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Quality Achievements since 2013/14

56% increase in incident reporting

120 patients moved safely to new Alder
Hey in the park

Decrease from 23% to 13% of
reported incidents of harm

80% decrease in registered nurse

119% increase in medication incident

7% increase in the number of registered

reporting

nurses

Decrease from 20% to 8% of reported
medication incidents of harm

38% decrease of hospital acquired alert

159% increase in theatre incident

58% decrease in formal complaints

vacancies

organism infections

reporting

29% decrease in reported theatre

93% average for Friends and Family

incident of harm

who would recommend Alder Hey

Achievements in 2015/16
Secured funding for a PHD student studying
innovation in the NHS in conjuction with
Liverpool School of Management

Hosted a Hackathon with over 200 clinicians,
engineers and innovators.

Alder Hey as part of Liverpool Health Partners was recognised as
one of the top research centres for research into rheumatology by
the European League Against Rheumatism (EULAR)

Alder Hey is now the hospital in Kidzania in London.
Kidzania aims to empower and educate children about
medicine and health and reduce fear and unease about
hospitals. Childern can be a surgeon, paramedic or
nurse for the day.

Signed Strategic
Partnership with
Sony to develop
video over data
networks in
healthcare
environments

Opened a 1000m2 Innovation Hub for
clinicians and industry in March 2016

Andrea Spyropoulos Project Manager for Alder
Hey in the Park and past president of the Royal
College of Nursing, was awarded an honorary
degree by Liverpool University

Liz Grady awarded Flu Fighter Champion of the
year by NHS Employers as Alder Hey achieved
75% compliance target by December 2015

Produced UK’s first 3D sterilisable intra-operative reference
model for spinal surgery . This adds an extra level of safety
supporting detailed planning and reduced time in theatre.

Dr Richard Appleton appointed as Clinical Lead for
the Royal College of Paediatrics and Child Health
Epilepsy Passport Project launched at the House
of Commons on Septemeber 18th

Awarded Centre of Excellence Status for ECMO (extra corporeal
membrane oxygenation) by the Extracorporeal Life Support
Organisation. Alder Hey is one of only a few orgasnisations to
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achieve this status outside of the USA

Developed
partnership with the
Virtual Engineering
Centre to produce a
Virtual Reality
imaging platform

Developed a
secure
physically
encrypted
link for
mothers and
babies
separated
by distance

Quality Report 2015/16: ‘Quality is everybody’s business’
Part 1: Statement on quality from Louise Shepherd, Chief Executive
2015/16 was a year of incredible achievement for Alder Hey: we successfully moved into our
brand new state of the art hospital, implemented an up to date Electronic Patient Care
Record system and hosted a Care Quality Commission inspection which resulted in an
overall rating of ‘Good’ with ‘Outstanding’ in the Caring domain. All of these endeavours had
quality improvement at their heart.
This time last year I wrote this introduction from the brink of a period of huge change for our
organisation and it is now my privilege to reflect on how far we have come. Of course, none
of this would have been possible without the sustained commitment, focus and drive of our
highly professional and indeed outstanding staff. During the latter part of the year our Chief
Nurse led the work to begin to refresh the Trust’s Quality Strategy; she found herself rapidly
usurped by a team of clincians bent upon grasping the nettle of quality and making it their
business. The result is a new approach to quality which I firmly believe will take us to a place
where we will see tangible benefits for our patients and the realisation of a long held
ambition to be recognised for the exceptional care that we provide for our children and
young people.
Although our large scale change programme was the focus of much of our work during the
year, the daily drive of our staff to provide the best possible care to each and every child
continued to bear fruit. Some of the key successes centred upon improving our systems and
processes to make our services safer and more effective for our patients; we significantly
increased our level of incident reporting on to the national reporting and learning system
such that Alder Hey is now in the top 25% of peer trusts. Linked to this improved
transparency, we remained fully committed to the Duty of Candour and other best practice
recommendations from the review undertaken by Sir Robert Francis into the events at Mid
Staffordshire and we were gratified that the CQC commended the Trust upon its improved
governance arrangements.
I am also very proud of the work of our senior nursing team to ensure that we meet
appropriate staffing levels as a major paediatric provider; in the last two years we have
successfully recruited 250 nurses, which represents a net increase of 50 full time posts. In
addition, we have employed 32 more medical and surgical consultants over a similar period.
Taken together this signifies a major investment in our service and symbolises our
commitment to excellence in quality.
As Chief Executive, I commend our Quality Report for 2015/16 to you. I am confident that
the information set out in the document is accurate and a fair reflection of the key issues and
priorities that clinical teams have developed within their services. The Board remains fully
committed to supporting those teams in every way they can to continuously improve care for
our children and young people.
Louise Shepherd
Chief Executive

Part 2: Our Achievements in 2015/16
In order to ensure that we provide the best quality services to everyone who is part of the
Alder Hey community, we recognise that we must continue to stretch ourselves and set
goals that we can measure and monitor through the trusts governance structures and report
to the Trust Board, in order to demonstrate that we truly put quality at the heart of everything
we do. In 2015/16, in consultation with our staff, governors and patients we agreed that
further improvements should be made in relation to the Quality Strategy developmental
quality aims within the ‘domains’ of patient safety, clinical effectiveness and patient
experience.
This section of the Quality Account provides an overview of the progress made against the
2015/16 priorities.

Sign up to Safety
The Sign up to Safety is a national patient safety campaign whose vision is for the whole
NHS to become the safest healthcare system in the world, aiming to deliver harm free care
for every patient every time. The campaign was launched on June 24th 2014 with an
ambition of halving avoidable harm in the NHS over the next three years and saving 6,000
lives as a result.
As an organisation committed to improving patient safety, Alder Hey Children’s NHS
Foundation Trust has joined the Sign up to Safety Campaign, developed a Trust Wide Safety
Improvement Plan with specific improvement outcomes:
Trust wide Safety Improvement Plan 2015 – 2018
Aim

Primary Drivers

Secondary drivers
Leadership promotes effective communication
and a culture of safety

By March 2018
achieve no
Never Events
year on year;
reduce all
avoidable harm
by 30% and
50% for harm
that is
moderate,
severe or
results in death
and 95% patient
satisfaction
score based on
the 2014/15
position

A culture of
safety is
evident
throughout
the
organisation

Staff are enabled to effectively identify and
deliver safety improvements
Measurement effectively identifies areas of and
for improvement
Learning from safety incidents is consistently
evident
Patients and families/carers are actively engaged
and involved in prompting a culture of safety

Clinical
priorities for
safety
improvement

1. Infection prevention and control
2. Pressure Ulcer Management
3. Medication Safety
4. Perioperative Care
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In addition to the plan Alder Hey made the following five Sign up to Safety pledges:
1. Put safety first. Commit to reduce avoidable harm in the NHS by half and make
public our goals and plans developed locally.
We will:


Strive to achieve our patient safety aim that patients will not suffer harm in our care. Our
commitment is reflected in the Trust Quality Strategy and Quality Account and supported
by a set of Patient Safety Quality Aims that were developed in partnership with our
patients, their families, our staff and our governors.



Implement robust processes and workforce plans to ensure consistent safe nurse staffing
levels. The staffing levels will be made visible to children, young people, their parents and
the public, through the use of ward staffing display boards and the Trust intranet site.



Continue to publish the monthly Trust Board, Assessment of Quality Report on the Trust
intranet site.



Conduct engagement events with local stakeholders to share progress against safety
priorities, gain feedback and identify opportunities for partnership working.

2. Continually learn. Make our organisation more resilient to risks, by acting on the
feedback from patients and by constantly measuring and monitoring how safe our
services are.
We will:


Develop a process that actively engages children, young people and their parents in
raising their safety concerns and provides them with feedback on improvements.



Conduct an annual staff Safety Attitudes Survey to understand our safety culture.



Continue to utilise the Weekly Meeting of Harm to analyse incidents, monitor incident
trends and near miss incidents, identify improvement actions, recognise good practice
and provide feedback to staff.



Continue to monitor patient safety ‘Ward to Board’, utilising the Ward Dashboard and
monthly Trust Board, Assessment of Quality Report.

3. Honesty. Be transparent with people about our progress to tackle patient safety
issues and support staff to be candid with patients and their families if something
goes wrong.
We will:


Continue to meet our Duty of Candour to patients and families by:
o

Making sure we act in an open and transparent way with our patients and families;

o

Telling patients and families in person as soon as reasonably practicable after
becoming aware that a notifiable safety incident has occurred and providing support
to them in relation to the incident, including when giving the notification;

o

Providing an account of the incident which, to the best of our knowledge, is true of all
the facts we know about the incident as at the date of the notification;

o

Advising patients and families what further enquiries we believe are appropriate;

o

Offering an apology;
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o

Following this up by giving the same information in writing and providing an update
on the enquiries;

o

Keeping a written record of all communication with those involved.



Promote a culture of openness and transparency.



Ensure staff have the skills and support to enable them to communicate effectively with
children, young people and their parents, following any patient safety incident or concern.



Display progress against key Patient Safety quality aims to staff, children, young people
and their parents through the ‘Knowing how we are doing’ boards displayed in each
clinical area.

4. Collaborate. Take a leading role in supporting local collaborative learning, so that
improvements are made across all of the local services that patients use.
We will:


Utilise existing networks to facilitate learning across the health economy.



Work in partnership with Adult Trusts and Clinical Commissioners, to improve the
transition of children with complex needs from Alder Hey Children’s NHS Foundation
Trust to adult services.



Actively participate in the Patient Safety Collaborative through the Academic Health
Science Network.



Continue to be an active member of the Making it Safer Together paediatric patient safety
collaborative.

5. Support. Help people understand why things go wrong and how to put them right.
Give staff the time and support to improve and celebrate the progress.
We will:


Provide a Root Cause Analysis training programme that incorporates knowledge of
Human Factors, which are the environmental, organisational and job factors, and
individual characteristics which influence behaviour at work.



Utilise the Clinical Quality Assurance Committee Walkabouts and the Quality Review
Programme, as an opportunity for staff to provide feedback on patient safety issues, the
actions they have taken and celebrate the progress they have made.



Provide post Quality Review posters for all areas allowing all staff to celebrate what is
positive about their area, what they have identified as patient safety issues and what
actions have been taken.



Promote ‘Raise it, Change it’, to enable staff to make suggestions for improvement direct
to the Chief Executive.
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Safely moving to Alder Hey in the Park (2015/16 quality priority)
As one of Europe’s biggest and busiest
children’s hospitals, Alder Hey treats around
275,000 patients each year. The new ‘Alder
Hey in the Park’ features a uniquely designed
hospital alongside a dedicated children’s
research and innovation facility, creating a
leading-edge centre for children’s healthcare
and research.The new hospital has 270 beds,
including 48 critical care beds, with a play
area on every ward and a dedicated chef on
each floor to prepare fresh evening meals.
A hospital built entirely in a park is something new in the treatment and care of children. It’s
not just a first for the UK, there’s nothing like it anywhere in Europe and in the design of the
new hospital we listened carefully to children who shared their own vision for the new
hospital and thousands of families took part in one of the NHS’s biggest ever public
consultations. In fact, many suggestions like better access to fresh air and nature were made
important parts of the plans and it was a drawing of a flower by 15-year-old Eleanor Brogan
that impressed architects and inspired their final design. Her drawing was one of 1,000
submitted by young patients who were canvassed for their views on what the new hospital
needed.

Eleanor said: "A child in hospital has no
freedom and I wanted to think of open
spaces, greenery and natural light about as opposite to a hospital as you
could possibly get.
"When I drew my picture seven years
ago, I didn't expect I would play such an
important part in the design."

Ensuring the move was undertaken safely was a key quality priority for 2015/16. The move
was undertaken from Friday 2nd to Tuesday 6th October 2015. On the Friday, 20 articulated
removal lorries began transporting equipment on the first day of the move with 14 more
continuing to transport supplies on each of the remaining days. About 1500 devices were
moved and almost 13,000 pieces of medical equipment.
A 120 patients were moved into the new Alder Hey in the Park over the weekend, 93
patients were safely transferred to the new hospital on the Saturday with another 26
transferred on the Sunday, including one on a heart and lung bypass machine (ECMO).
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The move to the new building was
meticulously planned to ensure a
safe and smooth transition for Alder
Hey patients and their families.
Patients were moved across via a
purpose-built corridor which had
been carefully designed to transport
patients from one site to another. They
were transferred from the old site to the
new by 22 transfer teams involving
clinician’s porters and volunteers.

The first patient to
receive treatment at
the new Alder Hey in
the Park was 13 year
old Natasha Pleavin
who received dialysis
on Ward 4C.

Other patients making the move
included Liam Denner (1) Helena
Green (12) and William Ballyntyne
(1). Liam’s mum Zoe said: “The old
hospital has been our home for the
last 18 months so I feel a bit sad to
leave it but the new hospital is
amazing! It’s more homely and
doesn’t look like a hospital. It’s
fantastic. The play decks are
amazing. Liam can now go out and
get some fresh air.”

William’s mum Becky said: “The new hospital is amazing. The ward is great and really
colourful. It’s definitely more family orientated. We have Jamie (William’s 4 year old brother)
to think about too and it’s much easier to occupy him here.”
Helena commented “wow it’s really cool” while her mum Stacy added “It’s gorgeous – I can’t
get the smile of my face!”
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Alder Hey
in the Park
atrium

Gareth Jones
demonstrates how the
hospital has been
designed to be child
friendly.

Gracie Lee
looks out
at the view
from the
open air
play
decks.
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Inside the Outpatient's
outdoor garden area. It
contains astro-turf, teepee
tents and large bean bags.
The garden was built using
money donated by former
Liverpool Football Club
Captain, Steven Gerrard so
that children have
somewhere to relax and play
before, after and in between
appointments.

