence Committee which meets on a 

monthly basis to identify and discuss potential data quality issues which need 

to be addressed and actioned accordingly. The Committee tackles issues 

identified through external (e.g. SUS Data Quality Dashboard and the Care 

Quality Commissions Intelligent Monitoring Report) and internal sources (e.g. 

Indicator reviews using the six dimensions of data quality approach). The 

Committee is to be supported by a System User/Data Quality Group which 

oversees key working groups designed to tackle key data quality issues.  

 

 Adoption of a Trust Data Quality Tool available to key staff across the 

organisation which identifies errors recorded on Trust systems and assigns 

principal owners. This ensures clarity over which staff groups are responsible 
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for tackling data quality issues. Data quality errors identified within the tool will 

be monitored by the Business Intelligence Committee in the form of a Data 

Quality Dashboard. 

 

 Further development of a programme of education and awareness raising in 

data quality which comprises: 

 Data quality working groups in key administrative functions.  

 A data quality telephone support line, manned in office hours to 

support staff in all data input queries. 

 Programmes of data quality awareness sessions in wards and clinical 

areas. 

 

Taken together, this work will ensure all we report is built upon a firm foundation of 

data quality which will allow us to be ever more confident in our statements regarding 

the quality of our services and the outcomes it generates. 

 
        

2.3 Reporting against Core Indicators  
 

Hospital-Level Mortality 

Liverpool Heart and Chest Hospital considers that this data is as described for the 

following reasons: 

 

Specialist acute Trusts do not calculate their mortality rates using the summary 

hospital-level mortality indicator (SHMI); instead because of the specialist nature of 

its services, Liverpool Heart and Chest Hospital has devised its own Hospital 

Standardised Mortality ratio that is updated each month as part of its performance 

management arrangements and reported to the Trusts Clinical Patient Family 

Experience  Committee. 
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To achieve statistical significance using confidence intervals: 

 

To be high, a hospital must have HSMR and the lower confidence interval above 

100. A hospital above 100 but with lower confidence interval below 100 is classed as 

‘within the expected range’. 

 

Liverpool Heart and Chest Hospital intends to take the following actions to continue 

to improve this rate and so the quality of its services by: 

 

 Continue supporting the Patient Safety Group in reducing patient harm.  

 Continue supporting the broadened remit of the mortality review group.  

 

Readmission within 28 days of Discharge 

Liverpool Heart and Chest Hospital considers that this data is as described for the 

following reasons: 

 

The percentage of readmissions refers to those coming back to our Trust. We have 

seen a slight reduction from last year, although our rates are overall very low. 

 

NB. We monitor readmission rates up to 30 days post-discharge, not 28. 

 

 

 

Target 

13/14 

Performance 

13/14 

Target 

14/15 

Performance 

14/15 YTD 

Percentage of patients aged 

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  

0.97% 0.67% 0.97% 0.63% 
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Liverpool Heart and Chest Hospital has taken the following actions to improve this 

rate, and so the quality of its services by: 

 Introduction of a direct line for patients following discharge. 

 

Responsiveness to Personal Needs 

Liverpool Heart and Chest Hospital considers that this data is as described for the 

following reasons: 

 

Personal needs are a composite of a number of aspects of care, including the 

provision of advice on medication following discharge.  This year, we have improved 

our performance markedly on this part of the indicator  from last year through the 

embedding of teach back – asking the patients to repeat back what they had been 

told about taking their medications.  

    

 

Liverpool Heart and Chest Hospital has taken the following actions to improve this 

percentage, and so the quality of its services by: 

 Ensuring the systematic training of teach back to all new personnel appointed 

to a role that involves discharging patients. 

 Making the 6C’s culture business as usual. 

 

Staff Recommending the Trust to Family and Friends 

The Liverpool Heart and Chest Hospital consider that this data is as described for the 

following reasons: 

 

The percentage of staff either extremely likely or likely happy to recommend the Trust 

has remained at the same level over the last two years, and high at 92%. 

 

*the Trust had set up its own target of 90%, albeit there was no national target set for this. 

