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SECTION 3: QUALITY REPORT
Liverpool Heart and Chest Hospital NHS Foundation Trust is a single site specialist
hospital serving a population of 2.8 million people living in Cheshire, Merseyside,
North Wales and the Isle of Man. It provides the full range of heart and chest services
with the exception of organ transplantation.
Throughout 2017/18, this included:
1. procedures used to visualise the coronary arteries and treat narrowing’s using balloons
and stents (coronary angiography and intervention)
2. the implantation of pacemakers and other devices such as LinQ, and treatments used to
control and restore the normal rhythm of the heart (arrhythmia management)
3. surgical procedures used to bypass coronary artery narrowings, replacing the valves of
the heart or dealing with other problems with major vessels in the chest (cardiac surgery)
4. surgical procedures used to treat all major diseases that can affect the normal function of
the lungs (thoracic surgery)
5. drug management of asthma, chronic obstructive pulmonary disease and cystic fibrosis
(respiratory medicine)
6. community cardiovascular, respiratory and chronic obstructive pulmonary care for the
residents of Knowsley.
All clinical ward and operating theatres areas were assessed against the Trust’s Efficient
Excellent Compassionate and Safe Care standards (EECS) framework in 2017. All areas
were awarded a green status with achievement plaques displayed outside each entrance.
Six areas were able to apply for Gold Status and were successful with awards being
presented at the Trust’s Grand Award Ceremony in December 2017. The successful
ward/department areas recognised for their outstanding results on the delivery to patient and
family centred care were:







Mulberry Ward
Maple Ward
Cherry Ward
Theatres
Knowsley Cardiovascular Disease Services
Knowsley Respiratory Services

During 2017/18 the Trust saw projects being led by multi-disciplinary teams Trust wide. The
Trust has seen improvements made to the pathway of its patients that focus on quality and
experience. Enabling patients to be discharged earlier in the day, reducing the number of
moves a patient has during their care pathway and ensuring all medications and equipment
are available before discharge. This work included displaying the patient’s discharge pass,
which focused healthcare teams to have everything ready for their timely discharge, and
informing the patient, their families and carers of the expected day of discharge. This
enables families and carers to support the patient transition from hospital to home.

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.

Robotic surgery
Following Board approval for the implementation of robotic surgery, a detailed
implementation plan was prepared to ensure that this new and innovative service was
introduced safely at LHCH. The plan provided instructions on how the Trust would manage
the Da Vinci surgery programme, the governance supporting the programme and operational
plan to safely and effectively implement robotic surgery.
A detailed training plan was organised by LHCH with the assistance of the Intuitive team.
Both cardiac and thoracic surgery programmes included off site training alongside European
and American proctors who are experienced robotic surgeons.
All initial cases were completed with two consultants present and with a proctor on site at
LHCH; all proctor registration was signed off by the Associate Medical Director. The initial
assembly of the operating teams took careful consideration; the core robotic team were
signed off by the Da Vinci training passport and took part in theatre dry runs to ensure staff
felt confident prior to the initial case.
These measures allowed LHCH to safely implement and operationalise robotic surgery in
line with the Trust’s quality strategy.

Quality Account summary
This Quality Account takes a look at the year past and reflects upon the commitment the
Trust has made to improve quality.
The Trust is pleased to announce that significant progress has been made on the quality
priorities agreed by its Governors and stakeholders in 2017/18.





Identification of post-operative surgical delirium by the development of a risk
assessment tool.
If a patient developed post-surgical delirium a mechanism of informing the patients
GP in case further treatment was required following discharge.
Identification of patients who require more comprehensive care if they suffer from
complex health issues.
Frailty screen that includes assessment when identified.

It has been another good year for improving the quality of care at LHCH, with the focus on
improving the quality of care and experience for all its patients, their families and carers.
This Quality Account also reassures readers 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 the Trust’s 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 Clinical Commissioning
Groups, Healthwatch, relevant Local Authority Overview & Scrutiny Committees and other
interested parties such as the staff working within LHCH or other hospitals with whom the
Trust works.

Part 1 Statement on quality from the Chief Executive of
Liverpool Heart and Chest Hospital NHS Foundation Trust
It is my pleasure to introduce the Quality Account for 2017/18 by Liverpool Heart and Chest
Hospital NHS Foundation Trust, which demonstrates our commitment to deliver the very
best in healthcare.
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 best - delivering and leading outstanding heart and chest
care and research’.
We have made significant improvements to quality since our Quality Account 2016/17. Our
front line staff have been involved in identifying and focusing on quality improvements that
have been generated by them. Alongside this we have focused on developing a culture of
openness, honesty and transparency with our patients and their families.
Quality of care is at the heart of everything we do. This is supported by a welcoming, honest
and compassionate approach to our delivery of healthcare. We will continue to engage with
our patients and families in order to improve our services whilst learning from incidents and
errors. We will strive to deliver excellent healthcare, whilst supporting our staff to speak out
safely, to reduce avoidable harm. We will continue to hold engagement events with our
patients and their families to consistently strive to improve our services for them.
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 and experience enjoyed by our patients.
We are committed to working with other healthcare colleagues in development of
Sustainable Transformation Plans (STP) that focus on delivering excellent healthcare locally
in an evolving healthcare environment.
This year has been positive for the quality of care provided to our patients.


LHCH launched the UK’s first robotic cardiothoracic surgery programme.



NHS England announced a new network approach for the delivery of congenital
heart disease services in the North West and will directly commission its congenital
heart disease services from three trusts, including LHCH.



LHCH ranked top in the country, among similar organisations, in eight out of 32 key
findings in the NHS Staff Survey 2017.



LHCH was rated second in the country for ‘overall patient experience’ in the Care
Quality Commission’s National Inpatient Survey, published in May 2017.



Professor Gregory Lip was appointed as Chair of Cardiovascular Medicine at the
University of Liverpool, in partnership with the University of Liverpool and Liverpool
John Moores University.



LHCH hosted the seventh biennial Aortic Surgery Symposium.



LHCH hosted the second annual Aortic Dissection Awareness Conference.



LHCH’s Keith Wilson won the Outstanding Contribution to Patient and Public
Involvement Award at the North West Coast Research and Innovation Awards 2018.



LHCH was accredited by the Skills Development Network as a Level 1 Towards
Excellence Finance organisation.



LHCH’s Pulmonary Function Team was a shortlisted finalist for an Innovation Award
at the Advancing Healthcare Awards 2017.



No improvements identified by the Care Quality Commission following ‘Outstanding’
status given in April 2016.



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



LHCH delivered strong performance against financial and operational targets for
2017/18.

Clinical standards for seven day services
Seven day services relating to cover from other specialities remain challenging. LHCH have
updated the SLA with the Local Trusts to include the services in standard 6 and we are
currently finalising this as part of the annual planning process.
Despite this excellent performance, we remain committed to improving the quality and safety
of care given to our patients and their families 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 Hospital’s 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 past year.
I confirm that the information in this document is an accurate reflection of the quality of our
services.

Jane Tomkinson
Chief Executive Officer OBE

Part 2 Priorities for improvement and statements of
assurance from the Board
Priorities for improvement
Priority One:



Further develop the pre-screening tool for identification of pre-surgical delirium
throughout all surgical wards.
Following pre-screening medical assessment for those patients who require medical
intervention.

Category:


Patient Experience

Why:


Post-operative delirium can be extremely upsetting for patients; if LHCH can identify
those patients most at risk it may be possible to reduce the incidence of this
distressing post-operative complication.

How much:


The Trust’s aim is to identify those patients most at risk of delirium on admission and
to ensure that those who are at risk are given a tailored multi-component intervention
package.

By When:


March 2019

Who collects the data:


Information will be collected by the nurses in the risk assessment document, to be
completed on admission, and on the assessment and care flow sheets in EPR.