Lila Perry happy after
the move with staff
Helen Dunbavin and
Megan Malone

The move to the new Alder Hey Childrens Health Park was safely and successfully
completed due to the tremendous efforts of the staff, who implemented the meticulous plans
and with the fantastic co-operation and support of all the patients and their parents, families
and carers.
Alder Hey in the Park was fully operational on Wednesday October 7th 2015 exactly as
planned.
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Promoting a Safety Culture

Aim: To promote incident reporting and reduce
incidents of harm.
Targets: From the 2014/15 baseline:
1. No Never Events
2. Reduce incidents resulting in harm by 10%;
this represents 758.
3. Reduce incidents resulting in moderate, severe
harm or death by 10%; this represents 68.
Outcomes:
1. 3 Never Events.
2. 20% reduction in all incidents of harm; this
represents 667.
3. 55% reduction in moderate, severe or death
incidents; this represents 25.

Safety is a fundamental aspect
of high quality, responsive and
accessible patient care. We aim
to deliver higher standards of
patient safety year on year,
demonstrated through a culture
of openness; where staff have a
constant awareness of the
potential for things to go wrong,
are confident to report all
incidents and near misses, learn
lessons and continuously
improve safety.

The National Patient Safety Agency established a National Reporting and Learning System
(NRLS) before it was transferred to the NHS Commissioning Board Special Health Authority
in June 2012. All organisations continue to upload their incident data into the NRLS and
receive comparative reports on their culture of reporting.
It is recognised that organisations that report more incidents usually have a better safety
culture. In March 2012 Alder Hey was in the lowest 25% of reporters within the peer group of
20 comparable acute specialist trusts, by September 2014 the trust was in the top 25% of
reporters. The most recent report for the time period of April 2015 to September 2015
confirms that the trust remains in the top 25% of reporters.
The trust promotes all incident reporting, including near miss incidents and in 2015/16 have
had 3 Never Event incidents reported, which have undergone comprehensive investigations
and the development and implementation of improvement plans to prevent reoccurrence.
Clinical Incidents 2013-14 to 2015-16

In addition there has
been a 56% increase in
incident reporting since
2013/14.

6000
5000
4000

Whilst incident reporting
has increased, the
proportion of incidents
of harm has decreased
from 23% to 13%.
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Increasing children, young people and their parents/carers involvement in
patient safety (2015/16 quality priority)
Aim:
To co-design safety
improvements with children
and their families to
enhance communication
and assist with a
partnership approach to
safe and effective care.

Children and young people are key stakeholders of the
NHS and their interests must be at the centre of health
care.
Participation and involvement must take place on two
levels: individual involvement, with people making their
own healthcare choices and being confident in their
interaction with health professionals; and group
involvement, either as a service user or member of the
public.

Health systems need to have governance and policies in place to ensure that children and
young people can participate in a systematic and non-tokenistic way. This links in with the
Government’s aims to increase participation with the “No decisions about me without me”
policy. It is important that children and young people understand why they are being
consulted, what the process is, how their feedback will be used and, crucially, how their
involvement will lead to change or help professionals. Children and young people need to be
engaged early in the design of new health organisations and structures to ensure their views
are included right from the start and regularly in the future.
Improvements










Work involving hand hygiene awareness has taken place
in local primary and secondary schools, with the children
designing hand hygiene awareness posters.
The quality team have engaged and sought ideas from the
children’s and parent’s forum.
Conducted a Safety Workshop with parents, children and
young people.
A key group of children, young people and parents have
nominated themselves to participate in quality work.
The quality team have engaged with local primary and
secondary schools discussing patient safety work.
Invited children from local primary and secondary schools
into the Trust for a visit to meet and discuss patient safety
and quality work within the Trust.
Worked with local schools and patients on the wards to
gain understanding of children and young people’s
expectations of information prior to an admission.
Involvement of children and young people in the
development of the STAR (Safe Together & Always Right)
Ward Accreditation.

Future plans
To maximize opportunities for the children and young people’s involvement in patient safety
work and to continue to build strong relationships with the community to engage with patient
safety work.
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Medication safety (2015/16 quality priority)
Aim: No drug errors resulting in
avoidable harm.
Targets: From the 2014/15
baseline:
1. Reduce all medication
errors that result in harm by
5% by March 2016; this
represents 121.
2. Reduce medication errors
that result in moderate,
severe harm or death by
10% by March 2016; this
represents 8.
Outcomes:
1. 35% reduction in all
medication errors that result
in harm; this represents 83.
2. 89% reduction in medication
errors that result in
moderate, severe harm or
death; this represents 1.
3. 119% increase in
medication incident
reporting.
4. Decrease from 20% to 8%
of incidents reported with
harm attached.

Almost every patient who is admitted to hospital
requires medication. Prescribing, administering
and dispensing medicines for children are complex
processes and require specialist knowledge and
experience. Medication errors are the most
common type of incident reported in most hospitals
in the UK. We want to reduce the number of
medication errors happening in Alder Hey for 3
main reasons:
1. Medication errors can harm patients. The
majority of the errors which have happened
in Alder Hey have not caused harm to
patients but a small number have caused
harm or might have caused harm if they had
not been discovered before reaching a
patient.
2. Medication errors can increase the length of
time a patient stays in hospital or increase
the cost of their stay because more tests,
investigations or treatments are needed.
3. Being involved in a medication error can be
a very difficult experience for patients, their
families and the staff involved.

Improvements












Appointed one Nurse and one Pharmacist as Medication Safety Officers; each
working 18.75 hours per week. Their roles focus on medication safety and support for
staff involved in medication incidents.
The Medication Safety Officer- Nurse has presented safety work at a Sign up to
Safety conference and is presenting at the Medication Errors Conference in London
in June 2016.
.Supported staff during the implementation of an EPS (Electronic Prescribing
System).
Have improved the data quality of incident reports by validating the accuracy of
incident reports prior to being uploaded into to the National Reporting and Learning
System.
Implementation of the MERP (Medication Error Reporting Program) to give more
depth to the classification of medication incidents.
Strengthened the process of medical prescribing incident management by sending a
copy of any incident to the junior doctor’s educational supervisor, which adds an
additional level of review and support for junior medical staff.
Improved the response time by line managers by offering to support them whilst
investigating incidents.
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Developed links with the Higher Education Institutes. This has allowed us to deliver
Medication Safety Training to student nurses who are placed within the Hospital.
Delivering training to staff that are starting their Intravenous Administration course.
Developed a new electronic Root Cause Analysis tool for all medication errors that
result in harm, which includes identification of harm, contributory factors and financial
implications.
Developed a What’s app group for Junior Doctors to enhance learning by
communicating with them about medication safety alerts or when we need to speak
them regarding an incident.






Medication
incident
reporting has
increased by
119% since
2013/14.

Medication errors resulting in harm 2013-14 to 2015-16
140

In 2013/14
there were
20% of
medication
incident with
harm attached.

No. medication incidents
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In 2015/16 this
has reduced
to 8%.
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Future Goals and Plans:













Further expand the What’s app group for Junior Doctors.
To improve the formal process of involving medical staff in the incident by forging
closer links with the medical Leads.
Developing an app with the innovation team. This app will allow the patients to have
a better understanding of their medications and is driven by feedback from a
Children, young people and parents Safety Workshop.
Making staff more aware of the Yellow card scheme. We are having an open day
forum around Yellow card reporting.
Decreasing the incidents that involve total parental nutrition (TPN) and Heparin.
Develop more audits with attention to TPN, Controlled drugs etc.
Introducing a more up to date teaching package that includes on line learning as well
as yearly mandatory training. Introducing SN@P as an education tool to support staff
with their numerical skills.
Update the Ulysses system by reviewing and undertaking any improvements in the
medication sections, which will enhance reporting and support learning.
To introduce Independent checking of medication.
Embed the electronic RCA tool.
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Pressure Ulcers (2015/16 quality priority)
Aim: No avoidable pressure ulcers.
Targets: From the 2014/15 baseline:
1. Reduce grade 2 hospital acquired pressure
ulcers by 10%; this represents 20.
2. Reduce hospital acquired grade 3 pressure
ulcers by 50%; this represents 1.
3. Zero grade 4 hospital acquired pressure
ulcers.
Outcomes:
1. 5% increase in grade 2 hospital acquired
pressure ulcers: this represents 1.
2. 67% reduction in hospital acquired grade 3:
this represents 1.
3. 100% increase in grade 4 hospital acquired
pressure ulcers; this represents 1.
4. Total number of pressure ulcers of all grades
is 25, which is the same as 2014/15.

Pressure ulcers are often
preventable and more likely to
occur, in patients who are
seriously ill, have neurological
conditions, impaired mobility,
poor posture or impaired
nutrition. They were once
thought to only occur in the
elderly population, however
there is increasing awareness
that immobilised and acutely ill
neonates and children are at
risk of developing pressure
ulcers, particularly in the critical
care environment. Therefore the
Paediatric Intensive Care Unit
(PICU) has been an area of
focus or improvement work.

Improvements












Comprehensive RCA level 2 investigations conducted for grade 3 and 4 pressure
ulcers, with the development and implementation of improvement plans to prevent
reoccurrence.
Revised SSKIN care bundle for use in the PICU, to include explicit recording of a ‘top
to toe skin inspection’.
PICU audit programme to ensure compliance with the SSKIN care bundle
documentation.
PICU Braden Q assessment of risk of pressure ulcers score incorporated into the
Badger IT nursing documentation.
PICU training programme including:
o Learning from all root cause analysis (RCA) investigations.
o Discussing pressure ulcer prevention on the PICU mandatory training.
o Monthly updates in pressure ulcer prevention provided by the Tissue Viability
Specialist Nurse
o Reiterating the importance of micro movements during all practical manual
handling training.
Braden Q Risk Assessment and SSKIN bundle now mandatory in Meditech 6 the
new electronic nursing assessment documentation.
Appointment of a full time Tissue Viability Lead Nurse at Band 8a. Service now has
two specialist nurses, one full time and one half-time.
Delivery of training to all new nursing staff on induction week with regard to pressure
ulcer prevention and management.
Health Care Assistants trained prior to commencing MSC nursing programme and
becoming student nurses.
RCA template being incorporated into the SNAP Audit System to enhance quality of
reporting.
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The chart below shows that compared to 2014/15 there has been 9 less pressure ulcers in
PICU during 2015/16 this represents 30% reduction. There has also been a reduction in
harm.

PICU pressure
ulcers by grade

Apr 13- Mar 14

Apr 14- Mar 15

Apr 15- Mar 16

Grade 1

20

18

11

Grade 2

9

12

9

Grade 3

0

0

1

Grade 4

1

0

0

Total

29

30

21

Future Plans







Reformatting of Ulysses Reporting Form to improve data quality around incidence of
pressure ulceration.
Implementation of electronic learning package in relation to pressure ulcer prevention
and management.
Implementation of Standard Operating Procedure regarding reporting and
investigation of hospital acquired grade 2, 3 and 4 pressure ulcers.
Reformatting and implementation of Pressure Ulcer Root Cause Analysis Tool to
assist in early identification of avoidable and non-avoidable ulceration.
Sharing Lessons Learned organisationally around the topic of pressure ulcers.
Revitalisation of the Tissue Viability Link Nurse Role.
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Nurse Staffing
Aims:
 To have no nursing
vacancies.
 To establish a nurse pool to
cover maternity leave and
long term sick cover and fill
ward/department vacancies.
 To have a proactive
recruitment campaign.

Changes or deficiencies in the nursing workforce
can have a detrimental impact on the quality of
care. Patient outcomes and particularly safety are
improved when organisations have the right
people, with the right skills, in the right place at
the right time (RPRSRPRT). This has been
highlighted as lessons learnt from inquiries such
as, the Mid Staffordshire NHS Foundation Trust
Public Inquiry.

In November 2013 the NHS Quality Board published the new guide to nursing, midwifery
and care staffing capacity and capability – RPRSRPRT setting out its position for greater
transparency in the way in which Trusts set and deliver nursing, midwifery and care staffing
levels. All Trusts are mandated to provide nurse staffing information on a monthly return via
the National Reporting and Learning System and publish this data at ward level and the
information is to be made available to the public.
Acting on the lessons learned from various reports, strategies and inquiries the Trust has
comprehensively reviewed all wards/departments nurse staffing establishments and
significantly invested in additional nurses. As all Trusts have undertaken this process the
impact has led to a national challenge in relation to recruitment. The Trust has risen to this
challenge, resulting in the following improvements:
Improvements







A ward/department staffing review was undertaken in 2014/15 and repeated in
2015/16 prior to the move into the Children’s Health Park.
Engagement with Higher Education Institutions, to showcase Alder Hey and attract
students as future employees.
Recruitment Events; the most recent in March 2016 which resulted in the recruitment
of 39 staff who will take up post in 2016/17.
Within the European Union, only Ireland and Italy train nursing staff specifically in
paediatrics. As Ireland had a nursing deficit we focused international recruitment in
Italy. The recruitment was successful with:
o 12 nurses recruited and commenced in post in 2015/16.
o 5 nurses recruited 2015/16 and will take up post in 2016/17.
Developed joint Paediatric Nurse and Social Worker role. There are 4 staff
undertaking post graduate Social Work year in supported learning and they have
successfully reduced the number of patients with complex discharge needs, who
were fit for discharge and have had an extended length of stay over 30 days
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The improvement outcomes are shown in the table below.

Recruitment and Retention Improvement Outcomes

Patients fit for discharge
with an extended length of
stay over 30 days.