 

Taken from the 2014 National Staff Survey, the score of 92% of LHCH staff 

recommending the Trust as a provider of care to their family or friends places the 

Trust 4th overall within the country. 

 Target 

13/14 

Performance 

13/14 

Target 

14/15 

Performance 

14/15 

Trust’s responsiveness to 

the personal needs of its 

patients  

 

none* 82.3% none* 81.8% 

 Target 

13/14 

Performance 

13/14 

Target 

14/15 

Performance 

14/15 

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.  

*90% 92% *90% 92% 
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The continued high levels of advocacy from staff highlight the on-going commitment 

to delivering safe, compassionate care to patients and their families. 

 

Liverpool Heart and Chest Hospital has taken the following actions to improve this 

percentage, and so the quality of its services by: 

 Increased communication of results through internal systems, such as 

directorate meetings, team briefs, listening events, Executive walkabouts.  

 

Venous Thromboembolism (VTE) Assessment 

Liverpool Heart and Chest Hospital considers that this data is as described for the 

following reasons: 

 

Our rate of assessment of patients at admission is consistently high, we have a well-

established monitoring system in place. Additionally, VTE risk assessment is one of 

our CQUIN priorities. However, due to the introduction of our Electronic Patient 

Record system through the year, we had some irregularities on the recording of VTE 

assessment through the implementation period of the electronic system. This at no 

time has impacted the quality of the care provided. 

 

 

Liverpool Heart and Chest Hospital has taken the following actions to improve this 

percentage, and so the quality of its services by: 

 Establishment of a VTE steering group, which ensures compliance with the 

CQUIN requirement and the high quality care of our admitted patients 

 Learning from each and every VTE through root cause analysis and 

feedback of lessons learned. 

 

C.Difficile Infection 

Liverpool Heart and Chest Hospital considers that this data is as described for the 

following reasons: 

 

Our infection rates are consistently low; the number of C.difficile cases due to lapses 

in care for 2014/15 was 1. This is the lowest level recorded since a robust data 

collection system has been in place. 

 

. 

 Target 

13/14 

Performance 

13/14 

Target 

14/15 

Performance 

14/15 YTD 

Percentage of patients who were 

admitted to hospital and who 

were risk assessed for venous 

thromboembolism  

95% 95.4% 95% 94.3% 

 Target 

13/14 

Performance 

13/14 

Target 

14/15 

Performance 

14/15 

Rate per 100,000 bed days of 

cases of C.difficile infection 

reported within the trust amongst 

patients aged 2 or over  

 <=7.5 
5.5 

 
<=7.5 1.9 
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NB.  Data includes daycase activity, as at end of February 2015. 

 

SHA targets show Monitor target has been 12 for the last three years. 

 

Liverpool Heart and Chest Hospital has taken the following actions to improve this 

number, and so the quality of its services by: 

 Ensuring samples are sent appropriately when an infection is suspected 

 Ensuring appropriate precautions are taken when an infection is suspected or 

confirmed 

 Ensuring a robust surveillance system is in place 

 

 

Patient Safety Incidents  

Liverpool Heart and Chest Hospital considers that this data is as described for the 

following reasons: 

 

 

 

Liverpool Heart and Chest Hospital intends to take the following actions to improve 

this number and so the quality of its services by: 

 Implementation of the Trust’s vision for safety – Safe from Harm  

 Implementation of the Speaking up Safely campaign 

 Development of the new Quality Strategy which is patient focused. 

 

 

 

  

 Target 

13/14 

Performance 

13/14 

Target 

14/15 

Performance 

14/15 

Number and, where 

available, rate of patient 

safety incidents reported 

within the trust during the 

reporting period, and the 

number and percentage of 

such patient safety 

incidents that resulted in 

severe harm or death. 

None 

1316  incidents 

9.9 per 100 

admissions 

(13260 

admissions) 

 

1 (0.06%) 

resulted in 

severe harm or 

death 

None 

Data up to 

March15: 

 

1076 

clinical incidents 

8.1 per 100 

admissions 

(13335admissions) 

 

1 (0.10%) resulted 

in severe harm or 

death 
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Part 3: Other information 
 

Performance Review 

 

This section of the Quality Account presents an overview of performance in areas not 

selected as priorities for 2014/15.  Presented are: 

 

 Quantitative metrics, that is, aspects of safety, effectiveness and patient 

experience which we measure routinely to prove to ourselves the quality of 

care we provide.  Some of these metrics are Commissioning for Quality & 

Innovation (CQUIN) indicators which are included in our contract with our 

Clinical Commissioning Group.   