Monitoring of Data:


The Trust’s Business Intelligence Team

Current Position:


April 2018 Implementation of the risk assessment document throughout all surgical
ward areas – Cedar Ward, Elm Ward, Oak Ward, Mulberry Ward, and POCCU.



By March 2019, target 80%

Priority Two:


To complete inpatient 365 shadows within the Trust, exploring and learning from a
year of inpatient journeys across all specialities.

Category:


Safe

Why:


Shadowing the pathway of patients and families to learn and change practice from
observation of our patient journey will enable the Trust to monitor standards and
change practices where applicable to keep patients safe and harm free.

How much:


The Trust’s aim is to ensure a total number of 365 shadows are completed.

By When:


March 2019

Who collects the data:


The administration team within the service improvement department

Monitoring of Data:


On a weekly basis to ensure the numbers of shadows required have been completed
and documented learning is captured.

Current Position:


April 2018 develop the structures for capturing and recording shadows with 365
completed by March 2019.

Priority Three:


Assessment of patients who have been identified on admission as having a
complex/enhanced health condition.

Category:


Safe

Why:


Patients who require specialist care pathway planning post-operatively need to be
identified on admission. Nationally there is an increase in the number of patients who
reach the threshold of needing specialist mental health support.

How much:


The Trust’s aim is to identify those patients with complex health conditions. This
includes mental health on admission and to ensure that those who do are referred to
the Trust’s Safeguarding Lead/Team.

By When:


March 2019

Who collects the data:


Information will be collected via the risk assessment document in EPR, to be
completed on admission.

Monitoring of Data:


The Trust’s Business Intelligence Team

Current Position:


March 2018, 26%



By March 2019, target 60%

Priority Four:


The Trust prides itself on encouraging patients’ families and carers to support the
hospital healthcare team by contributing to the healthcare of the patient where
appropriate. Patients and families will be offered the opportunity to have a care
partner.

Category:


Safe

Why:


To increase the amount of time that people can be independent with family support.
This is pivotal to ensuring patients continue to receive physical and emotional
support whilst in hospital. Many families want to continue to provide care and as a
Trust we want to engage with families for them to do so.

How much:


The Trust’s aim is to complete a care partner request to assist on admission.

By When:


March 2019

Who collects the data:


Information will be collected by the admission documentation in EPR.

Monitoring of Data:


The Trust’s Business Intelligence Team

Current Position:


March 2018, 66%



By March 2019, target 90%

How our priorities were selected
In the pursuit of its goal to deliver the best outcomes and be the safest integrated healthcare
organisation in the country, throughout 2017/18 the Trust led a continuous and
comprehensive consultation exercise. The focus was on the identification of those priorities
for improvement which would bring the biggest benefits to the people the Trust serves. By
people, this naturally includes patients, but importantly also carers, Foundation Trust
members and other health and social care professionals with whom the Trust interacts with
on a daily basis.
The Trust held a number of internal and external consultation events which have
successively refined its decision making over which priorities to select. The final selection
emerged from a synthesis of priorities contributed from:
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).
3. The Trust’s quality, safety and patient experience Council of Governors’ sub-group, who
are continuously identifying priorities from the Trust’s 10,000 members.
4. Patient and family listening events.
5. 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 run in the local communities served
by the Trust.
6. Healthwatch, who were invited to the Trust’s stakeholder event for Quality Accounts
prioritisation.
7. Issues raised by LHCH patients through both national and local surveys.
8. Key stakeholders (doctors, nurses and managers from referring hospitals,
commissioners, patient self-help groups, 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’s Governors who discussed the
priorities and approved the final shortlisted priorities on behalf of the Board of Directors on
1st February 2018.
This process has resulted in four of the five 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.
Monitoring of the quality priorities will be via the Patient and Family Experience Committee at
each meeting.

Duty of Candour
LHCH acknowledges the need for open and effective communication with all patients, carers
and families. This effective communication begins at the start of a patient’s care pathway
and continues throughout their time spent at the hospital.
Openness and transparency with patients and their families, when an incident has been
identified as causing patient harm, is both encouraged and supported by the Board of
Directors.
The Trust has initiated a number of ways for implementing the duty of candour. These
include:







awareness raising for all staff groups
inclusion of duty of candour training within the Trust’s mandatory training policy
human factors training for clinicians
training for Board of Directors
leaflets and posters informing staff of the Trust’s commitment for open and honest
communications
strengthening Trust policies and procedures supporting Duty of Candour.

Review of priorities from 2016/17
Priority One:


Development and implementation of a pre-screening tool that would identify those
patients at risk of having post-surgical procedure delirium.

Category:


Patient Experience

Why:


Post-operative delirium can be extremely upsetting for patients; if LHCH can identify
those patients most at risk it may be possible to reduce the incidence of this
distressing post-operative complication.

How much:


The Trust’s aim is to identify those patients most at risk of delirium on admission and
to ensure that those who are at risk are given a tailored multi-component intervention
package.

By When:


March 2018

Who collects the data:


Information will be collected by the nurses in the risk assessment document, to be
completed on admission, and on the assessment and care flow sheets in EPR.

Monitoring of Data:


The Trust’s Business Intelligence Team

Current Position:








April – May 2017: Development of the risk assessment tool and enhancement of
assessment and care flow sheets in EPR, commination to all nursing / medical
teams.
June – July 2017: Implementation of the risk assessment document.
August – December 2017: Start to monitor compliance against the following quality
standards: risk factor assessment, interventions, avoidance of pharmacological
intervention, patient/family.
It was from October 2017 that a 50% target of compliance was reached, derived from
the implementation of the risk assessment.
March 2018: Overall performance 71.49%

Priority Two:


Those patients who have been identified as experiencing delirium post-operatively to
develop a post discharge follow-up mechanism referral to GP if assessment outcome
indicates ongoing physiological concerns.

Category:


Safe

Why:


Some patients do experience post-operative delirium; as part of the Trust’s Patient
Experience Vision, LHCH wants to provide the ongoing support patients may need
when discharged home.

How much:


The Trust’s aim is to develop the mechanism for following up all patients who have
been identified as experiencing significant delirium post-operatively and, where
appropriate, refer to GP.

By When:


March 2018

Who collects the data:


Information will be collected by the nurses and medical staff in the treatment plans for
significant delirium assessment in EPR.

Monitoring of Data:


The Trust’s Business Intelligence Team

Current Position





April – July 2017: Development of the post discharge assessment tool.
October 2017: Commence the communications to patients General Practitioners for
those patients who require GP.
March 2018: Overall performance 31.96% further work required to ensure the
electronic patient record captures the request and processes to the GP discharge
summaries.

Priority Three:


Assessment of patients who have been identified on admission as having a complex
mental health condition

Category:


Safe

Why:


Patients who require specialist care pathway planning post-operatively need to be
identified on admission. Nationally there is an increase in the number of patients who
reach the threshold of needing specialist mental health support.

How much:


The Trust’s aim is to identify those patients with complex mental health conditions on
admission and to ensure that those who do are referred to the Trust’s Safeguarding
Lead/Team.

By When:


March 2018

Who collects the data:


Information will be collected via the risk assessment document in EPR, to be
completed on admission.

Monitoring of Data:


The Trust’s Business Intelligence Team

Current Position:





April – June 2017: Development of the risk assessment tool
July – September 2017: Implementation of the risk assessment document
October – December 2017: Start to monitor performance and collect baseline data of
those patients who have a complex mental health condition
March 2018: Numbers are relatively small performance 100%

Priority Four:


GP referral for patients who have been identified as frail and needing further GP
support following OT assessment as an inpatient.

Category:


Safe

Why:


To increase the amount of time that people can be independent, healthy and active in
later life. Frailty can be either physical or psychological, or a combination of the two,
and can occur as a result of a range of diseases and medical conditions. Frailty
affects individuals, families and society as a whole, and can cause reduced quality of
life, ill‑health and premature mortality and has a direct effect on community
resources, because people are less able to do their usual daily activities and often
need support and long‑term care.