Trust wide nursing
vacancies.

Whole time equivalent
(wte) registered nurse
posts.

The percentage of nursing
budget spent for bank and
agency within the wards
and critical care.

The percentage of nursing
budget spent for bank and
agency within theatres.

March
2014

March
2015

March
2016

N/A

45

28

61.04

19.74

12.34

80% reduction from
March 2014.

1080.00

7% increase since
March 2014; this is
an increase of 72.83
wte’s.

8%

The 2014/15 staffing
review increased the
numbers of registerd
nurses required.

1007.17

6%

0.77%

1036.04

13%

1.15%

1.50%

Comments

38% reduction form
March 2015.

Agency and bank
staff are required
whilst new staff are
being trained.

Future Plans




Continue proactive recruitment of student nurses.
Continue monitoring vacancies, turnover rates and daily staffing levels.
Review Recruitment and Retention Plan for 2016/17.
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Infection prevention and control
Aim: No hospital acquired infection.
Targets: From the 2014/15 baseline:
1. No hospital acquired MRSA bacteraemia
2. No clostridium difficle infections due to lapses in
care
3. Reduce the number of outbreak organisms and
hospital acquired organisms by 10% from the
2014/15 baseline of 157; this represents 141
Outcomes:
1. 3 MRSA bacteraemia
2. 2 clostridium infections (not due to lapses in care)
3. 27% decrease in the number of outbreak
organisms and hospital acquired organisms: this
represents 114

Effective infection prevention
and control practice (IP&C) is
essential to ensure that
patients receive safe and
effective care. In order to
provide the best possible
outcome for the children in
our care it is vitally important
that we identify and manage
all infections that affect our
children and young people to
reduce the risk of healthcare
acquired infection.

Children and young people can present unique IP&C challenges, such as:
 They are susceptibile to infections, which are prevented, in older patients due to
previous exposure or vaccination.
 They have closer contact with other visitors such as parents and siblings.
 Their poor hygiene practices present more opportunities for infection to spread.
 They may also interact more closely with their environment, making them more likely
to come into contact with contaminated surfaces and items.
 Communicable diseases affect a higher percentage of paediatric patients than
adults increasing the likelihood of cross infection.
Improvements
There has been Post Infection Review investigations conducted following the occurrence of
MRSA bacteraemia and clostridium difficle infections, resulting in the development and
implementation of improvement plans and establishing that the clostridium difficle infections
were not due to lapses in care.
There has also been a focus on reducing the risks of any increase in hospital acquired
infections as a result of moving into the new Alder Hey Children’s Health Park and a drive to
futher strengthen medical engagement in the IP&C agenda, for example:
 Collaborative work with medical team leaders and Ward Managers to produce ward
specific Infection control policies, including formulation of specific key
performance indicators.
 IP&C team attendance at Critical Care Safety Huddles to provide pre-emptive
infection control advice.
 External IP&C service review has been undertaken to identify any service gaps since
moving to the Children’s Health Park.
 Director of IP&C attendance at Clinical Business Unit Risk and Governance Boards
to strengthen focus on IP&C issues.
 Establishment of infection control/antimicrobial ward rounds with Director of IP&C
and medical teams to provide immediate feedback to clinicians on their compliance
with infection control practices and antibiotic prescribing.
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Review of the Infection Control Committee has resulted in an increase in medical
representation and a discussion forum that strengthens staff engagement.
Trust wide hospital acquired infection prevalence survey.
Collaborative work with finance and the information team to look at the financial
implications of hospital acquired infection.
The introduction of Isolation Cards that fit behind staff identification badges to assist
clinical teams in appropriately isolating patients.
Development of a hand hygiene audit tool to engage families in infection prevention.

The graph belows shows that the improvements have resulted in 119 hospital acquired
infections which is a 38% reduction compared to 2013/14.

Total Infections 2013-14 to 2015-16

No. medication incidents
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Respiratory Syncytial virus (RSV)
Aims:
 Review and trial of laboratory systems that enable quick
turnaround times for the detection of respiratory viruses.
 Introduce the system (Film Array) within high risk areas
including Critical care PICU/HDU and oncology all year
round.
 Use of the system (Film Array) during the respiratory
virus season (November–March) Trust wide in order to
increase the turnaround time for the detection of
respiratory viruses.
 Provide information to IP&C Team and patient flow,
facilitating the cohorting of patients with the same
respiratory virus together, thus improving patient flow
and availability of cubicles for patients.
 Quicker isolation of infectious patients.
 Reducing the incidence of hospital acquired respiratory
viruses, including outbreaks.
 Rapid diagnosis of influenza can allow treatment to be
given at the time of presentation. The Trust influenza
pathway states that in “at risk” children, Oseltamivir
must be given within 48 hours of the onset of symptoms
to be effective.

Respiratory Syncytial
virus (RSV) is the
commonest cause of
respiratory illness
(bronchiolitis) in
children particularly
those less than 2 years
of age. The virus is
seasonal and normally
occurs for a 6 week
period during the winter
months between
November and
February. RSV is the
commonest cause of
hospital admissions due
to acute respiratory
illness in young children
and the high numbers
of babies requiring
admission to the Trust
during the winter
months places huge
pressures on the Trust.

Respiratory viruses season

RSV isolates 2015/6
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Trust Infection Prevention Policy requires any child admitted with acute respiratory illness,
including bronchiolitis/pneumonia/empyema or with any unexplained febrile illness should be
placed in a single room. When a single room is not available, the patient should be placed in
a room with patients who have the same infection (cohorting).
At Alder Hey rapid testing was available only for RSV with the results being available within
4 hours. As patients may have co-infection with other respiratory viruses they cannot be
nursed together in a cohort area unless it has been established that they only have RSV
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infection. Therefore respiratory samples had to be sent to the Royal Liverpool University
Hospital for PCR (Polymerase Chain Reaction) testing. The turnaround for these tests during
the winter was a minimum of 36 hours during the week.
The average duration of stay for patients with Bronchiolitis on the Medical Admissions Unit in
previous RSV seasons had been less than 3 days, so patients Respiratory PCR results were
frequently unavailable until the baby was nearing or already discharged from the Trust. As
patients couldn’t be cohorted together until these results were available they required
isolation in a cubicle for the duration of their stay. The overall aim was to increase the
turnaround time for the detection of respiratory viruses.
Improvements
Film array was trialled and introduced in the paediatric intensive care unit (PICU) in autumn
2013.
The provision of a 2nd machine in November 2013 allowed patients admitted with respiratory
illness to have respiratory viruses detected within 2 hours, often whilst still in accident and
emergency department (AED). This allowed patients with only RSV to be admitted directly
into cohort bays, freeing up cubicles for patients with other infections requiring isolation.
During the peak RSV season 2013/14 there were 3 cohort areas for RSV patients (Winter
ward 6 bedded bay, ward E2, 4 bed bay and ward M3 4 bed bay.
This had a positive effect on patient flow and patient experience as families didn’t have as
many ward moves.
This improvement in rapid diagnosis and appropriate patient isolation has been maintained
during the RSV season 2014/15 and 2015/16.
Incidence of Hospital acquired RSV & Influenza Nov 2012- Mar 2013 and Nov 2013- Mar
2014
Month

Nov 2012
Dec 2012
Jan 2013
Feb 2013
Mar 2013

Number of
HA- RSV
7
0
2
1
2

Number of
HA-Influenza
0
0
0
2
0

Month

Nov 2013
Dec 2013
Jan 2014
Feb 2014
Mar 2014

Number of
HA- RSV
1
6
1
1
1

Number of
HAinfluenza
0
0
0
0
0

Incidence of Hospital acquired RSV & influenza Nov 2014- Mar 2015 and Nov 2015 – Mar
2016
Month
Nov 2014
Dec 2014
Jan 2015
Feb 2015
Mar 2015

Number of
HA- RSV
1
9
0
0
0

Number of
HA-Influenza
0
2
3
0
1

Month
Nov 2015
Dec 2015
Jan 2016
Feb 2016
Mar 2016

Page 26 of 73

Number of
HA- RSV
1
5
4
1
0

Number of
HA- influenza
0
0
2
0
2

The number of HAI respiratory infections with RSV and influenza has remained stationary
between 2014-16. The source of HA respiratory infection within paediatrics can be the
parents or siblings of the hospitalised child and not as a consequence of poor infection
prevention & control practices by health care workers.
The rapid identification of the causative agent with the film array has reduced the incidence
of respiratory virus outbreaks and the prompt appropriate treatment of children with
antivirals. This has included prophylactic treatment i.e. Oncology patients exposed to
influenza as well as patients diagnosed with influenza A. This has been particularly marked
during 2015/16 due to the increase in numbers and duration of winter season for influenza A
Respiratory virus outbreaks 2012-3
November – March

Respiratory virus outbreaks
2013-14
November-March

1.hMPV -HDU -3 patients (2 patients required
prolonged PICU admission)
2.RSV- NMW – 5 patients (1 patient required HDU
admission)
Respiratory virus outbreaks 2014-5
November – March

Nil

Respiratory virus outbreaks
2015-6
November-March

1. RSV – Neo – 3 patients- Unit closed to admission

Nil

Future Plans
A review of ‘lessons learnt’ from recent winter season 2015/16 involving a multidisciplinary
approach. The move into the Alder Hey Childrens Health Park has increased the number of
cubicles available for isolation of patients and reduced the requirement for cohorting patients
during the 2015/16 season.
RSV & Influenza isolates at Alder Hey 2015/16
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In the 2015/16 season the number of influenza cases has risen dramatically (see graph
above). Identification of the best type of respiratory testing platform (e.g. RSV and Influenza
alone for lower risk areas reserving film array for high risk locations) will be explored to
ensure efficient use of resources.
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Perioperative care
In August 2015 the Theatre Manager commissioned an independent audit designed by the
Association for Perioperative Practitioners examining the quality management systems in
theatre. The purpose of the audit tool is to provide accreditation that assists users in
identifying a perioperative environment that has high quality processes and practices. The
audit tool aims to identify and shape implementation of effective risk strategies for all those
involved in the care of the patient
This extremely comprehensive tool provided a framework for the department to examine
service performance and identify potential improvements in delivery of services using a peer
review process, this is approached by following patients through the perioperative
journey.The audit tool has the potential to improve patient care, it is not designed to accredit
an individual’s capability, but does assess the whole perioperative process and evidence
that processes and procedures have met a defined set of criteria to assist in the delivery of
safe and effective healthcare.
The utilisation of this tool built on the work of the Theatre Safety Board and newly appointed
Theatre Risk and Governance Lead and Theatre Safety Champions and underpins the
Theatre Risk and Governance Plan.
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Improvements









Introduction of a dedicated risk and governance coordinator for the theatre
department to improve the way incidents are managed
Development of a dedicated theatre risk register in addition to the existing Clinical
Business Unit.
Development of governance and risk plan on a page.
WHO 5 Steps to Safe Surgery review at project mid-point.
Weekly governance & risk meetings now led by speciality teams.
National Safety Standards for Invasive Procedures project commenced, expected
completion September 2016
Introduction of a resident 24 hour, 7 day Operating Department Practitioner to
respond to all emergency calls and ensure all critical emergency equipment is
checked daily
Funding secured for Theatre Matron post to lead the Safety and Quality Strategy for
theatres

The graphs below show that whilst there has been an increase in the number of incidents
reported, there has been a reduction in the number of incidents of harm. However, the 3
Never Event incidents reported were surgical Never Events; which have undergone
comprehensive investigations, the development and implementation of improvement plans
and have informed the Best in Operative Care project.

Since 2013/14 there
has been a 159%
increase in incident
reporting.

Since 2013/14
there as been a
29% reduction
in the number of
incidents of
harms.
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Best in Operative Care

Aims:
The “Best in Operative Care” strategy aims to
deliver the best paediatric operative care in the
world, as measured by low rates of mortality and
harm, and high staff satisfaction.
1. Increase the safety and reliability of care.
2. Improve team performance and staff wellbeing.
3. Add value and improve efficiency.
Targets: Specified in the Performance Score
Card.

The Best in Operative Care project,
which commenced in March 2016,
helps theatre teams to work more
effectively together to improve the
quality of patient experience, the
safety and outcomes of surgical
services, the effective use of theatre
time and staff experience. This focus
on quality and safety helps theatres
run more productively and efficiently,
which subsequently can lead to
significant financial savings.

Best in Operative Care Performance Score Card
Safety
 No Surgical Never Events
 25% reduction in patient harm
 25% reduction in rate of surgical site infection
 5% reduction in unplanned readmission to critical care
 95% staff recommend for treatment
Excellence
 We will increase the number of children we provide operative care to,
treating 8,230 children in our Surgical Daycase Unit
 90% theatre utilisation
 50% reduction in short-notice cancellation of patients
 50% reduction in short-notice cancellation of theatre lists
 95% patients and families recommend for treatment
 5% reduction in conversion rate from day case to inpatient
Wellbeing
 95% theatre staff recommend Alder Hey as a place to work
 Less than 5% of theatre sessions overrun by more than 15 minutes

Improvements
The improvement plan focuses on the following:


Safe and effective perioperative management that reflects best practice:
o Staff will be enabled to safely perform their role within the perioperative
environment.
o The Productive Operating Theatre is utilised.
o Communication between perioperative teams and the wider trust is effective.
o An effective perioperative monitoring programme is in place.