 Performance against relevant indicators from the Risk Assessment 

Framework. 
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Quantitative Metrics 

Safety 

Metric Pressure ulcer 
incidence 
 

Organisation Wide 
or Service Specific 

Organisation 
Wide 

 

 
 

Derived From Referrals to the 
Tissue Viability 
Specialist Nurse 

Why metric chosen 
 

Pressure ulcers are 
painful for patients 
and contribute to a 
negative patient 
experience.  
Nursing high 
impact action; local 

CQUIN indicator 

How is data 
collected 

Staff who observe 
a pressure ulcer 
report this to the 
Trust’s Tissue 
Viability Service 
for treatment 

Improvements 
planned 

1.Continued staff 
education 
  
2.Establishment of 
the Pressure Ulcer 
Bundle with a focus 
on pressure ulcer 
prevention 

LHCH 
Performance 
2014/15 

Grade 2 = 0.34 
(~1.5 ulcers per 
month) 
Grade 3+ = 0.07 
(=1 ulcer per 
quarter) 

LHCH Performance 
2013/14 

Grade 2 = 0.89 
(~4 ulcers per 
month) 
Grade 3+ = 0.14 
(< 1 ulcer per 
month) 

Interpretation 
of Results 

The numbers of pressure ulcers experienced by our patients is at an all time low. This year we’ve seen an overall reduction of around 
60% on the 2013/14 rate. None of our patients have had a Grade 4 pressure ulcer since December 2011. The Tissue Viability Team 
have worked closely with all ward teams with the development of scoping meetings, changes to mechanical devices that previously had 
identified to be the causation of grade 2 pressure ulcers. 
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Safety 

Metric No. patient falls Organisation Wide or 
Service Specific 

Organisation 
wide 

 

 

 
 

 

Derived From Incident reporting Why metric chosen Falls have the 
potential to 
cause 
significant 
harm.  Nursing 
high impact 
action; local 
CQUIN 
indicator 

How is data 
collected 

Staff who witness 
or become aware 
of a fall report this 
via the Trust’s 
risk management 
processes 

Improvements planned Embedding of 
Comfort 
Checks in 
wards- Call 
don’t fall 
initiaitive, 
scoping 
meetings to 
prevent falls 
RCA for all 
sever harm 
falls- Safety 
Huddle  

LHCH 
Performance 
2014/15 

0.73% 
(97 falls in 13,335 
admissions) 

LHCH Performance 
2013/14 

0.62% 
(83 falls in 
13,313 
admissions) 

Interpretation 
of Results 

The number of falls in 2014/15 has increased since the previous year. The risk profile of our inpatients has become more challenging. 
We will continue to strive to reduce the number of falls. 
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Safety 

Metric Number of 

patients acquiring 

MRSA 

bacteraemia 

whilst in hospital 

Organisation Wide 

or Service Specific 

Organisation 

wide 

 

 

 
 

 

Derived From Infection 

prevention team 

Why metric chosen Major concern of 

patients; 

Department of 

Health priority 

How is data 

collected 

Monthly 

surveillance 

reported to health 

protection 

agency.  National 

definitions of 

bacteraemia 

applied. 

Improvements 

planned 

We’ll continue 

with the 

processes out in 

place last year: 

1. Surgical site 

infection 

check 

2. MRSA 

screening 

audits 

3. Central lines 

bundle  

LHCH 

Performance 

2014/15 

 

0 patients 

LHCH Performance 

2013/14 

 

1 patients 

Interpretation 

of Results 

The Trust has achieved an excellent result with no cases of MRSA in 2014/15 
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Effectiveness 

Metric Cardiac Surgery 
– inpatient waits 
within 7 days. 