How much:


The Trust’s aim is to complete a GP referral for patients identified as frail and
needing further GP support following OT assessment as an inpatient, improving on
last year’s performance against this indicator (60%).

By When:


March 2018

Who collects the data:


Information will be collected by the OTs in the Discharge Summary in EPR.

Monitoring of Data:


The Trust’s Business Intelligence Team

Current Position:






A frailty assessment document was developed and implemented in 2016/17;
screening takes place on admission. The facility to refer to OT has also already been
implemented in the Trust’s EPR.
April – June 2017: Continue to monitor the number and % of frailty assessments
taking place collect baseline data of those patients determined as frail. Further
development of the OT referral functionality and OT assessment documentation /
Discharge Summary.
March 2018: Performance via electronic health record 100%

Part 2.2 Statements of assurance from the Board
Participation in clinical audits
During 2017/18, 12 national clinical audits and one national confidential enquiry 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 2017/18 are as follows in Table 1.
The national clinical audits and national confidential enquiries that Liverpool Heart and Chest
Hospital participated in during 2017/18 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 2017/18, 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.
During 2017/18 Liverpool Heart and Chest Hospital provided and/or sub-contracted five
relevant health services in cardiology, cardiac surgery, thoracic surgery, cystic fibrosis and
respiratory medicine.
The income generated by the NHS services reviewed in 2017/18 represents 83% of the total
income generated from the provision of NHS services by Liverpool Heart and Chest Hospital
for 2017/18.
A proportion of Liverpool Heart and Chest Hospital’s income in 2017/18 was conditional on
achieving quality improvement and innovation goals agreed between Liverpool Heart and
Chest Hospital and any person or body they entered into a contract, agreement or
arrangement with for the provision of relevant health services, through the Commissioning
for Quality and Innovation payment framework.
The monetary total for income in 2017/18, conditional on achieving quality improvement and
innovation goals, was £1.7m and in 2016/17 this was £1.4m.
Please see p111 for the number of patients receiving relevant health services provided or
sub-contracted by Liverpool Heart and Chest Hospital in 2017/18 that were recruited during
that period to participate in research approved by a research ethics committee.
Please see p113 for further details of the agreed goals for 2017/18 and for the following 12
month period.

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
Cardio-Thoracic sub-group. The data is submitted
on a quarterly basis:
For 2017/18 submitted data on 2033 / 2033
(100%) of patients admitted to Critical Care

Blood and transplant
National Comparative Audit of Blood
Transfusion programme
- 2017 National Comparative
2
Audit of Transfusion
Associated Circulatory
Overload (TACO)

Yes

Submitted data on 20 inpatient cases, which is
100% of the sample size requested by the terms of
the audit

Cancer

3 Lung cancer (NLCA)

Yes

Data for patients diagnosed in 2017 is submitted via
the trust’s monthly Cancer Outcomes and Services
Dataset submissions to the National Cancer
Registration System.
Currently 1029/1029 (100%) records for suspected
lung cancer have been submitted for patients
diagnosed from January to December 2017

Heart

Acute coronary syndrome or
4 Acute myocardial infarction
(MINAP)

5 Cardiac Rhythm Management
(CRM)

Yes

972/1000 (97.2%) STEMI cases submitted to NICOR
(Time period April 17 – Mar 18).
29/62 (47%) Takotsubo cases submitted (final cases
tbc).
Deadline for submission 31/05/2018
1208/1208 (100%) NSTEMI / ACS
(Time period April 17 – Mar 18).
Deadline for submission 31/05/2018

Yes

Q1 - Q3 2017/18
1457 / 1457 (100%) cases submitted for pacing and
implantable cardiac defibrillators for period April 17 –
Feb 18
Q4 submission is due by 30/06/2018
1261 / 1261 (100%) EPS cases have been
submitted for the reporting period April 17 – March
2018
Q4 submission is due by 30/06/2018.

FY 201718
Congenital Heart Disease
6 (Paediatric cardiac surgery)
(CHD)

National Audit of Percutaneous
7 Coronary Interventions (PCI)
(Coronary Angioplasty)

Yes

51/51 (100%) cases submitted for catheter or
surgical procedures.
19/19 (100%) cases submitted for ICD & Pacing
procedures.
Submission due by 27/05/2018
Data submission Jan 2017 – Mar 2018 (audit was
reporting calendar year and moved to financial year)

Yes

A total of 3301/3318 (99.48%) including
coronary pressure studies, IVUS and OCT
cases (2910 PCIs)
Adult cardiac surgery data submissions
are undertaken every 12 weeks as
required by CCAD.

8

National Adult Cardiac Surgery
Audit

Yes

FY 17/18
Q1 x 494 Cases Submitted (100%)
Q2 x 522 Cases Submitted (100%)
Q3 x 510 Cases Submitted (100%)
Q4 due 30/06/2018
April 2017 – March 2018. FY 17/18

9 National Cardiac Arrest Audit (NCAA)

10 National Heart Failure Audit

Yes

Yes

Q1 x 32 Cases Submitted (100%)
Q2 x 23 Cases Submitted (100%)
Q3 x 39 Cases Submitted (100%)
Q4 x 28 Cases Submitted (100%)
Q1 & Q2 2017/18
41/41 (100%) cases submitted
Q3 17/17 (100%) cases submitted.
Q4 submission is due by 30/06/2018.

Long term conditions
The Trust registered 2 services: Liverpool and
Knowsley.

11

National Chronic Obstructive
Pulmonary Disease (COPD) Audit
Programme: pulmonary
rehabilitation work stream

Yes

Liverpool service
 The organisational audit was submitted.
 110/136 (81%) consented and submitted
 26/136 (19%) declined to consent
Knowsley service
 The organisational audit was submitted.
 71/86 (82.5%) consented and submitted
 15/86 (17.5%) declined to consent

Knowsley service provider 2017/18
st

Data provided from 1st April 2017 to 31 March 2018

12

Sentinel Stroke National Audit
programme (SSNAP) - Post-acute
provider organisational audit

Yes

Early Supported Discharge: 93 of 101 (92%) patients
referred for ESD have been eligible to enter onto
SSNAP by acute providers. Some of these patients
have completed rehabilitation and some are still ongoing with the team. 12 of these have transferred
from ESD to CSR on SSNAP.
Community Stroke Rehabilitation: 61 of 114 (54%)
patients referred for CSR have been eligible to enter
onto SSNAP by acute providers or transferred from
ESD. Some of these have completed rehabilitation
and some are still on-going with the team.

National Confidential Enquiry into Patient Outcome and Death
As per NCEPOD criteria
13

National Confidential Enquiry into
Patient Outcome and Death
(NCEPOD)
- Perioperative Diabetes

Total

Yes

4/4 (100%) Anaesthetic questionnaires submitted
4/4 (100%) Surgical questionnaires submitted
4/4 (100%) Case note extracts submitted
1/1 (100%) Organisational Questionnaire submitted

Yes = 13

The reports of 12 national clinical audits were reviewed by the provider in 2017/18, and
Liverpool Heart and Chest Hospital intends to take the following actions to improve the
quality of healthcare provided.
Reports not yet published at the time of writing the quality account. These will be included in
the 2018/19 quality account.
 National Audit of Cardiac Rhythm Management
 National Confidential Enquiry into Patient Outcome and Death (NCEPOD) Peri-op
Diabetes

Cancer
Lung Cancer (National Lung Cancer Audit)
Lung cancer clinical outcomes publication 2017 (for the 2015 audit period)
Published November 2017
In 2015 LHCH carried out the largest number of lung cancer operations in England when
compared to the other thoracic surgical hospitals. The outcomes of 30-day and 90-day
mortality and length of stay in hospital for the patients were almost exactly the same as the
mean for the whole country. Resection rates for the MDTs we serve are amongst the highest.
This may be one of the reasons that the patients who had surgery at LHCH in 2015 have one
of the lowest 1-year survivals at 82.3% (mean for England = 87.9%), which has led to LHCH
receiving an alert from HQIP and the Society for Cardiothoracic Surgery (SCTS) on this
particular outcome
1-year survival after surgery is a new outcome and has not been studied previously by the
National Lung Cancer Audit. Nevertheless it is important for patients and lung cancer teams.
It may be that LHCH surgeons are operating on older, frailer patients with more advanced
cancers then the rest of the country, despite the risk stratification model aiming to correct for
these factors. In the absence of an inferior survival at 30 and 90 days, the 1-year figure is
unlikely to relate to the quality of care the patients receive specifically at LHCH. It may be
that the secondary care service patients receive after their surgery needs to improve. It is
certainly an outcome that is the responsibility of all lung cancer team and not just the tertiary
service provided by LHCH.