A culture of safety is evident throughout the perioperative environment:
o Perioperative incident reporting is improved.
o Perioperative incidents are appropriately and timely investigated.
o Dissemination to trust wide staff of lessons learnt from perioperative
investigations is improved.
o Lessons learnt drive safety improvements.
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Patients and families/carers are actively involved in their own
management:
o Patients, families/carers are involved in decisions about their
management.
o Patients, families/carers have access to information about their
care.
o Patients, families/carers are actively engaged and enabled to
ensuring safe perioperative management.

perioperative
perioperative
perioperative
participate in

Every operative procedure is recorded with a focus on the following measures;
 Harm.
 Surgical Site Infection.
 Unplanned admissions to critical care
 Staff recommend Alder Hey as a place for treatment.
 Increase in number of patients treated in the Surgical Daycase Unit.
 In theatre utilisation.
 Decrease in patient operations cancelled at short-notice.
 Decrease in theatre lists cancelled with less than 6 weeks’ notice.
 Patient satisfaction.
 Conversion rate from daycase to overnight stay.
 Temperature check of staff satisfaction.
 Theatre session overruns.
Future Plans
Data will continue to be collected and analysed in the coming year as per departmental and
Trust requirements. The reporting mechanism will be the Best in Operative Care Steering
Group will continue to report progress to the Clinical Quality & Assurance Committee.
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Ward Accreditation
Aim:


To develop a Ward Accreditation scheme in partnership with children, young
people, their families and carers that will provide assurance of the quality and
safety of care in our wards and departments.
Targets:




To develop a Ward Quality and Safety Assessment Tool (QASAT).
To utilise Observational Audit incorporating Human Factors to assess ward
activity, checking and discussing nursing standards of practice and asking
patients and their parents or carers about their experiences.
To ensure the 5 STAR award is aligned to the CQC Assessment Standards.

Ward accreditation schemes have been shown to
promote safer patient care by motivating staff and
sharing best practice between ward areas (Coward
et al. 2009; Central Manchester University Hospitals
NHS Foundation Trust 2013). To date they have
been implemented predominately in adult services.
To achieve the recognised benefits for children and
young people in Alder Hey, we have committed to
the development and implementation of a Paediatric
Ward Accrediation scheme in partnership with
children, young people and their parents/carers.

Improvements








Consultation on QASAT contents, with Ward Managers, Lead Nurses and Patient
Safety Champions.
Development of Ward QASAT which strengthens Trust Board assurance and aligns
with the Care Quality Commission key lines of enquiry, post Francis enquiry and
Essence of Care benchmarks.
Pilot of QASAT on 4 wards.
Children and young people proposed title of ward accreditation scheme should be
STAR, as in reaching for the stars.
STAR agreed as Safe, Together and Always Right.
STAR scheme agreed as a continuous journey to achieve and sustain STAR
accreditation.
STAR accreditation panel includes patients and parents/carers.
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STAR Ward Accreditation Scheme
CQC Assessment Standard

STAR Quality & Safety Assessment Tool
Elements

Safe

Patient Safety
Pressure Ulcer
Medication Safety
Pain
Deteriorating Patient
Infection Prevention & Control
Fluid Balance & Nutrition
Care Planning

Effective

Caring
Responsive

Patient Experience
Environment

Well Led

Corporate Targets

Future Plans




Develop department specific and speciality specific QASAT
Complete QASAT for all wards.
Assess effectiveness of supportive interventions for wards who do not achieve any of
the desired standards within the STAR Accreditation Scheme.
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Improving the transition from Children and Young People Services to Adult
Services
The transition from childhood to adulthood involves a
period of significant change. During puberty, young
people move from childhood into physical maturity. The
sudden and rapid physical changes can make
adolescents very self-conscious, sensitive, and worried
about their own body. Young people begin to separate
from their parents, with increased emphasis on
friendships and establishing their own identity. In mid-tolate adolescence, young people often feel the need to
establish their sexual identity through romantic friendships and experimenting. Adolescents
become stronger and more independent before they've developed good decision-making
skills, with an increase in risk-taking behaviours.
Young people with long term health conditions face significant additional challenges as they
move from childhood to adulthood.
Aim:
To establish a good quality,
safe, effective and seamless
transition to adult services, for
children with complex long
term conditions.

The changes of adolescence may result in increasing instability of the young person’s
condition, because of the effect of the physiological changes of puberty and because of the
associated psychological and emotional changes. These challenges are also associated
with the need to move from children’s to adult health services. The manner in which this
care is transferred to the adult healthcare system is essential to the continuing wellbeing of
the young person and their willingness to continue and comply with health support and
treatment. Additional challenges are faced when adult services are very different in their
approach to the equivalent children’s service or where there is no equivalent service in the
adult sector. There is increasing evidence that planned, co-ordinated and supported
transition can significantly improve outcomes for young people.
Improvements








Continue to work with information technology team towards identifying a sensitive,
reliable and reproducible method for identifying the cohort of young people of
transition age with complex neurodisability.
Continue to work with information technology team towards identifying a sensitive,
reliable and reproducible method for identifying any patients of transitional age.
Continue to work with information technology team towards identifying basic
demographic and diagnostic data on the above cohorts and all patients with a LTC
through application of the above process.
Repeat baseline assessment to identify classification of transition status of all young
people of transition age who have accessed Alder Hey Children’s Hospital in the last
two years.
Assist with the development of a model for a multispecialty multidisciplinary service in
the adult sector for young people with complex neurodisability, including continued
commissioning support to progress with a business case and setting up the service.
Embed the Generic Trust Transition Pathway supported by a draft Trust Transition
Policy and supporting materials.
To finalise the development of transition training using the evaluation of the current
level of knowledge and understanding of children’s healthcare providers regarding
transition, including knowledge and understanding of competencies relating to
transition to adult services and complex long term conditions management, through
the Trust Transition Survey.
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To deliver and embed Transition training in line with the identified competencies
across long term and complex long term conditions management and transition at
three levels: universal, core and specialist.
Ratification of core documents to support safe, effective transition including a visual
representation of the transition pathway, what good looks like and an overarching
Trust Transition Policy.
Increased awareness of the challenges of transition to adult services across the
Trust.
Measures of staff engagement with the Trust Transition Training Program.
Measures of specialty services where Transition is being developed and
implemented within the Trust.
Identification of an Executive Lead for Transition.
Engagement of:
o Children, young people and parent Focus Groups.
o Over 200 clinical staff in the Trust through the Transition Survey.
o Over 100 clinical and managerial staff through the Transition Roadshows.
o 62 clinical staff through the Transition Away Day.
o 24 Transition Champions across the Trust.
o A number of Trust Transforming Transitions Newsletter.
o A series of Trust Transition Steering Group meetings, also dates planned for
2016-2017.
Further patient and parent participation via meetings and forums.
Engagement in the Trust parent and patient forum.
Presentation at Clinical Quality Assurance Committee.
Baseline assessment (to be repeated annually).
Presented Trust Transition work nationally.
Assisted NICE with development of Transition Guidance/ standards.
Assisted NHS Specialist commissioners with Transition CQUIN.
Assisted NHS England with Transition service specification.
The Trust recognised nationally as Transition lead.
Planned Trust Study day ‘Transforming Transition a Ten Step Pathway’ to be held in
May 2016 to be delivered to colleagues from around the country.
Transition team has presented their work at a number of National events.
The Transition Team Worked collaboratively, and hosted the AQuA National redesign
of the paediatric ‘Ask three questions’ event held in Alder Hey.
The Transition team presented their APP proposal to the Hackathon in 2016.
Development of a film outlining the difficulties experienced by a parent of a young
person with multiple complex long term conditions relating to carers, carer skills,
finances and transition
Development of a ‘complex patient’ transition preparation tool (out to consultation).
Presentation of Alder Hey Transition work at the Royal College of Paediatric
Physicians 2015.
National engagement from other Trusts interested in Alder Hey Transition
developments.
Clinical Lead nominated for a National ‘Clinical Lead’ of the year award.
Transition Ten Step Pathway Poster Presentation successful at National Conference
2015.
Development with children’s forum of ‘Transition - Our Promise to You’.
Transition draft policy assessed against and meets the equality and diversity
standards.
Development of Trust transition map.
Colleagues visited from Singapore Hospital Transition team- Alder Hey Transition
toolkit shared, also shared with colleagues in Australia.
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Future plans


















Repeat baseline assessment as above.
Consult on, finalise, ratify and embed the Trust Transition Policy across the Liverpool
sector including Adults and Children’s providers in primary, secondary and tertiary
care, young people and families.
Further work to develop and define the role of the GP.
Further work to identify the Lead Consultant and Keyworkers will be within
specialties.
Recruit to Keyworker and Lead Consultant in transition and care of patients with
complex long term conditions.
Develop and invest in the Transition Champions.
Develop and invest in Transition Leads within CBUs and clinical teams.
Identify markers of complexity and set up relevant data fields within Meditech 6
(patient care information system) to capture, and an audit process to ensure these
fields are reliably and consistently completed.
Implement Transition Policy within the Trust including active monitoring of critical
incidents.
Continue to develop and monitor the Trust transition map and the Trust Special
Transition “register” of young people where transition to the adult sector is delayed
either for appropriate clinical reasons or because of a lack of appropriate services in
the adult sector, or previously agreed commissioning arrangements mean patients
remain within the Trust past their 18th birthday.
Continue to work with the Adult Sector to develop their business case and set up the
multispecialty multidisciplinary service in the adult sector for young people with
complex neurodisability.
Continue to work with the Adult Sector to develop links and pathways where there
are no confirmed or fragmented pathways currently.
Continue to share the Trust Nationally recognised transition tool kit.
Deliver universal and core Transition Training.
Finalise the design and deliver specialist transition training for professionals within
the Trust and in adult services including experiential learning techniques such as
simulation and video materials.
Further participation and engagement work with young people and their
parents/carers to inform the above, including Carer skills training.

The C&YP Transition Artwork- 2015
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Transition team presenting Transition developments at C&YP Forum 2016

Transition
team,
collaboratively
working with AQuA on the National
redesign of the ‘Ask 3 Questions’
event held at Alder Hey in the Parkensuring it is C&YP friendly.
December 2015
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Figure 1 Transition to Adult Services: Plotting your route into urgent care- 2015
Stage Where
will this
happen?

1

2a

2b

3

4
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Who will
be
involved

What
knowledge
and skills
will be
needed?

How can
we ensure
the right
information
& support
is
available?

Dewi Jones Unit – Welcome pack
Aims:
 To produce a tangible, friendly upto-date document with enough
salient information to provide a clear
over-view of our service from the
perspective of a service user.
 To break down barriers and attempt
to alleviate any anxiety which may
arise before planned admissions
onto the unit.
 To offer a basic understanding of
our service to reduce the likelihood
of misinformation or of people
feeling ‘unable’ to ask questions.
 To
promote
an
open
and
transparent service and celebrate
our high quality.

The Dewi Jones Unit is an inpatient mental
health facility, designed to help children and
young people aged 5 to 13 who are going
through a difficult time or struggling
because of their way of thinking, their
feelings, or with some difficult behaviour. As
part of the units commitment to implement
the 6Cs nursing values within the
workplace, communication was identified as
a key area of focus. The Dewi Jones Unit
Welcome Pack was identified as a key
component of how we, as a service,
communicate with our patients and their
families. The idea arose from feedback
received by a patient and their family
highlighting that they felt under-informed
about our service during their experience at
the unit.

The reformulated welcome pack was based upon a much older version in order to capture
and maintain the ethos and values of the organisation. Professional standards and
guidelines were examined to formulate a raw structure which could be used as a foundation
to capture and build upon relevant information. Patients, families and staff were collaborated
with throughout the process to illicit information which was considered relevant from multiple
perspectives. School’s council group were also consulted, alongside advocacy and the
parent / carer group.
Multiple changes were made based upon combined service user recommendations.
Although very much a whole-team effort, ownership of the project was delegated to a single
member of staff to avoid confusion within the concept of the project. Development
opportunities were considered from verbal feedback received from patients and their families
which resulted in several new work-streams resulting in a new ‘range’ of bespoke welcome
packs. These currently include;
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All packs are considered a continuous ‘work in progress’. Consultation since implementation
has revealed that those people who have received the new welcome packs feel “very
informed” prior to their individual experiences on the unit.
The unique selling proposition of the welcome packs in their current format very much lies in
their appropriate mix of broader service-related information combined with a very specific,
targeted (and, in some cases personalised) information pack. This has facilitated both an
over-view and identifiable, useful and credible information resource. This demonstrates a
cost effective patient-centred improvement (which has also been proven to have transferable
qualities) when benchmarked against patient feedback gained prior to the implementation of
the project.
Future Plans
The essence of this project lies in the delivery of accurate, relevant information at the point
of need. Moving forward the service will focus on a robust system whereby multiple
members of the healthcare team can invest their time and energy into maintaining the
current format whilst updating information retrieved from continued evaluation. Opportunities
will be considered for further expansion of the core elements of the pack as and when they
present themselves. The practical and innovative implementation of this service
improvement will be fostered within the team and potentially modelled for additional areas of
quality care improvement.
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Patient Feedback through Fabio
The Trust is committed to ensuring that we have a robust model of patient and family
engagement and involvement throughout the organisation that makes a real difference not
only to the services we deliver but also to the overall patient experience.
We continue to develop strong links with the children and families who access the services
of Alder Hey. Engagement occurs on a daily basis in both a formal and very informal basis.
We endeavour to ensure that learning from experience is an integral part of service
evaluation and design, so that decisions at all levels are made by teams that are well
informed in terms of what is important to patients, families and visitors to the Trust.
This has been a most exciting year planning for the opening and transition to the Children’s
Health Park, a new hospital designed with the children’s interests at heart. It has been
equally important that we continue to learn from experiences and proactively use this
information to maintain a safe and pleasant environment with current resources. The actual
move impacted on the process of collecting feedback, this is mainly due to the safe move
and settling in period taking priority for all teams. This has resulted in a period of
approximately 3 months where the amount of data collected was significantly reduced.
The ‘Fabio’ is an electronic device in the form of a tablet, which contains software enabling
patient and carer feedback to be collected and analysed providing ‘real time’ data.
The Trust’s volunteers continue to support the Patient Experience team and clinical teams in
improving the volume of feedback from patients and families prior to discharge from hospital.
During this period, 3041 responses were obtained using the Fabio device. The data has
given an initial view on the impact that relocation of the hospital has had on patients and
families.
The following graph indicates the positive responses to the quality aims questions regarding
the provision of information, whether patients and carers were treated with respect and the
quality of play resource available – Graph A provides an initial view of the impact that the
move to the new hospital has had.
Graph A

Graph B shows findings prior to the move and Graph C, the same information following the
move to the new hospital. It remains disappointing that children show relatively low
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satisfactions scores in relation to play and learning resources and a more focussed piece of
work will be instigated to address this.
Graph B - Before move to Children’s Health Park

Graph C – After move to Children’s Health Park
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The Friends and Family Test
The Friends and Family Test (FFT) has been used in adult care since 2013 and has
provided a wealth of information which is useful when improving and developing services.
Patients are asked how likely they would be to recommend Alder Hey to friends and family if
they required similar treatment or care.
From April 1st 2015 the
FFT became a
mandatory collection in
children’s services. The
FFT was implemented
with use of a card.
The card is available for
all patients and carers
attending the Trust.
Additionally this data can
be entered by patients
and family members
directly using the Trust
web site.
The patients and families
are also asked to report
what was good about
their stay and how we
could improve their
experience.