Organisation Wide or 
Service Specific 

Surgical 
directorate 

 
 
 

 
 

CQUIN Indicator definition has changed in 2014/15 
therefore no comparable data available as “start 
date” changed from referral date to angiography 
date and we’ve never collected both.  

Derived From Surgical 
Directorate 
Urgent Referral 
Database  

Why metric chosen Reducing the time 
patients wait for 
their surgery will 
demonstrate 
systems and 
processes are in 
place between 
Trusts and patients 
access treatment in 
a timely manner, 
decreasing the 
number of patients 
who acquire 
hospital infections, 
pressure ulcers, 
chest infections, 
DVT etc.  

How is data 
collected 

Data are 
collected routinely 
on referral 

Improvements planned Improve referral 
information provided 
to reduce delays at 
referring hospitals 
(education to 
referrers) 

LHCH 
Performance 
2013/14 

178 of 365 
patients (49%) 

LHCH Performance 
2012/13 

117 of 393 
patients (30%) 

Interpretation 
of Results 

The Trust managed to improve on the previous year in 2013/14. However, this standard remains challenging as both elective and non-
elective patients must be treated in a timely manner. Improvements in waiting times will again be a priority for 2014/15. 
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Effectiveness 

Metric % patients completing 

phase one Cardiac 

rehabilitation  

Organisation 

Wide or Service 

Specific 

Organisation wide – 

phase 1;  

 

 

 

 

 

 

Derived From Local audit figures Why metric 

chosen 

Promotes lifestyle change 

and reduces future risk of 

cardiac events such as 

heart attacks  

How is data 

collected 

When in hospital, 

patients receiving heart 

treatments receive a 

comprehensive 

educational session 

about lifestyle and its 

importance in 

promoting future 

wellness.  This data is 

sent to the Clinical 

Quality Department for 

analysis.   

Improvements 

planned 

Plans to partially integrate the 

service within Knowsley 

community CVD suggested plan 

for their staff to assist the 

Hospital CR nurse to deliver 

training for CR trainers and staff 

to increase the number of staff 

trained which have decreased 

due to increased staff turnover 

and competing initiatives for CR 

trainers.  

Increase the number of staff with 

relevant competencies.  

Review and modify the 

competency tool to reflect Trusts 

Values and behaviours and they 

will be benchmarked against 

other Trust competencies using 

the same format thus increasing 

ease of use and compliance.  

This is hoped to improve quality 

also. 

LHCH 
Performance 
2014/15 

 
93.51% 

LHCH 
Performance 
2013/14 

 

91.65% 

Interpretation 
of Results 

We have exceeded the 2014/15 NSF target of 85%, set for this indicator, with a small increase from last year’s percentage. We will 
continue the excellent service provided by having ward specific Cardiac Rehabilitation trainers with relevant competencies.  
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Effectiveness 

Metric % patients with heart 
attack receiving 
treatment within 90 
minutes of arrival 
(door to balloon time) 
 

Organisation 
Wide or Service 
Specific 

Service specific 
- Cardiology 

 

 

Derived From Local audit figures Why metric 
chosen 

Service has 
expanded this 
year, so need to 
ensure good 
quality care has 
been maintained 

How is data 
collected 

LHCH contribution to 
myocardial infarct 
national audit project 
(MINAP) collected into 
in house electronic 
database.  National 
definition of 
performance 
measures used from 
MINAP. 

Improvements 
planned 

Performance is 
excellent so we 
aim to learn 
from each of the 
times 
performance is 
not perfect.   
 

LHCH 
Performance 
2014/15 

 
98.9% 

LHCH 
Performance 
2013/14 

 
98.4% 

Interpretation 
of Results 

The high standard set in previous years has been maintained this year. Our patients continue to benefit from this extremely 
efficient, gold-standard service. 
 

 

 

 

98.9%
98.7%

98.4%
98.8%

85%

87%

89%

91%

93%

95%

97%

99%

2011-12 2012-13 2013-14 2014-15

90 minute Door-To-Balloon success in primary PCI for Acute Heart Attacks

National AV. = 95%

National AV. = 92.1%
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Effectiveness 

Metric % of patients who 
received a copy 
of their discharge 
summary to the 
GP  

Organisation 
Wide or 
Service 
Specific 

Service specific – 
Support Services 

 

 

 

Derived From Nursing 
Discharge 
Checklist in the 
Electronic Patient 
Record 

Why metric 
chosen 

Patients should 
receive a copy of their 
discharge summary, 
so they are aware of 
and can convey to 
community services 
details pertinent to 
their stay at LHCH and 
ongoing care. 