Actions
1.
2.

3.

Review the data for accuracy of the deaths at 1-year (already initiated by S
Woolley, thoracic data lead for LHCH)
Liaise with the Merseyside and Cheshire Lung Cancer Network over the care of
patients during their first year after surgery, in particular the causes of their deaths
(already initiated)
R D Page to work with the SCTS and HQIP over improving the usefulness of the
Lung Cancer Clinical Outcomes Project (on-going)

National Lung Cancer Audit annual report 2017 (for the audit period 2016)
Published January 2018
Good areas of performance identified.
Two areas for exploration / case note review in relation to treatment rates identified. Will
need collaboration with surgical & oncology colleagues.

Heart
National Audit of Percutaneous Coronary Intervention (BCIS) (data period Jan
2015 - December 2015) published September 2017
LHCH continues to provide a very high quality PPCI and ACS service to the region. Our
outcomes for both are below the national norm despite high volumes. Good practice includes
a streamlined 24/7 door to balloon protocol for STEMI patients, an established programme
for prompt transfer of OOHCA with ROSC STEMI patients from local AEDs as well as a
current pilot study of direct paramedic transfer for these patients. We have maintained
flexible Cath Lab working to accommodate the high volume of ACS and PPCI patients. We
have maintained a day-case programme for ACS cases with 85% radial access.
Our clinical audit department is of very high quality with complete data returns for STEMI
and improving data completion for nSTEMI patients
Gaps in service include some delays in Call to Balloon times for PPCI – the data show that
this delay largely relates to those patients referred from other hospitals. Our own
investigation of this delay has revealed that this is largely due to ambulance transfer delays
due to pressures on the ambulance service. Weekend ACS lists are fully established with
resultant reduction in transfer time. We continue to promote and develop a protocol to
enable prompt transfer of v high risk nSTEMI patients along the lines of STEMI patients.
We also intend to lead a programme to improve the patient pathway from partner hospital to
LHCH through collaboration with local cardiologist and AEDs

Acute Coronary Syndrome (MINAP) (data period 2015/16) published July 2017
LHCH continues to provide provides an excellent PPCI service as demonstrated by our low
door to balloon times and high volume activity. Instances where door to balloon times are
prolonged generally relate to multiple primaries arriving at once especially during out of
hours or when medical stabilisation of the patient is required prior to transfer to the Cath Lab.
We have developed a clearer pathway for direct transfer of survivors out of hospital cardiac
arrest with STEMI and volumes of such patients are increasing. We are currently piloting a
programme of direct transfer of NSTEMI patients with OOHCA.
Our performance as a centre continues to exceed national outcomes for PPCI. We fall short
when it comes to call to balloon delays for transferred and directly admitted patients. For
direct admissions the primary and continuing issue is that of the delay between the call for
help and attendance by the ambulance service. Underperformance in transferred patients is
exclusively around delayed transfer from local hospitals – delays in summoning an
ambulance are a significant issue. We are working with the ambulance service to improve all
these areas recognising the tremendous strain on NWAS resources at the present time.
Delays in diagnosis remains an important issue in some referral centres – pathways of care
for STEMI are variable. We continue to work with Healthy Liverpool partners and STP to
improve the single pathway through education and greater ‘front door’ cardiology team
involvement in the process.
For NSTEMI, we are working towards a 72 hour target. Weekend ACS lists are established
and smooth out patient flow over the whole week and reduce the delays to Cath Lab for
patients referred on Thursday/Friday. Day case ACS work is the norm at LHCH which
improves patient flow and preserves ward bed status. Delays in diagnosis and from
diagnosis to referral at referring centres are the main reasons for failure to achieve the 72
hour target. Via STP there is an ambition to improve this with greater involvement of senior

cardiologists at referring hospitals and an agreed single pathway of care to improve access
to LHCH. We also are developing a direct NSTEMI pathway for high risk cases.
We have identified some data entry discrepancies locally which go some way to explaining
previous relatively low DTB times – with correct data entry our DTB time is approaching
98%.

National Adult Cardiac Surgery Audit
Consultant outcomes published for data period 01/04/2013 - 31/03/2016
Consultant outcomes publication shows the number and type of heart operations each
consultant and hospital is performing, average patient risk profiles and risk adjusted inhospital survival rates. All LHCH cardiac surgeons are performing within the ‘expected’
range – this means that there are no outliers and cause for concern about their practice.
Results are searchable by using an interactive map to search for a centre or by consultant
name and are available on the Society of Cardiothoracic Surgery (SCTS) website. A link is
also available through My NHS - NHS choices website.

National Heart Failure Audit (2015-16 data period) Published August 2017
This report is only partially representative of the service we provide to the Heart Failure (HF)
patients as a Tertiary Care Hospital. It does not reflect on the large number of patients
admitted as day case following cardiac device implant every day that also benefit from the
service offered by the HF team.
Trust figures reveal continued high performance with adherence to prescribing medications,
with percentages significantly above national average. This is achieved as a Tertiary Care
Hospital representative of the access patients have to cardiologist and heart failure review
during admission.
The Trust’s 30 day mortality figures (post discharge) are within accepted figures.
The Trust’s in-hospital mortality figures have risen above national figures consistent with
similar findings reported 2014/15.
These figures are above national average, and as a Trust we continue to learn from robust
and consistent mortality reviews of all patients.
As a Tertiary Care Hospital, the Trust’s inpatient group does include direct admission
following Myocardial Infarct (MI) and patients undergoing complex cardiac surgery
End of life care is more standardised particularly for patients with implantable devices.
Patients are offered clinical review to discuss potential deactivation of an Implantable
Cardioverter Defibrillator (ICD), and ICD deactivation document is now part of electronic
records for better documentation of the process.
Pathways are in place for use of new HF medication Sacubitril / Valsartan as per European
Society of Cardiology ESC and National Institute for Health and Care Excellence NICE
recommendations. This has been ratified at Drugs & Therapeutics Committee and is being
incorporated into the local trust wide HF guidelines.

The number of patients being referred to Heart Failure Teams on discharge has seen a
reduction from previous figures 2014/15, but remains in line with national average. The Trust
has addressed this by recruiting an additional WTE 1.0 Band 7 Heart Failure Nurse
appointed 3.4.2018. There is also planning for integrated with the Knowsley Cardiovascular
Service.

National Congenital Heart Disease (2013-16 data period) Published March 2018
The report summarises all paediatric and congenital heart surgery, electrophysiology and
transcatheter procedures undertaken in the UK.
Adult patients undergoing CHD procedures are discussed at Multidisciplinary Team (MDT)
meetings.
With the implementation of the new ACHD services at LHCH the Trust will be required to
review resources to fully support national clinical audit activity, including local Information
Technology support and software that fully accommodates the NCHDA dataset for timely
submission of data and verification of data quality.
The Trust only undertakes percutaneous ASD closure at LHCH. Data completion and
submission is undertaken in a timely fashion by involved clinicians and the dedicated clinical
audit team. Clinical support for the audit is available the Clinical Audit lead physician. There
is an internal MDT to discuss all cases and many referrals come to LHCH via the regional
ACHD MDT meetings. Going forward all cases to be discussed at ACHD MDT as the Trust
takes over the service with dedicated ACHD intervention lists. Procedural outcomes are well
within the national norm.