A total of 4327 responses have been recorded since the implementation in April 2015.
A Trust wide and ward/area specific report is published each month; this includes details of
the free text responses. This data provides valuable information which can inform quality
improvement plans.
The findings of the FFT are published on the NHS Choices web site and we have achieved
on average, 93% of respondents indicating that they would recommend Alder Hey Children’s
Hospital to family and friends
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Management of Complaints and Concerns
The introduction of the Complaint Manager role within the Patient Experience team has
influenced a more patient/carer focused process for responding to complaints and concerns.
Additionally, the Patient Advice and Liaison (PALS) and Complaints team have adopted a
more flexible process for addressing and monitoring concerns that is tailored to the
complainants needs.
2013/14 2014/15 2015/16

Comments
This represents a 58% reduction; this
represents 64.

Formal
complaints

166

134

70

PALS

1248

1133

1243

Prompt resolution of concerns, early meetings
with Clinical Business Unit staff and
discussions with the Complaints Team has
had a positive impact on resolving concerns
which may have otherwise escalated to a
formal complaint.

Whilst there was a reduction in 2014/15 this
was not sustained during 2015/16.

Improvements





Pharmacy team reviewing the process for prompt issue of medication to take home.
Appointment of Orthopaedic Consultant Surgeon to improve waiting times for
surgery.
Issues with complaints handling, poor service, resulted in the appointment of the
Complaints Manager.
Clinicians are all reminded of the Trusts “Values and Behaviours” framework which
contains what are the expected behaviours of all staff employed by the trust including
how we communicate to each other.
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The Children & Young People’s Forum
The Forum has been established for 10 years and membership consists of 3 groups:
 Children aged 7 to 11 years.
 Young people aged 11 to 18 years.
 Parents and carers.
The Forum meets every 2 months for formal meetings and in addition undertakes various
activities.
The Forum agenda consists of items requested by members and Trust staff who are seeking
children, young people, parents and carers views on existing services or when developing
new services, initiatives or innovations.
Many of the Forum members have enjoyed participation in the planning of the new hospital
as part of the Children’s Health Park Design Group. The group has participated in
engagement with contract bidders, building plans, interior design, assisting in recruitment,
and planning of art for the internal and external environment for the new building

The following is an overview of key projects from April 2014 through to March 2015.








Supporting the Quality Improvement team in developing the Ward Accreditation
Scheme.
Participation in the development of the new Trust Quality Strategy.
Learning about transition to adult services.
Development of a leaflet to support recruitment to the Forum.
Act as a judging panel for various information sources.
Participation in recruitment process for senior clinical staff.
Participation in a Safety Workshop.
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Improvements






Implementation of Friends and Family Test.
Improved process for responding to complaints and concerns.
Completion of National Patient Survey.
An increase in amount of feedback regarding Quality Aims questions and FFT
following move to the new site.
Successful recruitment to Patient and Young people’s Forum.

Future Plans










Further development of systems and resources for collecting real-time and right time
patient and family feedback.
Continue to focus FFT feedback from community and mental health settings.
Streamline process for collecting patient and family feedback into one central
repository.
Ensure collection of feedback is an integral part of the discharge process.
Establish process for formally reporting the lessons learnt and action taken from
findings of all feedback, in line with newly developed Quality Strategy.
Further explore the process of data collection following discharge from hospital.
Explore use of Patient Opinion to increase feedback from patients and families.
Develop Parent and Carers Forum.
Improve process for responding to actions identified from patient and carer feedback
– to be incorporated into the new Ward Accreditation process.
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Part 3: Future plans for improvement and statements of assurance
from the Board.
QUALITY STRATEGY 2016 – 2021
“Quality is everybody’s business, let’s make it better….together”
The Trust has undertaken a review of its quality strategy to be taken forward over the next 5
years and beyond. This has been developed with input from our children, young people,
carers and staff through wide consultation and engagement, and adopts a novel approach of
combining strong clinical leadership with greater use of technology to secure widespread
engagement of staff.
A clinical cabinet will be established that will provide a forum for discussion and prioritisation
of improvement ideas, ensuring they impact positively on our previously agreed quality aims
whilst taking account of the impact on our workforce and ensuring optimal use of our
environment.

STAFF HEALTH
& WELL BEING
PATIENT
EXPERIENCE

PATIENT
SAFETY PREVENTING
HARM

The Quality Aims will only
be achieved with Trustwide
staff engagement and
understanding of the
importance of everybody’s
role in the delivery of
quality improvement.

ENVIRONMENT

QUALITY

EFFECTIVE
CARE

Clinical leadership through ‘Clinical Cabinet’

The strategy will be a virtual, live, flexible entity with discussion forums, graphics, video
blogs from staff and patients, and with hyperlinks to data, information and other reference
material. Our children and carers will provide quarterly reports on quality through video
blogs, giving them a voice in improving our quality systems and processes, so that the
strategy becomes highly engaging and interactive.
The Trust has implemented an improvement methodology, ‘Listening into Action’, which
provides a means of engaging staff in making change in a positive and sustainable way and
will be a key vehicle for implementing the Quality Strategy, thus providing strong emphasis
on empowering staff to influence and deliver a high quality service in an environment that
supports the delivery of the best possible care, under the mandate…..‘quality is everybody’s
business, let’s make it better…. together’.
The new Quality Strategy the 2016-2021 will support the delivery of a number of quality
initiatives in addition to the quality improvement priorities that the Trust Board have agreed.
The key priorities for improvement have been derived from national and regional priorities,
the Trust’s performance against quality and safety indicators, risk trend analyses and patient
and public feedback. The Trust has agreed to build on the 2015/16, improvement work by
further:
1. Reducing harm to patients from a medication error.
2. Reducing harm to patients as a result of the development of a pressure ulcer.
3. Reducing harm from hospital acquired infections.
4. Further enhance children, young people and their parents/carers involvement in
patient safety.
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The Board will monitor progress against these priority areas through the Clinical Quality
Assurance Committee. Progress will be reported to commissioners through Clinical
Performance and Quality Group meetings, dedicated Healthwatch and Trust meetings and to
patients and careers through a range of communication approaches and engagement
activities. The Trust continues to develop the skills of the workforce to deliver quality
improvements, through the utilisation of a variety of improvement methodologies.

Review of services
During 2015/16 Alder Hey has provided 27 NHS services. Alder Hey has reviewed all the
data available to them on the quality of care in all of these services. The income generated
by the NHS services reviewed in 2015/16 represents 100% of the total income generated
from the provision of NHS services by Alder Hey for 2015/16.

Participation in clinical audits and national confidential enquires.
Clinical Audit is a key aspect of assuring and developing effective clinical pathways and
outcomes.
National Clinical Audits are either funded by the Health Care Quality Improvement
Partnership (HQIP) through the National Clinical Audit and Patient Outcomes Programme
(NCAPOP) or funded through other means. Priorities for the NCAPOP are set by the
Department of Health with advice from the National Clinical Audit Advisory Group (NCAAG)
During the reporting period 1st April 2015 to 31st March 2016, 11 National Clinical Audits and
4 National Confidential Enquiry covered NHS services that Alder Hey Children’s NHS
Foundation Trust provides.
During that period Alder Hey Children’s NHS Foundation Trust 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 Alder Hey Children’s
NHS Foundation Trust was eligible to participate in during the reporting period 1st April 2015
to 31st March 2016 are contained in the table below.
The National Clinical Audits and National Confidential Enquiries that Alder Hey Children’s
NHS Foundation Trust participated in, and for which data collection was completed during
the reporting period 1st April 2015 to 31st March 2016, 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.
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Participation in National Clinical Audits and National Confidential Enquiries
during 2015/16
National Audit

Participation

% Cases submitted

Paediatric asthma
(British Thoracic Society)

Yes

Paediatric intensive care (PICANet)

Yes

Potential donor audit (NHS Blood &
Transplant)

Yes

Vital Signs (Children)
(College of Emergency Medicine)

Yes

Submitted 70 cases, which
was 100% of cases
available
Submitted 959 records,
which was 100% of cases
available
Cases for 2015/16 under
review by NHS Blood and
Transplant
Submitted 100 cases, which
was 100% of cases
available.

Children

Acute care
Severe trauma (Trauma Audit & Research
Network)
Cardiac
Cardiac arrest (National Cardiac Arrest
Audit)

Yes

Submitted 150 cases, which
is 100% of cases available

Yes

Submitted 35 cases, which
was 100% of cases
available
Submitted 742 cases, which
was 100% of cases
available

Paediatric cardiac surgery (National
Institute for Cardiovascular Outcomes
Research (NICOR)
Congenital Heart Disease Audit)

Yes

Cardiac arrhythmia (Cardiac Rhythm
Management (CRM)

Yes

Submitted 30 cases which
was 100% required for the
audit sample

Yes

Submitted 30 cases, which
was 100% of cases
available

Paediatric Diabetes (RCPH National
Paediatric Diabetes Audit)

Yes

Renal Replacement therapy (UK Renal
Registry)

Yes

Submitted 1013 records to
the audit which was 100% of
cases available
Submitted 50 cases, which
was 100% of cases
available.
(Transplants: 39, PD: 6,
HD: 5)

Long term conditions
Ulcerative colitis & Crohn’s disease
(National IBD Audit)
Biological Therapies
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National Confidential Enquiries
Confidential Enquiry into Major Burns in
Children (CEMBIC)
Chronic Neurodisability - National
Confidential Enquiry into Patient Outcome
and Death (NCEPOD)
Young People's Mental Health - National
Confidential Enquiry into Patient Outcome
and Death (NCEPOD)

Participation
Yes

Suicide in children and young people
(CYP) - National Confidential Inquiry into
Suicide and Homicide by People with
Mental Illness (NCISH) - University of
Manchester
Perinatal mortality and morbidity
confidential enquiries (term intrapartum
related neonatal deaths) - MBRRACE-UK
- National Perinatal Epidemiology Unit
(NPEU)

Yes

% cases submitted
No applicable cases in
2015/16

Yes

Yes

Yes

26 cases submitted which
was 100% of cases
available. This study is
ongoing into 2016-17
0 cases submitted

22 cases submitted which
was 100% of cases
available.

Actions arising from National Clinical Audits
The reports of 6 National Clinical Audits were reviewed by the provider in the reporting
period April 1st 2015 to March 31st 2016 and Alder Hey Children’s NHS Foundation Trust
intends to take the following actions to improve the quality of healthcare provided.
National Clinical Audit

Actions

Paediatric asthma
(British Thoracic Society)
Paediatric intensive care
(PICANet)

The national audit report for 2015/16 data has not been
published yet.
The national audit report was reviewed and discussed on the
Paediatric Intensive Care Unit (PICU). We are always
commended for the quality of the PICANET data set.
Potential donor audit (NHS Awaiting publication of national audit report for 2015/16.
Blood & Transplant)
Vital Signs (Children)
Presented and discussed in the Emergency Department
meeting in November 2015.
(College of Emergency
Action/ Recommendation:
Medicine)
 Poster in the Emergency Department hub to prompt:
“Please document if your vital signs are abnormal and
action taken” and/or include in local induction.
 Consider giving card/sticker for ID badges with
reference ranges for vital signs especially for those new
to paediatrics.
 Poster in triage to prompt: “If your observations
abnormal, flag/handover for repeat set in 60 minutes”.
 Re-audit in 12 months.
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National Clinical Audit
Initial Management of the
Fitting Child (College of
Emergency Medicine)

Severe trauma
(Trauma Audit & Research
Network)

Cardiac arrest
(National Cardiac Arrest
Audit)
Paediatric cardiac surgery
(NICOR Congenital Heart

Actions
The audit report was reviewed by the Emergency Department
audit lead. Recommendations included the development of a
fitting child proforma that could possibly help doctors to record
all the relevant information. Written information at discharge
should be given to families.
For 2015 - 2016 Our data completeness and Data quality are
both 95%+
Alder Hey Hospital serves as a Major Trauma Centre for
Children for Cheshire and Merseyside, Lancashire and South
Cumbria, North Wales and the Isle of Man. TARN data is the
primary data source that supports the clinical governance of
the Major Trauma Service within Alder Hey, and across the
North West Children’s Major Trauma Network.
A quarterly validated Clinical Dashboard enables key
performance indicators across the service within Alder Hey to
be monitored. This data is discussed at regular Trauma
Support Group meetings to monitor trends, identify areas to
improve and highlight areas of good practice.
Three themed Clinical Reports are produced each year, one
per year focussing on a specific injury group. These are
presented and discussed at Trauma Committee and used to
inform a quality improvement programme.
These dashboards and reports are also shared through the
North West Children’s Trauma Network Governance meeting
whose membership includes Commissioners, Trauma Units,
North West Ambulance Service, North West Air Ambulance as
well as both Children’s Major Trauma Centres. TARN data
from across the network is used to understand both clinical
issues and the development of the network, helping to identify
items for the workplan of the network.
The data completeness measure has improved and data
accreditation has remained high for Alder Hey, indicating that
the information is reliable and providing confidence that
discussions and decisions are based on an accurate
representation of the trauma service.
The data has provided evidence of the effectiveness of the
trauma system resulting in a positive National Major Trauma
Peer Review, and has shown compliance with Commissioning
for Quality and Innovation (CQUIN) targets for complex lower
limb injuries.
Awaiting publication of national audit report for 2015/16.