How is data 
collected 

Nursing staff 
confirm whether 
or not the patient 
has received a 
copy of their 
discharge 
summary at the 
point of 
discharge. 

Improvements 
planned 

Our Electronic Patient 
Record (EPR) system 
includes a module for 
generating patient 

correspondence. 
Development of standard 
documentation across 
the health economy as 
part of our CQUIN. 
 

LHCH  
Performance 
2014/15 (Q4) 

 
92% 

LHCH  
Performance 
2013/14 (Q4) 

 

78% 

Interpretation of 
Results 

The new EPR Discharge Checklist was introduced in December 2013. A  steady improvement in the number of patients taking a copy 
of their summary has continued. We had hoped to see this rate increase to 95% over the course of this year, but we did fall slightly 
short of this. We will continue to monitor this in 2015/16 and hopefully make further improvement. 
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Patient Experience 

Metric Dementia screening, 
assessment and 
referral 
 

Organisation 
Wide or Service 
Specific 

Organisation 
wide 

 

 
 

Derived From Data submitted to NHS 
England as part of 
national programme 

Why metric 
chosen 

Patients 
assessed and 
identified with 
dementia need 
to be referred 
for specialist 
care 

How is data 
collected 

By nursing staff in ward 
at assessment and 
entered into Electronic 
Patient Record 

Improvements 
planned 

Dementia 
awareness 
training 
 
 

LHCH 2014/15  
378 of 400 
Patients 
Treated 
Appropriately 
 
(95%) 

LHCH 2013/14  
383 of 394 
patients treated 
appropriately 
 
(97%) 

Interpretation 
of Results 

This process is now well  embedded in the Trust. Patients with dementia and their carers can be assured that LHCH will help to ensure 
appropriate care is provided for this condition. 
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Patient Experience 

Metric Mean of ‘Overall 
patient experience’ 
question. Inpatient care 
rated 0-10  
 

Organisation 
Wide or 
Service 
Specific 

Organisation 
wide 

 

National data not available until April 2015 

2013/14 graph below: 

 

Derived From National patient survey 
results 

Why metric 
chosen 

This question is 
an overall 
measure of the 
patients 
experience 
 

How is data 
collected 

850 LHCH patients are 
invited to complete a 
questionnaire about 
their in-patient stay.  
Results are 
benchmarked with 
other Trusts in 
England. 

Improvements 
planned 

Continuing the 
Implementation of 
the Patient and 
Family centred 
care plan  
 

LHCH 
Performance 
2014/15 

9.1 (91%)  
Interim figure based on 
unadjusted data 

LHCH 
Performance 
2013/14 

9.1 (91%) 

Interpretation 
of Results 
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Patient Experience 

Metric Responsiveness 
to patients needs 

Organisation Wide or 
Service Specific 

Organisation wide  

National data not available until April 2015 

2013/14 graph below: 

 

 

Derived From Average of 5 key 
questions drawn 
from the national 
patient survey 
results 

Why metric chosen Summary of overall 
experience of care.  
National CQUIN 
indicator 

How is data 
collected 

850 LHCH 
patients are 
invited to 
complete a 
questionnaire 
about their in-
patient stay.  
Results are 
benchmarked 
with other Trusts 
in England. 