National Cardiac Arrest Audit (NCAA) Published September 2017
The NCAA Report covering April 2016 to March 2017 specifically by risk adjusted
comparative analyses compared the LHCH with four other cardiothoracic hospitals in this
audit period as opposed to three cardiothoracic hospitals the previous period. The whole
report in its entirety was presented to the Resuscitation and Quality Patient / Family
Experience Committees for its findings to be reviewed.
For the third year running compared with all other hospitals (at least 75% of all acute
hospitals in this country now participate in this audit), the LHCH is performing better than the
national average in both patient survival to hospital discharge by shockable and nonshockable presenting / first documented rhythm.
The Resuscitation Training Officer analysed every cardiac arrest where 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 for the next NCAA annual report:


Each NCAA quarterly report is 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 nonsurvivors, so that any areas of concern can be highlighted and measures for
improvement initiated.

Adult critical care (ICNARC) quarterly quality report for specialist cardiothoracic
critical care units
The latest report from ICNARC shows the unit has performed well in comparison with other
trusts in most of the categories analysed. In the categories where the Trust has performed
less-well, performance is being monitored and measures will be put in place if deemed
necessary.

National Chronic Obstructive Pulmonary Disease (COPD) Audit: Pulmonary
Rehabilitation: Beyond Breathing Better (Published December 2017)
Knowsley Service
In comparison to other services in England and Wales, the Knowsley CRS team continues to
perform well. Colleagues within the service and the area utilise the service effectively and
this is reflected in the number of referrals received (635- 2015-16) which is double the
national average and continues to increase year on year.
The service constantly strives to improve and change in order to continue to provide a high
quality service. At present the team are involved in a project using the Patient Activation
Measure and early data suggests a positive improvement in PAM scores following the
Pulmonary Rehabilitation course which provides data to reinforce the effectiveness of the
intervention in increasing the activation of patients.
This year the Team has also been involved in working more closely with Cardiac Rehab
colleagues in order to improve quality and work more collaboratively.
Going forward the Trust intends to continue to improve quality and increase involvement in
research, particularly around post exacerbation PR.

National Chronic Obstructive Pulmonary Disease (COPD) Audit: Pulmonary
Rehabilitation: Beyond breathing better (Published December 2017)
Liverpool Service
The National audit demonstrates that the Liverpool Pulmonary Rehabilitation service is
providing a service in line with national standards. Areas to consider for development are as
follows:
 Liverpool patients have not met the national average with MRC scores at discharge
assessment. This has been addressed through the provision of a home education
pack, augmented reality cards and encouragement to access the breathe programme
website so that patients are equipped with a range of information to help them selfmanage their condition.
 Exploration of local leisure centres/gyms for the pulmonary rehabilitation community
classes rather than community centres, church halls and health centres
 To consider using the COPD Assessment Test (CAT) & Chronic Respiratory





Questionnaire (CRQ) 40% rather than the LINQ6 for measuring outcomes
To address the issue of non-compliance with discharge assessment, a tailored
breathe prescription has been introduced. Additional assessment slots and increased
telephone calls have also commenced to improve post assessment outcomes
The discrepancy with MCID can be explained by audited patients with higher levels of
deprivation and MRC scores of 5

The Trust has exceeded the national standards in relation to waiting times for assessment
and for starting the programme.

National Comparative Audit of Blood Transfusion programme: Audit of Patient
Blood Management in Scheduled Surgery Re-audit Sept 2016 (Published Oct
2017)
The 2015 audit of Patient Blood Management (PBM) in Elective surgery demonstrated that
there was considerable variation in practice across the country and highlighted areas for
improvement. In addition, since the 2015 audit, further guidance on PBM has been published
in the form of the NICE Clinical Guidelines and Quality Standards.
This paper reports on the findings of the National Comparative Audit of Blood Transfusion
2016 Repeat Audit of Patient Blood Management in Adults undergoing elective, scheduled
surgery at LHCH.
A gap analysis was completed on the report recommendations to identify areas for
improvement and to ensure LHCH are delivering care based upon best practice
recommendations from this National comparative audit of blood transfusion 2016.
Overall, there has been an improvement in PBM practice since 2015.
The recommendations from this report were discussed, reviewed and will be monitored by
the Hospital Transfusion Team.

Sentinel stroke (SSNAP) Post-acute annual audit report (published November
2017)
In addition to the above report, a Sentinel stroke (SSNAP) Annual CCG Stroke Dashboard –
Knowsley CCG is published each year.
Actions
 Number of Early Supported Discharge (ESD) patients in Knowsley has increased
each year – currently 61.5% for 16-17. Previously was 54.2% for 15-16 and 51.6% for
14-15. National level is currently 35%. Plan to continue to offer ESD input to all
patients who are appropriate and to continue to input audit data for Sentinel stroke
audit (SSNAP).
 Team to transfer over to electronic patient records – EMIS system.
 New physiotherapist to start in team April 2018 to fill current vacancy

UK Cystic Fibrosis Registry annual report (Published August 2017)
In the main measures of CF clinic performance (lung function and nutrition) the Trust is

above the national average and frequently in the top centile, suggesting that the care offered
is very good.
The Trust has less than average use of mucolytic therapies (rhDnase and hypertonic saline),
but these parameters are not evidence-based and are historical – given that LHCH patients
are doing well, the Trust has no plans to increase the use of these therapies.
The Trust’s chronic Pseudomonas aeruginosa infection level is higher than the national
average, but such cases are nearly all inherited from the paediatric sector (who seem to
have very high levels compared to other paediatric units) and what really matters are new
infections (this would be a better measure) – the Trust has very few of these.
In summary this audit did not highlight any gaps in the LHCH service that need to be
corrected. The Trust performs well and has a good national reputation.

The reports of 13 local clinical audits were reviewed by the provider in 2017/18
and Liverpool Heart and Chest Hospital intends to take the following actions to
improve the quality of healthcare provided:
Below are some examples of improvement work having audited local practice.
WHO audit

Monthly audit
monitoring

Consent Audit

March 2017

VTE audit

March 2018

Valve
verification audit

Quarterly

Fasting audit

Quarterly

Monitored monthly and shows excellent compliance
against the standards.
Listed below are the areas that needed to be improved
as part of the consent audit action plan:
 Policy should be updated to reflect the Montgomery law
and changes to the procedure specific consent forms.
 Documenting every time that the green slip has been
accepted or not by the patient. Then for those that
accept, ensuring the green slip is detached.
 Consent should take place prior to the day of the
procedure.
 All patients have consent reconfirmed on the day of the
procedure (Cardiology).
 All patients should receive an appropriate patient
information booklet prior to procedure.
 Teaching about NICE guidelines on risk assessment and
VTE Prophylaxis for the Medicine Division.
 Change VTE assessment tool on EPR as not adequate
for surgical patients.
 Reassess patients 24 hours after admission.
 Re-audit in six months’ time.
 Positive performance against the policy.
 Checking valve in line with the policy prior to the opening
of the valve.
 Learning from the never event action plan.
 Improved patient experience with a tighter policy on
fasting.





Revised policy to reflect the above.
Compliance in surgery positive against the new policy.
One area for improvement is changing the fasting
instructions for patients when they are moved in position
on the operating list.

Infection prevention audit programme
Audit

Improvement work planned for 2018 (insert statement)

Surgical Site
Infection
Prevention

A number of audits have been performed by a multi -disciplinary group for the
prevention of surgical site infection. These included; prophylaxis administration,
dressing changes, pre-op screening and pre-op preparation. Action plans were
developed by the Surgical Site Group to address the issues raised.