The National Congenital Heart Disease Audit report was
published on 04 April 2016. The audit report showed that the
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National Clinical Audit
Disease Audit)

National Cardiac Rhythm
Management Audit
(NICOR)
Ulcerative Colitis and
Crohn’s Disaese
(National UK IBD Audit)
Biological Therapies

Diabetes
(RCPH National Paediatric
Diabetes Audit)
Renal Replacement
therapy
(UK Renal Registry)

Actions
Trust achieved an overall Data Quality Indicator of 97.3%
compared to 94.75% last year. An action plan was not
required as the audit standards are being met.
The national audit report was reviewed and Alder Hey is
meeting the audit standards.
The UK IBD audit is now transitioning to and merging with the
IBD Registry, moving towards an improved system for data
capture and quality improvement in IBD.
The national report will be published in September 2016 with
site reports distributed approximately two weeks prior.
Once transition has taken place on-going collection of
biological therapies data will be through the UK IBD Registry.
We are registered to continue entering data to this component
of the audit.
The quality of our data collection has improved and we are
using the TWINKLE system (diabetes specific data collection
software)
for data entry. Data entry is continuing until June 2016.
Awaiting publication of the national audit report for 2015/16.

Actions arising from Local Clinical Audits
There were a total of 163 local audits registered in the reporting period 1 st April 2015 to 31st
March 2016. There are 42 (26%) local audits completed. There are 107 (66%) audits that will
continue in 2016/17. There are 4 audits not yet started and 10 audits have been cancelled
(6%).
The reports of the completed local clinical audits were reviewed by the provider in the
reporting period April 1st 2015 to March 31st 2016 and examples of the outcomes are listed
below.
Local Audit

Actions

Audit of the efficacy and
adverse effects of Lacosamide
in Paediatric Epilepsy

The audit was presented at the International Child
Neurology Congress at Amsterdam, May, 2016. This
audit was a joint collaboration between The Royal
Manchester Children’s Hospital, The Royal Preston
Hospital , The Great North Children’s Hospital Newcastle
and Alder Hey NHS Founsation Trust.
Action/ Recommendation
 Lacosamide can be prescribed for generalised
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Local Audit

Audit of post-operative
haemoglobin testing after
primary corrective spinal
deformity surgery

Retrospective review of
outcomes of patients with
primary sclerosing cholangitis

Direct inpatient admissions unit
audit

360 feedback on the perception
of Infection prevention and
control team in Alder Hey
childrens Hospital

Actions
epilepsy in children (apart from its use in focal
epilepsy) given the efficacious results and side
effect profile.
 Lacosamide monotherapy can be considered in
focal epilepsy, especially in older children
(currently used as an adjunct in generalised
seizures with favourable outcomes).
 The results will be disseminated within the
paediatric neurology departments of all 4 sites.
 Re-audit in 3 years.
The audit was presented at the Trauma and
Orthopaedics mortality and morbidity meeting in May
2015.
Action/ Recommendation
 Day 3 haemoglobin blood tests should be
performed on a patient/ diagnosis specific basis
to prevent unnecessary tests being performed.
 Post operative instructions have been changed to
reflect this action plan.
 Re-audit in 12 months.
The audit was discussed with the Gasrtroenterology lead
in July 2015.
Action/ Recommendation
 No need for further action other than agree to
collaboration for data collection on a multicentre
basis so as to enhance the evidence behind the
diagnosis, management and follow up of this rare
morbidity.
 No change in practice as uniform and good
quality care according to limited evidence.
 Re-audit in 12 months.
The audit recommendations were agreed with the audit
supervisor in August 2015.
Action/ Recommendation
 Change of culture of proactive rather than
reactive.
 Electronic list updating system.
 Change of procedure: Phone the ward post
huddle. Or even move away from AM and PM list
distinction.
 Evaluate the pre-operative information we provide
and the understanding of parents.
 Re-audit in 6 months.
The audit was presented to the Infection Control Team in
July 2015.
Action/ Recommendation
 In order to obtain meaningful data, this survey
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Local Audit

Evaluating patients'
perspectives of the usefulness
of an intervention-specific
workshop, for cardiology
patients and their families.

National clinical audit of
inpatient care for young people
with ulcerative colitis This is a
prospective audit of inpatients
admitted for management of
ulcerative colitis

NICE Quality Standard 53
Anxiety Disorders Audit

Actions
should be repeated and should try and capture
feedback from all grades of staff.
 This will require an agreed strategy between the
Trust’s Infection Prevention Control and
Communications teams.
 Re-audit in 12 months.
The audit was presented at the Psychology/Paediatric
Cardiac Nurse Specialists meeting in September 2015.
Action/ Recommendation
 We have determined from this audit that there is
limited interest in developing an interventionspecific workshop for this particular patient group.
 The Paediatric Cardiac Nurse Specialists are
taking a lead on this to consider the benefit of
developing a condition-specific workshop for a
wider client group. If this is successful, this may
be repeated on a more regular basis.
 No re-audit required.
The audit was presented at the National Inflamatory
Bowel Disease (IBD) audit meeting in December 2015.
Action/ Recommendation
 PUCAI (Paediatric Ulcerative Colitis Activity
Index) score proforma to be used by nurses and
doctors – when available on Meditech 6.
 To use steroid reduction scheme – when
available on Meditech 6.
 IBD clinics to identify patients for anaemia and
Nobe protection – In the process of setting up
clinics in 2016.
 All IBD patients to go on the IBD registry.
 Update the existing Trust policy to reflect steroid
use and the steroid reduction scheme.
 Re-audit in 12 months.
The audit was presented at the Integrated Community
Services Clinical Governance meeting in Decenber 2015.
Action/ Recommendation
 We should aim for 100% compliance with NICE
quality standard 53.
 Ensure more rigorous documentation of patient’s
or carer’s consent for initiation of medication.
 Patients are to be provided with a suitable leaflet
about medication.
 Unlicensed use of medication needs to be
explained to the patients and carers and
documented suitably in the case notes.
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Local Audit

Re-audit of adherance to
guidelines for the management
of open fractures to the lower
limb.

How good are we at coding our
clinics?

Lithotripsy for paediatric renal
stone clearance

Quality of BadgerNet
documentation for PICU
admissions

Actions
 Re-audit in 12 months.
The audit was presented at the Department of Plastic
Surgery in September 2015.
Action/ Recommendation
 Provide a joint Orthopaedics/Plastics Open tibial
fracture (OTF) education session.
 Review out of hour’s service.
 Emergency Department to bleep Orthopaedics
and Plastics.
 Provide paper versions of OTF pro forma
 Display posters in the New Hospital Emergency
Department and Theatres.
 Re-audit in 12 months.
The audit was presented at the Community Paediatric
Clinical Governance meeting in November 2015.
Action/ Recommendation
 Develop a ‘favourite list’ of codes on the hospital
system in liaison with the coding department that
is succinct, comprehensive, user friendly and
derived from ICD-10 codes / Snowmed.
(International Statistical Classification of Diseases
and Related Health Problems 10th Revision).
 Train clinicians regarding coding on the new
hospital system.
 Provide regular reminders to clinicians if coding
has not been completed.
 Re-audit in 12 months.
The audit was presented at the Liverpool-Manchester
Paediatric Urology Meeting in June 2015.
Action/ Recommendation
 To reconsider the use of lithotripsy in larger renal
stone burdens.
 Re-audit in 5 years.
The audit was presented at the Paediatric Intensive Care
Departmental meeting in September 2015.
Action/ Recommendation
 Improve the documentation of ward rounds.
Responsibility for this may be transferred to
Specialist Registrars (SpR) /Advanced Nurse
Practitioner (ANP) looking after patient on the
day.
 Family communications may be included in daily
day time reviews on BadgerNet.
 Ensure family communication is recorded on
BadgerNet soon after admission by the consultant
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Local Audit

Actions
/SpR/ANP.
Trigger on BadgerNet regarding named
consultant allocation if not done after 14 days of
stay.
 Spot checks on standards of documentation
quality to be carried out on a weekly basis
especially focusing on family communication and
ward rounds.
 Share these audit results with other team
members including SpR/ANP and new doctors
during induction.
 Re-audit in 6 months.
The audit was presented at the Alder Hey Orthopaedic
Departmental mortality and morbidity meeting in July
2015.
Action/ Recommendation
 For discussion at Alder Hey Orthopaedic
Departmental Mortality and Morbidity meeting.
 Re-audit in 12 months.
The audit was presented at the CFS Multi Disciplinary
Team meeting in January 2016. The recommendations
were agreed between the team.
Action/ Recommendation
 To reduce the waiting time for a first appointment
by restructuring clinics.
 To create a clear pathway for out of area referrals
working with primary/secondary care teams as
applicable to improve cohesion.
 Case by case liaison to be considered for out of
area needs and liaison.
 To create a clear inpatient pathway in order to
establish appropriate support for inpatient
rehabilitation.
 The team agreed to continue to deliver a
consistently high standard of care, and in
particular to continue to sensitively consider
engaging young people in difficult, personal
conversations and to respond to each individual’s
needs as appropriate.
 No re-audit was required as the actions specified
have been completed.


Post operative urinary retention
in orthopaedic frame
application procedures in
children: a baseline audit to
establish local guideline for
intraoperative catheterisation
Service evaluation of the
Chronic Fatigue Syndrome
(CFS) service

Management of clavicle
fractures

The audit was presented at the Alder Hey Orthopaedic
Departmental mortality and morbidity meeting in July
2015.
Action/ Recommendation
 Introducing a new referral pathway (September
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Local Audit

Actions
2015).
Designing patient information leaflets for clavicle
fractures.
 Re-audit monthly for first 6 months after the new
referral pathway has been implemented.
The audit was presented at the Carer Skills Passport
steering group meeting and to HENW (Health Education
North West) as part of the Carer Skills Passport report in
January 2016.
Action/ Recommendation
 Continue Carer Skills Passport development and
implementation.
 Develop and implement standardised training
competencies training materials and assessment
tools all as part of carer skills passport project.
 On-going evaluation as part of the next phase of
the project.
 First formal reassessment to take place in
approximately 2 years after implementation is
completed.
The audit was presented at the CFS/ME team meeting in
January 2015.
Action/ Recommendation
 To reduce waiting time to 8 weeks.
 To achieve 100% in ensuring screening bloods
are undertaken for all patients.
 Re-audit in 12 months.
The audit was presented at the Alder Hey Registrar
Alumini meeting in December 2015.
Action/ Recommendation
 Our results are comparable to international
results.
 Re-audit in 5 years.
The audit was presented at the General Paediatrics
Departmental audit meeting in March 2015.
Action/ Recommendation:
 Raise awareness of following guidelines through
departmental meetings.
 Inform the pharmacy team of any poor
compliance/knowledge of guidelines so that they
can emphasise during pharmacy training for
junior doctors at the start of each rotation.
 Changes to Senior House Officer (SHO) teaching.
Ensure greater emphasis is placed on prescribing
isotonic solutions and U+E monitoring during this
session.
 Re-audit in 6 months.