Improvements planned Embedding Teach 
back, to make sure 
patients know exactly 
what their discharge 
summary means, 
and what to expect 
from their medication 
 
Embed a generic 
discharge summary 
with clear 
instructions and 
information 

LHCH 
Performance 
2014/15 

Performance 
available in April 
2015 
 

LHCH Performance 
2013/14 

 
82.3% 
 

Interpretation 
of Results 
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Mandatory indicators from Risk Assessment Framework  

 

Indicator Target 

2014/15 

Performance 

2013/14  

Performance 

2014/15 

Maximum time of 18 weeks from point of 

referral to treatment in aggregate-admitted 

 

90% 90.37% 87.29%* 

Maximum time of 18 weeks from point of 

referral to treatment in aggregate- non 

admitted 

 

95% 96.50% 96.80% 

Maximum time of 18 weeks from point of 

referral to treatment in aggregate- patients on 

an incomplete pathway 

 

92% 95.98% 89.95%* 

All cancers: 62 day wait for first treatment 

from: 

 Urgent GP referral for suspected 

cancer 

 NHS cancer screening service referral 

 

 

 

85%  

 

90% 

 

88.93% 

(88.1%) 

 

N/A 

 

89.68%** 

(86.9%) 

 

N/A 

All cancers: 31 day wait for second or 

subsequent treatment comprising: 

 Surgery 

 Anti-cancer drug treatments 

 Radiotherapy 

 

 

 

94% 

98% 

94% 

 

 

100% 

N/A 

N/A 

 

 

100% 

N/A 

N/A 

All cancers: 31 day wait from diagnosis to first 

treatment 

 

96% 98.81% 99.33% 

Cancer: two week wait from referral to date 

first seen, comprising: 

 All urgent referrals (cancer suspected) 

 

 

 

93% 

 

 

97.92% 

 

 

99.63% 

Data completeness: community services 

comprising: 

 Referral to treatment information 

 Referral information 

 Treatment activity information 

 

 

50% 

50% 

50% 

 

 

N/A 

99.75% 

100% 

 

 

N/A 

100% 

100% 

 

* Agreed failure with Monitor 
** The Rapid access cancer pathway was altered in January 2014 to require a GP referring to the 
service to request a CT scan prior to entering the consultant led two week wait pathway, as a way to 
enhance the patient pathway and ensure that access to cancer services were better utilised and 
inappropriate referrals could be redirected more quickly to the appropriate service. This did mean that 
a first diagnostic test would occur prior to day 0 on the cancer pathway; the percentages in 
parenthesis represent what the figure would have appeared if day 0 occurred at the point of the CT 
scan.  
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Annex 1: Statements of Commissioners, local Healthwatch, and 

Overview & Scrutiny Committees  
 

Statement for the Liverpool Clinical Commissioning Group 

“Liverpool CCG welcomes the opportunity to comment on Liverpool Heart and Chest NHS 

Foundation Trust Draft Quality Account for 2014/15. We have worked closely with Liverpool 

Heart and Chest 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.  

 

“Liverpool CCG is pleased to note the extensive consultation exercise with staff,   

Foundation Trust members, commissioning bodies, patients, carers in ensuring that the 

focus is on those aspects of quality improvement which will bring the biggest benefit to the 

people the Trust serves.   

 

“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 Trusts commitment to improving the quality of the services it 

provides and Liverpool CCG supports the key priorities for improvement during 2014/15. 

 

 Priority 1 - To ensure that patients with Dementia are identified and assessed whilst 

under our care and are referred to their GP for investigation at discharge. 

 Priority 2 - Reduce pressure ulcer development 

 Priority 3 - Reduce the number of patient falls 

 Priority 4 - Improve the Timeliness of our Communications to General Practitioners at 

the Point of Discharge 

 

“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 Liverpool Heart and Chest NHS Foundation Trust. 

 

“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.  As coordinating 

commissioner, we look forward to continuing to work in partnership with the Trust and 

supporting them to deliver these quality priorities.” 

 

Katherine Sheerin 

Chief Officer 

26th May 2015 
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Statement from Liverpool City Council 

“On behalf of the Liverpool City Council Adult Social Care and Health Select Committee, I 

have reviewed the Liverpool Heart and Chest Hospital and note the information in the report 

without the need to raise any specific issues and look forward to seeing the progress 

outlined in the report being achieved” 

 

 

Statements from Healthwatch 

No statements received                                                                                                                                          

                                                                                                                                   

 

Statement from the Host Overview & Scrutiny Committee  

Not statement received  

 

 

Statement from the Trusts Council of Governors Quality Account Task and Finish 

Group  

“This Committee has met twice throughout the year. 