Infection
Prevention
Standard
Precautions

Infection prevention audits have been undertaken across the Trust in conjunction
with ward/departmental staff. These audits cover environmental cleanliness,
sharps disposal, waste disposal and equipment cleanliness. Each area achieved
above the overall target score but action plans were produced to rectify and
issues identified

Pharmacy audit programme
Audit

Antibiotic prescribing
audit

Audit on the
prescribing,
preparation,
measurement and
administration of
medicines via enteral
routes in patients with
enteral tubes or with
swallowing difficulties

Prescribing of Nicotine
Replacement Therapy
at LHCH

Improvement work planned for 2018
Promote adherence to the Antimicrobial Policy (Ensure prescribers can
access the policy via a quick link and provide a quick reference card to
attach to lanyards)
Review of cultures (Separate audit to review if positive cultures are acted
on and antibiotic therapy tailored to sensitivities)
Training (Review of antimicrobial training at induction and for policy
updates or changes)
To revise the Enteral Administration of Medicines and Nutritional Feed
Policy and include step by step flow sheet on correct administration of
medicines via feeding tube.
Awareness of policy to be added to Nurses’ MyPact Mandatory Training
Revising and unifying the documentation of pharmacist advice for
administering medicines via feeding tubes and requirements for feeding
breaks so it is readily available for nursing staff at the time of
administration
To enable modification of the route of administration in the EPR for those
orders for which it is appropriate.
Pharmacist to be reminded to use Pharmacist Amendment Policy to
change orders to the most appropriate formulation.
Ward managers to be reminded to stock all sizes of enteral syringes.
Training for senior Critical Care nursing staff on administration of
medications via feeding tubes
Work with the EPR team to develop an NRT order set, to also include
non NRT products, to help prescribers prescribe the most appropriate
smoking cessation product(s)
Remind ward staff to complete smoking status on nursing admission
documents & make referrals

Medicines
Reconciliation on
admission to LHCH
Wards

A Snap-shot Audit of
Non-administered
Medicines and Missed
Doses

self-medication scheme
re-audit

Promote the need for allergy status to be recorded in the medication
reconciliation document and for this to be reconciled with EPR notes
Discuss options available to improve performance with pharmacy team.
(including ensuring band 5 techs all trained for MR capability and
reminding pharmacists to set MR document to complete when reviewed)
Develop and deliver a medicines management video highlighting key
prescribing themes driving non-administration of medicines
Develop and deliver a medicines management video highlighting various
administration scenarios with respect to non-administration
Investigate and resolve issue of CF patients on home leave with respect
to “missed” doses (e.g. additional EPR suspension possibility for “home
leave”)
Review of worklist manager general improvements to enable better
reading/recording
Automatic discontinuation for critical care meds as patients move to
wards
Investigate reason for non-administration of large numbers of analgesics
etc with respect to prescribing hygiene/appropriate coding by nurses
Review the lockers used to store PODs
Re-educate nurses on self-administration
Discuss lack of consent/assessment forms for insulin patients with DSNs
Discuss lack of blood sugars/insulin dose getting entered on EPR with
DSNs
Ensure all staff read self-med policy (including insulin)

Participation in clinical research
Research continues to be 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 Trust’s engagement with clinical research
demonstrates its commitment to testing and offering the latest medical treatments and
techniques.
It is well documented that research active NHS trusts tend to have better patient outcomes
and benefit from the competitive advantage gained through improved knowledge
management and in particular, the ability to use and generate research knowledge (NHS
Confederation, 2010). The improvement in patient health outcomes at LHCH demonstrates
that a commitment to clinical research leads to better treatments for patients.
As a specialist provider, LHCH undertakes the more complex clinical research trials, drawing
from a much smaller group of patients compared to secondary care providers when offering
participation in trials to our patients.
The total number of patients receiving relevant health services provided or sub-contracted by
Liverpool Heart and Chest Hospital between 1st April 2017 – 28th February 2018 that were
recruited during this period to participate in clinical research approved by a research ethics
committee was 1004.
During 2017/18 Liverpool Heart and Chest Hospital was involved in actively recruiting to 40
clinical research studies across the cardiovascular and respiratory specialties, of which 7
clinical research studies are in the cancer speciality, 19 clinical research studies are in the
cardiology specialty 3 clinical research studies are in the surgery / critical care specialty, 9
clinical research studies are in the respiratory specialty (7 being conducted with patients who
have a diagnosis of cystic fibrosis), 1 clinical research studies is looking at quality of life, and
1 study has targeted health individuals. This list also includes the ongoing support from the
Trust for NHS Transformation across the North West Coast in delivering the 100,000
Genomes Project, by recruiting patients with a new diagnosis of lung cancer and also
patients with one of several rare cardiac diseases.
The Trust has also entered into exciting new research collaboration with McMaster
University in Canada. The Trust has already opened the Vision Cardiac clinical research trial
and aims to open an innovative study later in 2018 which is looking at remote monitoring of
vital signs for post-operative cardiac surgery patients both in the ward setting as well as
following the patient home for 30days. This will be the first study of its kind and has the
ability to radically transform care.
The following are some examples of the high quality research taking place at the Trust:

VISION CARDIAC


One of the aims of this study is to determine the incidence of cardiovascular events
in the 30 days post-operative period.

RIPCORD 2


The purpose of the study is to compare routine pressure wire assessment with

conventional angiography in the management of patients with coronary artery
disease.

VIOLET


The purpose of this study is to determine whether open lung cancer surgery or a form
of keyhole surgery called VATS (Video-Assisted Thorascopic Surgery) offers the best
treatment and post-operative recovery for known or suspected lung cancer.

Vertex Studies


The Trust’s collaboration with Vertex in the delivery of high quality clinical research
for patients with Cystic Fibrosis continues. All CF patients are invited to participate in
clinical research.

The SURE Group


SURE stands for Service Users Research Endeavour, and is a very well established
patient group who support the research governance process within the Trust. The
group is tasked with reviewing Consent Forms and Patient Information Sheets for
every individual clinical research study conducted at the Trust. Feedback is then
given to the Sponsor of the trial and a Local Briefing Paper is created by the Principal
Investigator to enhance the patient’s understanding of the trial.



This group provides a layer of assurance that the relevant trial documentation is fit for
purpose.

Innovation at LHCH
Liverpool Heart and Chest Hospital has been developing innovative ways to improve the
quality of patients’ treatment and experience in 2017/18.
The Trust has 12 specific innovations that it has been involved in scoping during 2017/18.
One example is the development of an Arterial Connector. This is currently in the evaluation
phase.
The Trust’s collaboration with Trustech is very positive. The Trust launched the Innovation
Factor this year and is encouraging staff to think up new ideas to submit to Trustech, who
provide support throughout the application submission process and beyond.

Goals agreed with commissioners
In 2017/18, the Trust implemented the following CQUIN schemes as directed by the local
and specialised commissioning contracts with commissioners:

National schemes:





Staff Health & Wellbeing
Sepsis and Anti-microbial resistance
Advice & Guidance
E-referrals

Specialised Commissioning:






Clinical Utilisation Review
Patient activation for patients with Long Term Conditions
Medicine optimisation
Device optimisation
Adult critical care timely discharge

Further details are available upon request from Dr Mark Jackson, Director of Research &
Innovation (e-mail mark.jackson@lhch.nhs.uk or telephone 0151 600 1332).

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 Care Quality Commission has not taken enforcement action against Liverpool Heart and
Chest Hospital during 2017/18
Liverpool Heart and Chest Hospital has not participated in any special reviews or
investigations by the Care Quality Commission during the reporting period 2017/18.
The Trust is rated as ‘Outstanding’ by the Care Quality Commission.

Data quality
NHS Number and General Medical Practice Code Validity
Liverpool Heart and Chest Hospital submitted records during 2016/17 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:

Valid NHS number was:
Valid General Medical
Practice Code was:

For admitted patient care
99.8%

For outpatient care
99.9%

99.9%

99.9%

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
2016/17 was submitted with an overall score of 75% ‘green-satisfactory’ achieving level 2 or
above for all requirements. The Trust also received independent assurance from the Mersey
Internal Audit Agency in March 2017 obtaining a ‘significant’ assurance opinion.
*NB – the above is subject to approval of Digital Healthcare Committee with the final submission
based on completion of outstanding actions (perceived all to be completed by submission).