A Training Needs Analysis of
Parents and Carers of Children
& Young People with Complex
Healthcare Needs to Develop
Competencies for a Carer Skills
Passport

Chronic Fatigue Service /
Myalgic Encephalopathy
(CFS/ME) audit

Treatment of non idioptahic
clubfoot using ponseti method

Monitoring Urea and Electrolyte
(U+E’s) in patients on
Intravenous Fluid Therapy
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Local Audit

Actions

Audit on outcome following use
of Unilateral Foot Abduction
Orthosis

The audit was presented at the Orthoopaedics
Departmental audit meeting and the Alder Hey Alumni
meeting in December 2015.
Action/ Recommendation
 To re-audit the compliance and outcomes
following the use of the Denis Brown Boot.
 Re-audit in 12 months.
The audit is to be presented at an Emergency
Department meeting in April 2016.
Action/ Recommendation
 We should aim for 100% documentation of
diagnosis, severity of depressive episodes.
 We should aim for 100% documentation of Risk
Assessment.
 All patients diagnosed with depression should be
given age appropriate information about
diagnosis and this should be documented in case
notes.
 Consent to treatment should be recorded in all
cases.
 Risk management, including discussion around
an appropriate place of safety if indicated should
be documented.
 Re-audit in June 2017.
The audit was presented at the Surgical Cliniical
Business Unit Board meeting and the Clinical Quality
Steering group in August 2015.
Action/ Recommendation
 The Audit report is shared with the Surgical
Clinical Business Unit (CBU) Board and the
Clinical Quality Steering group.
 A comprehensive action plan is drawn up which
provides solutions and timescales for all identified
gaps, assigning a priority level to each action to
support focus on key issues.
 A Task and Finish group approach is taken to
addressing the current gaps.
 Repeat the audit with the same tool in 6 to 9
months’ time following the move to the Children’s
Health Park and then on a regular 12 month
basis.
The Initial audit report was presented to HENW (Health
Education North West) as part of the Carer Skills
Passport project meeting in January 2016. Further work
to finalise the report and recommendations is in

Re-audit of NICE Quality
Standard 48 Depression in
children and young people

Association for Perioperative
Practitioners (AfPP) Quality
Management System in
Theatres

Impact analysis of the
introduction of the Carer Skills
Passport
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Local Audit

Re-audit of the completion of
Liverpool Upper-limb Fracture
Assessment (LUFA) forms in
the Orthopaedic department of
Alder Hey Children’s Hospital

An audit of knowledge, attitude
and practice of completion of
Liverpool Upper-limb Fracture
Assessment (LUFA) forms at
Alder Hey Childrens Hospital

Patient Satisfaction Audit for
Sleep Unit (JanuarySeptember 2015)

Actions
progress.
Action/ Recommendation:
 Further development and implementation of
standardised competencies and training as part of
the Carer Skills Passport project.
 Development of a new policy to support the
implementation of the Carer Skills Passport.
 Development of new training competencies, a
standardised training package and assessment
protocol to support implementation of the Carer
Skills Passport.
 Re-audit after implementation of the Carer Skills
Passport.
 Further work will be undertaken as part of the
implementation process and after completion in 2
years.
The audit was discussed at the Orthopeadic
departmental meeting with the consultant supervisor in
January 2016.
Action/ Recommendation:
 To make changes to the induction programme for
Orthopaedics junior doctors.
 Recommend an audit of completion rates
between different staff grades.
 Re-audit in 6 months.
The audit findings were discussed with the audit
supervisor. This was a snap shot of prescribing practice
over 4 to 6 weeks. The evidence was not strong enough
to warrant changes to practice at this stage.
Action/ Recommendation:
 To make the induction process for junior doctors
more robust LUFA forms are to be placed in the
Orthopaedic SHO “Man-Bag”. (This action has
already been implemented).
 LUFA forms to be placed in the ward with the
case notes.
 Re-audit in 6 months to monitor LUFA use.
The audit was presented within the Sleep Unit in October
2015.and forwarded onto the wider team via email.
Action/ Recommendation:
 The patient feedback highlighted issues with the
Sleep Unit in its original location on the old Alder
Hey Hospital site, including lack of ensuite
facilities and the need to vacate the unit early the
following morning.
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Local Audit

Actions


Awareness of paediatric nurses
about management of
hypoglycaemic children

Refractions from Secondary
Visual Screening Service

Management of paediatric
femoral shaft fractures

These issues have been addressed since the
sleep unit was moved to the new hospital.
 A leaflet has been produced to send out to all the
patients and their families to give them feedback
on the survey and to give them details of our new
unit.
 Re-audit in 12 months.
The audit was presented at the Endocrine department
meeting in January 2016.
Action/ Recommendation:
 To set up a mandatory teaching session for all
staff nurses on “Essential information on how to
manage hypoglycaemia”.
 Develop written guidance on the emergency
management of hypoglycaemia. The endocrine
team will take a lead in this regard.
 Re-audit in 6 months.
The audit was presented at the Ophthalmology
Department meeting. The results were discussed with
line manager, contents agreed and then forwarded to
service managers and consultants in December 2015.
Action/ Recommendation:
 A problem/system orientated approach is needed
to verify and analyse the cause of the failure of
patients to receive a timely appointment or indeed
any appointment with the Optometric service.
 There is a requirement for the efficient utilization
of human, financial and other resources including
information systems. All this requires a
collaborative approach and consideration should
be given to the establishment of a named service
lead in Optometry to liaise with other service
providers
 Re-audit in 12 months.
The audit was presented at the Alder Hey annual
registrars meeting in 2015.
Action/ Recommendation:
 The audit demonstrated there is still debate in the
literature and no one method of management was
demonstrated to be superior.
 The patient numbers involved in the audit were
too small to have a major significance.
 Re- audit after a set number of sub muscular
plating’s have been undertaken.
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Local Audit
Follow-up Chest X-ray in
Simple Community Acquired
Pneumonia: an Audit of
Practice and Outcome.

Alder Hey Rainbow – Initial
Health Assessment (IHA) Audit

Rate of Prescribing Errors in
Alder Hey pre and post
introduction of Meditech 6.

Audit on treatment of viral warts
in paediatric patients

Actions
The audit was presented at the Radiology Departmental
meeting in February 2016.
Action/ Recommendation:
 Our results demonstrate the validity of the
guidelines and literature review that a routine
follow-up Chest X -Ray is not necessary or
indicated in children with simple community
acquired pneumonia managed in the community.
 Follow-up chest X- Ray only to be performed on
patients with radiological indication (round
pneumonia, collapse) and clinical indication;
ongoing or worsening symptoms after treatment.
 To document indication for follow-up chest X-Ray
on the initial chest X-Ray (to implement in
practice from now on).
 If possible, to book an appointment for follow-up
chest X-Ray in 4-6 weeks, if not, then write to GP
to request follow-up chest x-ray in 4-6 weeks.
 Re-audit in 12 months.
The audit was presented at the Community Team
meeting in February 2016
Action/ Recommendation:
 To develop a new pathway for Child Protection
examination to IHA (initial health assessment).
The audit was presented at the Medication Safety
Prescribing Committee meeting.in November 2015.
Action/ Recommendation:
 Provide monthly feedback to prescribing clinicians
on significant/serious errors.
 Meditech V6 prescribing training to include
highlighting system defaults which may lead to a
prescribing error.
 Ensure documentation of prescribing errors is
robust including highlighting the potential severity
of the error.
 Re-audit in 3 months.
The audit was presented at the Dermatology
departmental audit meeting in January 2016. The key
points audited were: the number of treatments
(Cantharidine, the strength of treatments used,
discussion of side effects and whether a patient
information leaflet was distributed.
Action/ Recommendation:
 Introduction of a policy regarding the treatment of
viral warts is to be implemented.
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Local Audit

Actions


Spectrum of Children's
Palliative Care audit

Audit of management of radial
neck fractures using elastic
stable intramedullary nailing

Management of Child
Tuberculosis Contacts: Impact
of proposed new NICE
guidelines

Management and outcome of
high grade blunt renal trauma
at Alder Hey over the last 10
years

Improve the documentation on the prescription
charts.
 Improve the documentation of the discussion
regarding the adverse effects of Cantharidine.
 Improve the documentation of patient information
being given.
 Nursing staff are now documenting on the
prescription charts when a patient is clear from
viral warts and when they have been discharged
from treatment.
 Re-audit in 2 to 3 years.
Audit completed and writing up. Collation of data with
other sites is in progress.
Action/ Recommendation:
 A new policy will link to nursing use of Spectrum
of Palliative Care needs as part of the nursing
assessment for activity of daily living 12 on
Meditech 6 nursing documentation section.
 Create a new guideline on identifying patients
with palliative care needs.
 Develop training for the implementation of routine
identification of patients with palliative care
needs.
 Re-audit once an action plan has been
implemented and embedded.
The audit is due to be presented at the Orthopaedic
Department mortality and morbidity meeting in May
2016.
Action/ Recommendation:
 To not use sharp tipped nails.
 To not use blunt tipped nails as only a fixation tool
if not used to effect reduction.
 To follow up patients weekly for at least 6 weeks.
 Re-audit in 2 years.
The audit was a review of the proposed NICE guidance.
Action/ Recommendation:
 Implementation of 2015 NICE guideline will
increase the requirement for IGRA tests. Relevant
resources to meet increased demand to be
identified.
 No re-audit required.
The audit was presented at the Alder Hey Surgical
Department audit meeting in January 2016.
Action/ Recommendation:
 No changes were recommended as our current
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Local Audit

An audit into the practice of
chemotherapy ototoxicity
monitoring in paediatric
audiology.
Audit of Audit (Trauma and
Orthopaedic Department)

Audit of the use of
methotrexate in inflammatory
bowel disease patients.

Orthopaedic ward round
documentation audit - October
2015

An audit for BAPRAS/BOA
standards for management of
open fractures of the lower
limb.
(British Association of Plastic,
Reconstructive and Aesthetic
Surgeons).
(British Orthopaedic
Association).

Actions
practice is in line with National guidelines.
 Re-audit in 3 years.
The audit was presented at the Urology Departmental
audit meeting in January 2016.
Action/ Recommendation:
 Update the information we provide to parents and
patients with renal trauma.
 Re-audit in 2 years.
The audit results were discussed with the audit
supervisors at the Trauma and Orthopaedic
departmental meeting in March 2016.
Action/ Recommendation:
 Recommend changes to the training agreement
between Clinical Supervisors and the trainee.
 Recommended changes to the custom and
practice of audit and quality improvement projects
will need to be reviewed with the consultant body.
 Re-audit in 2 years.
Presented to the Gastroenterology audit lead and the
Inflammatory Bowel Disease Specialist Nurses in a local
gastroenterology meeting in March 2016.
Action/ Recommendation:
 Ongoing recommendations are being formulated
around a new protocol for the follow up of patients
on methotrexate.
 Re- audit in 12 months.
Presented and discussed in the daily departmental
trauma meeting in January 2016.
Action/ Recommendation:
 The audit recommends that ward rounds should
always have a registrar present to lead them.
 A mobile computer should be made available by
the ward staff for the doctors to use on the ward
round.
 A nurse should either be available to accompany
the doctors on the ward run in their pod or to
update the doctors regarding the patients on
arrival at the pod.
 A ward round pro-forma should be considered to
prompt full and thorough documentation.
 Re-audit in 3 months.
Presented and discussed at the Orthopaedic team
meeting in March 2016.
Action/ Recommendation:
 Raise awareness of the guidelines in the
Emergency Department. To include a
BAPRAS/BOA tick box in the existing open
fracture pathway, in order to improve the quality
of care delivered.
 Improve communication with plastics regarding
first operation. Include Plastic Specialist
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Local Audit

Incidence of Hypercalcaemia in
patients with posterior urethral
valves (PUV)

Actions
Registrars in Trauma Call to ensure plastic
participation in first assessment. An early Plastic
input would help operation planning.
 Early pre-operation planning would result in an
appropriate and definite cover within 72 hours.
 As part of the Good Surgical Practice, postoperative notes should be printed out and
physically kept in the notes. This would improve
data collection and clarify the discharge plan.
 Following antibiotic guidelines at the first
assessment in the Emergency Department and
Theatre at induction and at first debridement
would improve quality of care but would also help
meeting the BAPRAS standards for treatment of
lower limb open fracture.
 No re-audit required as this was already a reaudit to complete the cycle.
Presented and discussed in the Nephrology Department
meeting in December 2015.
Action/ Recommendation:
 It would be good practice for clinicians to check
adjusted calcium of infants with PUV, especially
in the 1st and 2nd weeks of life. This would to
allow early diagnosis and treatment of possible
hypercalcaemia, which may accelerate
improvement of renal function, reducing the risk
of long term complications.
 No re-audit required.
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Participation in clinical research
The number of patients receiving NHS services provided or subcontracted by Alder Hey
Children’s NHS Foundation Trust (Alder Hey) in 2015/16 that were recruited to participate in
NIHR Portfolio adopted clinical research was 2322.
All research is governed by the EU Clinical Trial Directive, UK ethics committees and the
Trusts clinical Research Business Unit who carry out safety and quality checks to provide
organisational permission. This is a highly robust mechanism that ensures oversight of every
research study in the organisation. International Research, Education and Innovation is one
of the Trust’s four strategic pillars of excellence and as such elicits full support of the Board
of Directors. Furthermore, the Alder Hey/University of Liverpool refreshed ten year research
strategy states that “Every child (should be) offered the opportunity to participate in a
research study / clinical trial”. The strategy is patient focused and supports research from all
disciplines. The Trust is a member of Liverpool Health Partners (LHP), a consortium of
seven hospitals, the University of Liverpool and the Liverpool School of Tropical Medicine
working together to provide a world class environment for research and health education
across a regional footprint. As a significant stakeholder in LHP, Alder Hey demonstrates a
strong commitment to contributing to evidence-based, cutting edge healthcare aimed at
improving quality of care whilst holding patient safety, dignity and respect at the centre of
everything we do. One of the main strengths of Liverpool is that of pharmacology –
developing better safer medicines for children and young people and contributing to the
personalised medicine agenda. Being an organisation undertaking high quality patient
centred research means that Alder Hey contributes to the health and wealth of Liverpool and
the UK as a whole as well as having an international impact on treatments developed for
children. The infrastructure of expertise available at Alder Hey for setting up and successfully
delivering clinical research are led and managed by a dedicated team who form the Clinical
Research Business Unit (CRBU). The CRBU employs 40 research nurses, supports
approximately 226 studies at any one time and rigorously manages performance to ensure
high quality delivery to time and target. Alder Hey has an excellent track record of recruiting
the first patient globally to clinical trials, demonstrating that the organisation is at the forefront
of drug development in paediatrics.
Our clinical staff and associated academics lead and contribute to studies of the latest and
new treatment options, genetic profiling of diseases and research looking at drug safety
including adverse drug reactions (side effects).
Alder Hey was involved in recruiting patients to 193 open, NIHR portfolio adopted clinical
research studies and 75 non-portfolio studies during 2015/16, which is significant for a Trust
of its size. Whilst some studies report outcomes fairly quickly most will not be ready for
publication for a few years. The majority were research in the area of Medical Specialities
reflecting the prevalence of available research studies locally and nationally.
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01/04/2015 to 31/03/2016