 

We have reviewed the Quality Accounts for 2015/16 for the Trust and are confident they 

represent a true account of the performance of the Trust based on the audited figures 

presented. 

 

The Annual Public Meeting was well attended to discuss the work of the Hospital. Clinicians, 

stakeholders, Staff, Patients and Family members, as well as members of the Public 

attended from Merseyside, Cheshire, North Wales and the Isle of Man. 

 

At this meeting a selection of work was selected to be considered by the Clinical Directorate 

for the coming year. 

Concerns were again raised regarding financial constraints to Finance, and other practices. 

 

We, as a group, are confident that this Hospital will respond, as it always has, in a very 

positive way, to the problems of the year ahead, and we are assured that at present, there is 

no impact to the quality of care to the patients”. 

 

Ken Blasbery, 

Chairman of the Quality Account Task and Finish Group  
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Annex 2 Statement of Directors Responsibilities for the Quality 

Report 
 

The directors are required under the Health Act 2009 and the National Health Service 

(Quality Accounts) Regulations to prepare Quality Accounts for each financial year.  

 

Monitor has issued guidance to NHS foundation trust boards on the form and content of 

annual quality reports (which incorporate the above legal requirements) and on the 

arrangements that NHS foundation trust boards should put in place to support the data 

quality for the preparation of the quality report. 

  

In preparing the Quality Report, directors are required to take steps to satisfy themselves 

that:  

 the content of the Quality Report meets the requirements set out in the NHS 

Foundation Trust Annual Reporting Manual 2014/15 and supporting guidance.  

 the content of the Quality Report is not inconsistent with internal and external 

sources of information including:  

 board minutes and papers for the period April 2014 to [the date of this 

statement]  

 papers relating to Quality reported to the board over the period April 2014 to 

[the date of this statement]  

 

 feedback from commissioners dated 26/05/2015  

 

 feedback from governors dated 16/04/2015  

 

 feedback from local Healthwatch organisations dated – non received  

 

 feedback from Overview and Scrutiny Committee dated – non received 

 

 the trust’s complaints report published under regulation 18 of the Local Authority 

Social Services and NHS Complaints Regulations 2009, dated 28/04/15  

 

 the national patient survey 14/04/2015  

 

 the national staff survey 12/12/2014  

 

 the Head of Internal Audit’s annual opinion over the trust’s control environment dated 

28/05/2015  

 

 CQC Intelligent Monitoring Report dated 03/12/2015  

 

 the Quality Report presents a balanced picture of the NHS foundation trust’s 

performance over the period covered  

 

 the performance information reported in the Quality Report is reliable and accurate  
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 there are proper internal controls over the collection and reporting of the measures of 

performance included in the Quality Report, 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 Report is 

robust and reliable, conforms to specified data quality standards and prescribed 

definitions, is subject to appropriate scrutiny and review and  

 

 the Quality Report has been prepared in accordance with Monitor’s annual reporting 

guidance (which incorporates the Quality Accounts regulations) (published at 

www.monitor.gov.uk/annualreportingmanual) as well as the standards to support 

data quality for the preparation of the Quality Report (available at 

www.monitor.gov.uk/annualreportingmanual).  

 

The directors confirm to the best of their knowledge and belief they have complied with the 

above requirements in preparing the Quality Report.  

 

By order of the board. 

 

 

27th May 2015 ...............................................Neil Large, Chairman  

 

27th May 2015 ............................................ Jane Tomkinson, Chief Executive 

 

 

 

How to Provide Feedback on the Quality Account 

Liverpool Heart and Chest Hospital would be pleased to either answer questions or receive 

feedback on how the content and layout of this quality account can be improved.  

Additionally, should you wish to make any suggestions on the content of future reports or 

priorities for improvement we may wish to consider, or should any reader require the Quality 

Account in any additional more accessible format then please contact: 

 

 

Mrs Sue Pemberton, Director of Nursing and Quality 

(E-mail sue.pemberton@lhch.nhs.uk  or telephone 0151 600 1249). 

 

 

mailto:sue.pemberton@lhch.nhs.uk