Clinical Coding Error Rate
Liverpool Heart and Chest Hospital has not been subject to a Payment by Results clinical
coding audit during 2017/18.
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:





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 undertaken a clinical coding
audit in 2016/17, which was carried out by external auditors that found the following error
rates:





Primary diagnoses incorrect – 0%
Secondary diagnoses incorrect – 1.45%
Primary procedures incorrect – 0%
Secondary procedures incorrect – 1.42%

Results should not be extrapolated further than the actual sample audited.

Data Quality
Liverpool Heart and Chest Hospital will be taking the following actions to improve data
quality:
Continuation of delivering the Trust’s 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 which is already in place.
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.

The Trust’s Business Intelligence Committee will oversee the continued application of the
six dimensions of data quality, and ensure it is applied to the Trust’s Strategic Objectives
and underlying Dashboards comprising of Clinical Quality, Performance and Workforce
indicators.

Continuation of the Trust’s 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 Systems Data Quality Group which
oversees key working groups designed to tackle key data quality issues.
For 2017/18 new emphasis is being placed on the Systems Data Quality Group and key
areas of focus have been identified to improve the quality of data captured across the Trust.
These include the following:











Ensuring SOPs are embedded regarding system data collection and that these are
adhered to.
Improving Patient Demographics data held in PAS, specifically patient address, GP
address, next of kin, ethnicity, and mobile numbers.
Improving detail on PAS regarding Consultant Responsible.
Improving detail on PAS regarding patient ward movements.
Addressing inefficient processes such as recording TCIs on PAS for non-electives
which was introduced as a work around for functionality in EPR.
Addressing the use of EPRs Problem List.
Discuss and action 18-weeks and commissioner related queries; would involve coopting 18-week validators and members of Finance when needed. Other
performance issues such as cancer waiting times may also be discussed at this
forum with relevant co-opting of staff members.
General forum for raising other data quality issues related to PAS, EPR, and RIS.
Other systems will be adopted into the group in the future.
Discuss and action relevant Information Standard Notices (ISNs) as delegated by the
Business Intelligence Committee.

A new Data Quality Team has also been established and will work alongside the Systems
Data Quality Group, Systems Staff and Operational Staff to deliver improvements.

Learning from Deaths
Note 1: During 2017/18, 192 LHCH patients died. This comprised the following number of
deaths which occurred in each quarter of that reporting period:





58 in the first quarter
41 in the second quarter
51 in the third quarter
42 in the fourth quarter.

Note 2: By 28/02/2018, 132 case record reviews and 44 investigations have been carried out
in relation to the 192 deaths included in Note 1.
In 44 cases a death was subjected to both a case record review and an investigation. The
number of deaths in each quarter for which a case record review or an investigation was
carried out was:
 58 in the first quarter
 41 in the second quarter
 48 in the third quarter
 29 in the fourth quarter.
Note 3: 6 representing 3.1% of the patient deaths during the reporting period are judged to
be more likely than not to have been due to problems in the care provided to the patient.
In relation to each quarter, this consisted of:
 3 representing 5.2% for the first quarter
 0 representing 0% for the second quarter
 3 representing 5.9% for the third quarter
 0 representing 0% for the fourth quarter
These numbers have been estimated using the Trust’s Mortality Review Policy, based upon
national guidance on learning from deaths issued by the National Quality Board (March
2017) and implementation of the structured judgement review methodology issued by the
Royal College of Physicians (2016).
Note 4: A summary of learning from case reviews in relation to Note 3.
LHCH has a well-established review process for all deaths which dates back to 2011. The
mortality review process has been improved and brought up to date with national guidance
issued in January 2016.
A multidisciplinary Mortality Review Group (MRG) meets at least monthly and selects those
reviews which suggest areas for improvement that should be shared with the rest of the
organisation. These are then sent for presentation at audit days in surgery and cardiology,
with the principle and reviewing consultant discussing the case. Nursing review of cases is
carried out in parallel to ensure a multidisciplinary approach is considered.

The Chair of the MRG summarises the key learning points every 3 months for the
Directorates and presents an annual review to the Trust’s Quality and patient experience
committee.
Note 5: Summary of actions taken from those reviews as per Note 4.







Development and implementation of a new policy governing the assistance of
Proctors for new technology/ procedures agreed within the Trust.
Divisional accountability and responsibility for the monitoring of the policy
Re-enforcing individual responsibility to initiate HALT to prevent potential harm
Changes to the emergency communication for medical assistance-direct dialog to
Consultant
Stronger communication links between external Trusts regarding timing of transfers
of patients to LHCH
Development of rapid surgical pathway for high risk patients to transfer into LHCH
from external Trusts

Note 6: Impact assessment of actions described in item Note 4 during the reporting period.




The proctor policy has been used twice (thoracic and cardiac robotic surgery) with
much stronger governance around the process.
Bleep filtering and escalation are under further review by the division of medicine.
Impact not yet fully assessed.
Most of the other actions have not yet been formally evaluated as the
changes/actions are recent.

Note 7: Number of investigations completed after 01/04/2017.
16 case record reviews and 16 investigations completed after 01/04/2017 which related to
deaths which took place before the start of the reporting period.
Note 8: Percentage of patient deaths before the reporting period.
1 representing (1/16) 6.25% of the patient deaths before the reporting period, are judged to
be more likely than not to have been due to problems in the care provided to the patient
Note 9: Percentage of patient deaths during the previous reporting period.
7 representing 7/(192+16) 3.4% of the patient deaths during 2016/17 are judged to be more
likely than not to have been due to problems in the care provided to the patient.

Part 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, Liverpool Heart and Chest Hospital uses information
provided by Dr Foster Intelligence in the form of Hospital Standardised Mortality ratios that is
updated each month as part of its performance management arrangements and reported to
the Trust’s Quality Committee.
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:


Continuing to support the broadened remit of the mortality review group and ensuring all
deaths in the hospital are subject to a mortality review screening process and any
lessons learnt shared accordingly.

HSMR for all Diagnoses

HSMR for 56-Diagnosis Groups as Determined by Dr Foster Intelligence

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 directly to our Trust.
Target
16/17
Percentage of patients aged
16 or over, readmitted to a
hospital which forms part of
the trust within 30 days of
being discharged from a
hospital which forms part of
the trust

None

Performance
16/17

1.15%

Target
17/18

Performance
17/18

None

. *17/18 Performance Information will be available from September 2018.
NB. We monitor readmission rates up to 30 days post-discharge, not 28.
Liverpool Heart and Chest Hospital has taken the following actions to improve this rate, and
so the quality of its services by:
• providing contact details for the ward from which patients are 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, the Trust has
improved its 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.

Trust’s responsiveness to
the personal needs of its
patients

Target
16/17

Performance
16/17

Target
17/18

none*

80.7%

none*

Performance
17/18

st

NB 17/18 Performance Information will be available from May 31 2018

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 6Cs culture business as usual.

Staff recommending the Trust to family and friends
Liverpool Heart and Chest Hospital consider that this data is as described for the following
reasons:

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.

Target
16/17

Performance
16/17

Target
17/18

Performance
17/18

94%

96%

94%

93%

*Q3 2017 Staff Survey data

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:


increasing communication of results through internal systems, such as directorate
meetings, team briefs, listening events, and Executive walkabouts.

Venous Thromboembolism (VTE) Assessment
Liverpool Heart and Chest Hospital considers that this data is as described for the following
reasons:


The rate of assessment of patients at admission has been consistently high this year
and is an improvement on last year’s performance. The data is taken directly from each
patient’s electronic record of care.
Target
16/17
Percentage of patients who were
admitted to hospital and who
were risk assessed for venous
thromboembolism

95.0%

Performance Target Performance
16/17
17/18
17/18

96.5%

95.0%

97.1%

Liverpool Heart and Chest Hospital has taken the following actions to improve this
percentage, and so the quality of its services by:
• learning from each and every VTE through root cause analysis and feedback
of lessons learned.