SG1 (Oncology, Haematology,
Palliative Care)
SG2 (Nephrology, Rheumatology,
Gastro, Endocrinology, Dietetics)
SG3
(Respiratory,
Infectious
Diseases, Allergy, Immunology,
Metabolic Diseases)
SG4 (A&E, Gen Paeds, Diabetes,
Dermatology, CFS/ME)
SG5 (CAMHS tier 3 & 4,
Psychological Services & Dewi
Jones)
SG6
(Comm.
Child
Health,
Safeguarding, Social Work Dept.,
Comm Clinics, Neurodisability
Education, Fostering, Adoption,
Audiology)
SG7 (PICU, HDU, Burns)
SG8 (Theatres, Daycase Unit,
Anaesthetics Pain Control)
SG9 (Gen Surgery, Urology,
Gynae, Neonatal)
SG10
(Cardiology,
Cardiac
Surgery)
SG11 (Orthopaedics, Plastics)
SG12 (Neurology, Neurosurgery,
Craniofacial, LTV)
SG13 (Specialist Surgery, ENT,
CL&P,
Ophthalmology,
Maxillofacial,
Dentistry,
Orthodontics)
SS1 (Radiology)
SS2 (Pathology)
SS3 (Pharmacy)
SS4 (Therapies, EBME, Central
Admissions, Bed Management,
Medical
Records,
Generic
Outpatients)
NON-CBU
CNRU
Non Classified
TOTAL

NIHR
Studies

Number of
Participants

Non-NIHR
Studies

Number of
Participant
s

38

190

13

20

50

173

10

136

31

654

11

14

10

370

5

5

0

1

2

1

4

51

3

18

9

36

2

2

1

8

13

41

1

5

2

0

1

0

2

52

3

22

27

99

5

9

4

80

3

14

1
0
1

0
0
295

3
0
1

3
0
0

0

0

0

0

2
0
1
193

0
0
0
1977

2
1
1
75

12
0
0
345

15
0

The Quality Account deals with research activity during the 2015/16 period. In addition to
this, the CRBU published performance data on the Trust website indicating the time it takes
to set up and study and the time taken to recruit the first patient once all permissions have
been granted. Alder Hey performs well in this respect. Furthermore, over 80% of studies
conducted at Alder Hey recruit the agreed number of patients within a set time and to agreed
targets (100% for commercial research). In September 2012 Alder Hey opened a National
Page 66 of 73

Institute for Health Research Clinical Research Facility (CRF). This was a capital project
supported with investment from the Trust and is a clinical area utilised purely for research
patients providing a dedicated research environment. This resource helps facilitate research
by providing a bespoke location for research on a day to day basis and has successfully
been used to care for research participants overnight who need regular intervention or tests
on a 24hour basis. One of the many advantages of having a fully operational CRF is that it
will enable investigators to not only undertake later phase research studies but also to
undertake more complex and earlier phase studies (Experimental Medicine types of activity)
dealing with developing new cutting edge medicines and technologies which are often
lacking in children’s healthcare. This has become the main focus of the CRF over the last
few years. The CRF will lead to improvement in patient health outcomes in Alder Hey
demonstrating a clear commitment to clinical research which will lead to better treatments for
patients and excellence in patient experience.
There were over 350 members of clinical staff participating in research approved by a
research ethics committee at Alder Hey during 2015/16. These included consultants, nurse
specialists, pharmacists, scientists, clinical support staff and research nurses from across all
Clinical Business Units.
Over the past four years the Trust has witnessed a growth in commercially sponsored
studies. There are over 40 commercial studies open to recruitment and much focus on the
use of novel monoclonal antibodies (mAbS) or disease modifiers. mAbS have been used
primarily in Rheumatology and Oncology but are becoming available in other sub-specialities
such as Respiratory Medicine and Diabetes. They work by acting on the immune system to
overcome the cause of the disease rather than treating the symptoms. Duchenne Muscular
Dystrophy research has grown with new compounds being developed that address the root
cause of the disease. Significant quality of life improvements have been witnessed,
particularly in rheumatology patients treated with mAbS leading to increased mobility and a
reduction in pain and inflammation. These drugs are now being licensed for use in children
for the first time ever. Several patients at Alder Hey have been the first global recruits into
some studies and as such this bodes well as it demonstrates Alder Hey’s commitment to
supporting the speedy set up of clinical trials. The Trust has an established critical mass of
research activity in Pharmacology, Oncology, Rheumatology, Infectious Diseases,
Respiratory, Endocrinology/Diabetes, Critical Care and Neurosciences but is witnessing a
growth in research activity in Gastroenterology, General and Neuro Surgery Nephrology,
Emergency Medicine and Community Paediatrics.
Innovation projects such as those developing devices are also now supported by the CRBU.
This is the beginning of research and innovation coming together to share expertise and to
maximise engagement with small medium UK enterprises and large global companies.
Several of our consultants have been commended on their contribution to research and the
Trust is acknowledged by the National Institute for Health Research Clinical Research
Network as one of the top performing Trusts.
For more information on the research portfolio at Alder Hey please visit
www.alderhey.nhs.uk/research
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Use of the Commissioning for Quality and Innovation Framework (CQUIN)
payment framework.
Alder Hey’s income in 2015/2016 was not conditional on achieving quality improvement and
innovation goals through the Commissioning for Quality and Innovation payment framework
because the Trust adopted the Default Tariff Option for that year.

Statements from the Care Quality Commission (CQC)
Alder Hey is required to register with the Care Quality Commission and its current
registration is in place for the following regulated activities: diagnostic and screening
procedures, surgical procedures, treatment of disease, disorder or injury and assessment or
medical treatment for persons detained under the 1983 Act. Alder Hey remains registered
without conditions.
The Care Quality Commission has not taken any enforcement action against Alder Hey
during 2015/16.
Alder Hey has participated in special reviews or investigations by the Care Quality
Commission relating to the following areas during 2015/16:


A focused re-inspection on 15th and 16th June 2015 to check whether improvements
had been made following the inspection May 2014 and in addition::
- An inspection of Child and adolescent mental health wards
- An inspection of Specialist community mental health services for children and
young people
- An inspection of the Trust’s diagnostic services as part of the Outpatient service



Focused inspection of the new build on 22nd September 2015 prior to its opening in
October to review the building, environment and process for transfer into the new
hospital, based upon the most relevant parts of the 'safe' and 'well-led' domains.

During the focused re-inspection in June 2015 the CQC inspected the following core
services in full:
 Critical Care
 Outpatients and diagnostic imaging services
 Transitional services
and looked at the ‘Safe’ domain in the following services:
 Medical care
 Surgery
An overall rating of ‘good’ was given, with an ‘outstanding’ rating for the ‘caring’ domain.
The inspection of Dewi Jones Child and adolescent mental health wards resulted in an
overall rating of ‘good’, with an ‘outstanding’ rating for the ‘caring’ domain.
The inspection of Specialist community mental health services for children and young people
resulted in an overall rating of ‘requires improvement’, with ‘good’ ratings for the ‘effective’,
‘caring’ and ‘well led’ domains.
The inspection that took place prior to the move to the new hospital in September 2015, did
not assign any ratings. Three recommendations for actions the Trust should take were
made focusing on: security risk assessments, the female changing area in Theatres and the
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nurse call system in Intesive Care. These have subsequently been actioned. The inspection
also noted a number of areas of outstanding practice.
Data Quality
Alder Hey Children’s NHS Foundation Trust submitted records during 2015/16 to the
Secondary Users service for inclusion in the Hospital Episode Statistics which are included
in the latest published data. The percentage of records in the published data:
 Which included the patient’s valid NHS Number was: 99.49% for admitted patient
care; 99.66%for outpatient care; and 99.26% for accident and emergency care.
 Which included the patient's valid General Medical Registration Code was: 100% for
admitted patient care; 99.99% for outpatient care; and 99.96% for accident and
emergency care
Alder Hey Children’s NHS Foundation Trust will be taking the following actions to improve
data quality: A suite of data quality reports will continue to be run daily and weekly to ensure data
is monitored and corrected, where necessary.
 Work closely with the Information Dept. to identify any data issues or areas of data
weakness, which will be investigated and remedial action agreed
 Fulfil a schedule of regular data audits, reporting findings to relevant managers and
monthly Data Quality committee
 Develop and utilise a Data Quality dashboard, which includes key data items from
throughout the patient pathway, to monitor data quality and facilitate improvement
 Workshops and refresher training sessions arranged to ensure staff are fully aware of
the importance of Data Quality and the integrity of the data is accurate at source
 A review of the Trust’s data quality framework will form part of a broader internal
refresh of quality, resource and governance, to consolidate ‘best practice.

Information Governance Toolkit attainment levels
Alder Hey Children’s NHS Foundation Trust Information Governance Assessment Report
overall score for 2015/16 was 83% and was graded as satisfactory (green).

Clinical Coding Error Rate
Alder Hey Children’s NHS Foundation Trust was subject to the Payment by Results clinical
coding audit during the reporting period by the Audit Commission and the error rates
reported in the latest published audit for that period for diagnoses and treatment coding
(clinical coding) were:
• Primary Diagnoses Incorrect 7.5%
• Secondary Diagnoses Incorrect 14%
• Primary Procedures Incorrect 7 %
• Secondary Procedures Incorrect 13%
The results should not be extrapolated further than the actual sample audited and the
services audited during this period included:
•200 Random Finished consultant episodes
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Performance against national priorities
The Trust achieved all national priorities as indicated below:
The performance of Alder Hey against the Compliance Framework 2015/16 is demonstrated below:
Target or Indicator (per 2013-14
Risk Assessment Framework)
Summary Hospital level Mortality
Indicator (SHMI)1

Threshold

National
Performance

Qtr1

Qtr2

Qtr3

Qtr4

n/a

n/a

n/a

n/a

0

0

0

0

6.9

0

10.8

0

0

C. Difficile Numbers – due to
lapses in care
C. Difficile - Rates per 100,000
Bed days
18 Week RTT Target Open
Pathways (Patients still waiting for
Treatment
All cancers: two week GP
referrals

92%

92.6%2

92.2%

92.1%

92.2%

92.1%

100%

94.8%3

100.0%

100.0%

100.0%

100.0%

All cancers: one month diagnosis
(decision to treat) to treatment

100%

97.8%3

100.0%

100.0%

100.0%

100.0%

All cancers: 31 day wait until
subsequent treatments

100%

97.8%3

100.0%

100.0%

100.0%

100.0%

A&E - Total time in A&E (95th
Percentile) <4 hours

95%

92.8%4

96.3%

95.3%

83.1%

84.5%

7.0%

6.9%

8.2%

7.4%

3.6%

8.2%

5.7%

7.4%

Readmission rate within 28 days
of Discharge

0-15 Years:
16 Years &
over:

Target or Indicator (per 2013-14
Risk Assessment Framework)
% of Staff who would recommend
the trust as a provider of care to
their family or friends

Threshold

Staff Survey results:
% staff experiencing harassment,
bullying or abuse from staff in the
last 12 months
Staff Survey results:
% believing that trust provides
equal opportunities for career
progression or promotion) for the
Workforce Race Equality
Standard
Financial & Service performance
Ratings5

National
Performance

Qtr1

Qtr2

Qtr3

Qtr4

86%

84%

Not required

88%

23%

24%

88%

82%

4

2

2

2

Rate of Patient Safety Incidents
per 1000 bed days

54

63

78

82

Patient Safety Incidents and the
Percentage that result in Severe
Harm Death

0%

0.1%

0.2%

0.1%

1

Specialist Trusts are excluded from SHMI reporting

2

National Performance based on most recent published data for April 2015- Jan 2016.

3

National Performance is based on most recent published Quarter 3 data for 2015/16. Alder Hey had 1 breach of the Children’s Cancer
standard (1 month from Referral to Treatment) and this was as a result of delay for clinical reasons
4

A&E National Performance based on most recent published data for April 2015- Jan 2016.
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5

Quarter 1 reported under the old CSR ratio. From Quarter 2 rating has been reported under the new FSRR ratio.

The Trust considers that this data is as described for the following reasons.
 The indicators are subject to a regular schedule of audit comprising completeness and accuracy checks which are reported monthly to
the Performance Management Group
 The Data Quality Audit Plan will increase the frequency and scope of audits for 2014-15.
The Trust is taking the following actions to improve the scores and the quality of its services, by
- For RTT Performance – increasing capacity and improving waiting times for first appointment.
For all other indicators the trust is maintaining and improving where possible, current performance.
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Statement of Directors’ responsibilities in respect of 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 2015/16;
 the content of the Quality Report is not inconsistent with internal and external
sources of information including:
o
o






Board minutes and papers for the period April 2015 to May 2016
Papers relating to Quality reported to the board over the period April 2013 to
May 2014
o Feedback from the commissioners dated XX/XX/2016
o Feedback from governors dated XX/XX/2016
o Feedback from Local Healthwatch organisations dated XX/XX/2016
o The trust’s complaints report published under regulation 18 of the Local
Authority Social Services and NHS Complaints Regulations 2009, dated April
o The 2015 national staff survey dated March 2016
o The Head of Internal Audit’s annual opinion over the trust’s control
environment dated April
o CQC Intelligent Monitoring Report dated May 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;
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
NB:sign and date in any colour ink except black
---------------------------------Date--------------------------------------------Chairman

---------------------------------Date--------------------------------------------Chief Executive