Clostridium Difficile Infection
Liverpool Heart and Chest Hospital considers that this data is as described for the following
reasons:
The Trust’s infection rates are consistently low; the number of Clostridium difficile cases in
2017/18 was three, with none of these infections being due to a lapse in care.
Target
16/17
Rate per 100,000 bed days of cases
of C.difficile infection reported within
the trust amongst patients aged 2 or
over

<=16.9

Performance Target Performance
16/17
17/18
17/18

4.68

<=16.9

1.63

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
Target
16/17

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.

Performance
16/17

Target
17/18

Performance 17/18

1542 patient
incidents
1574 patient incidents
1378

11.30 per 100
admissions
(13,644
admissions)
0 (0%) resulted
in severe harm
or death

11.70 per 100 admissions
(13,460 admissions)
0 (0%) resulted in severe
harm or death

NB 17/18 Figures are available end of March 18

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:
• implementing the Trust’s vision for safety – Safe from Harm
• implementing the Speak up Safely campaign
• developing the new Quality Strategy which is patient focused.
Please note that there is no national comparison, however the Trust receives a comparative
report by the NRLS (National Reporting and Learning System).

Part 3 other information
Performance Review
This section of the Quality Account presents an overview of performance in areas not
selected as priorities for 2017/18.
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.
Performance against relevant indicators which are present in both the Risk Assessment
Framework and Single Oversight Framework.

Quantitative Metrics

Developments in the Single Oversight Framework
Indicators from appendices 1 and 3 of the Single Oversight Framework (SOF) to M12

Indicator

Maximum time of 18
weeks from point of
referral to treatment in
aggregate- patients on
an incomplete pathway

All cancers: 62 day wait
for first treatment from:
 Urgent GP referral for
suspected cancer

All cancers: 62 day wait
for first treatment from:
 NHS cancer screening
service referral

C. difficile variance from
plan

HSMR (from Dr Foster
Intelligence)

Target
2017/18

Performance
2016/17

Performance
2017/18

92%

92.23%

92.15%

85%

92.1%

97.05%

90%

N/A

N/A

4

3

1

<=100

107.8

118.92
(most recent month
Dec17)

Maximum 6-week wait
for diagnostic
procedures

99%

99.6%

98.55%

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:
• implementing the Trust’s vision for safety – Safe from Harm
• implementing the Speaking up Safely campaign
• developing the new Quality Strategy which is patient focused.
Please note that there is no national comparison, however the Trust receives a comparative
report by the NRLS (National Reporting and Learning System).

Annex 1: Statements of Commissioners, local Healthwatch, and
Overview & Scrutiny Committees
Statement from Healthwatch
Healthwatch Liverpool welcomes this opportunity to comment on the 2017/18 Quality
Account for Liverpool Heart and Chest Hospital NHS Foundation Trust (LHCH).
This commentary relates to the contents of a draft Quality Account document that was made
available to Healthwatch prior to its publication, and has also been informed by our
engagement with the Trust. Healthwatch Liverpool receives feedback about the Trust
through our information and signposting service, and via independent web-based resources
such as www.careopinion.org.uk. Healthwatch takes both patient feedback and the Trust’s
responses to this into account when considering the quality of the hospital’s services.
Healthwatch Liverpool held a Listening Event at the Liverpool Heart and Chest Hospital in
June 2017. We spoke to 63 patients and visitors to find out what was good about the
services, and what improvements they thought could be made. Feedback was mostly very
positive, particularly about the care and treatment received and about staff attitudes.
Healthwatch Liverpool is assured that this Quality Account provides an informative overview
of the quality of services provided by the Trust during 2017/18. The Trust should be
congratulated on being rated one of the top hospitals for overall patient experience in the
National Inpatient Survey once again in the past year. We were also pleased to note that the
Trust continues to introduce pioneering treatments such as robotic surgery, which ensures
that more patients can be treated.
Details about the Trust’s performance show that overall progress against the 2017/18
priorities has been good; for example, we were pleased to see that the focus on delirium has
led to the introduction of patient screening before operations. Additionally, the priorities
focusing on patients who are frail or have a complex mental health condition should support
those patients to have a better experience of care both while in hospital and after discharge.
The report identifies where the hospital can try to make further improvements to patient
outcomes by working with other providers of care, for example the ambulance service. Also,
although readmission rates are not high, the Trust did not meet its target and is taking
appropriate steps to address this.
We welcome the use of a ‘teach back’ approach, asking patients to repeat what they have
been told about taking their medication to ensure that they have understood the information;
a simple way to prevent potential harm to patients.We also welcome that the priorities
chosen for 2018/19 have a strong focus on patient and carer experience. The 365 ‘shadows’
of inpatients at the Trust is an innovative way to highlight where good practice exists and
where potential improvements could be made, and we will be very interested to learn more
about any outcomes from this work.
Finally, the Trust serves and employs people from diverse communities, and we would like
to see some information about the work the Trust carries out to ensure Equality and Diversity
considerations are taken into account to be included in the report. Healthwatch Liverpool is
looking forward to ongoing regular engagement with the Trust in order to be able to monitor
the progress of both quality and equality considerations.
Inez Bootsgezel
Information and Project Officer

Statement from Commissioners
We have collated the themed feedback from all attendees on both the draft Quality account
submission and on the presentation on the day.
I have listed the comments below for you to share and to inform any amendments as
necessary
 Great presentation, real life understanding, felt like she lived the work/job which
came across
 Have more operational staff at the presentation day for all providers
 Overwhelming sense of patient & family centred care.
 Outstanding presentation with a focus on LD & mental health patients.
 Lots of engagement with stakeholders to identify top priorities for 2018/19.
 Was an engaging passionate presentation.
 Outstanding work for Dementia
 Priorities are patient focussed
 Document is very understandable
 Good to see learning disability risk tool included and home visits
 Good analysis of priorities and their further development if appropriate with honesty,
seen as best for patient
Jan Eccleston
Senior Clinical Quality and Safety Manager

Statement from the Trust’s Council of Governors
I have reviewed the Quality Accounts for 2017/18 for the Trust and am confident they
represent a true account of the performance of the Trust based on the audited figures
presented.
The Annual Public Meeting on 25/09/17 was well attended to discuss the work of the
Hospital. Clinicians, stakeholders, foundation trust members, staff, patients and family
members, as well as members of the public attended from Merseyside, Cheshire, and North
Wales.
At this meeting a selection of work was selected to be considered by LHCH for the coming
year.
On behalf of the Council of Governors, we 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.
Trevor Wooding
Senior Governor

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.
NHS Improvement 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 2017/18 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 2017 to May 29th 2018
• papers relating to Quality reported to the board over the period April 2017 to
May 29th 2018
• feedback from commissioners dated 16/05/18
• feedback from governors dated 26/04/18
• feedback from local Healthwatch organisation 17/05/18
• feedback from Overview and Scrutiny Committee (not received)
• the trust’s complaints report published under regulation 18 of the Local
Authority Social Services and NHS Complaints Regulations 2009, dated
29/05/17
• the 2016 national patient survey – 31/05/17
• the 2017 national staff survey - 6/3/18
• the Head of Internal Audit’s annual opinion over the Trust’s control
environment dated 29/05/18
• CQC Inspection report dated 16/09/16



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



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 NHS Improvement’s
annual reporting manual and supporting guidance (which incorporates the Quality
Accounts regulations) as well as the standards to support data quality for the
preparation of the Quality Report.

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.

Neil Large
Chairman
29th May 2018

Jane Tomkinson
Chief Executive
29th May 2018

How to provide feedback on the Quality Account
Liverpool Heart and Chest Hospital NHS Foundation Trust 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 1339).

