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Part 1 Statement of Quality from the Chief Executive
The Walton Centre Foundation Trust welcomes the opportunity of demonstrating through the
Quality Account (QA) that we have a continual focus on improving the quality of our services.
This is the Trust’s seventh Quality Account and demonstrates progress on the Trust’s quality
improvement priorities, which were established in 2015. All the priorities have been identified in
partnership with stakeholders that include; the Council of Governors, patient representatives,
specialist commissioning and members of Healthwatch. In addition the Quality Account includes
targets set for the coming year and a range of prescribed mandatory information including;
compliance with national audits, complaints and information relating to research governance and
data quality.
The three domains of quality are:

Patient Safety



Clinical Effectiveness



Patient Experience

During 2015/16, the Trust continued to monitor services across these three domains of quality
and reported progress on the improvement priorities to the Quality Committee and then to the
Board of Directors and governors.
The Trust has a robust performance management framework, developed with Commissioners
and with the Welsh Health Specialised Services Committee. NHS England (Cheshire &
Merseyside) as specialist commissioner undertakes the lead in performance managing the Trust
against its statutory and NHS plan targets as part of the local health economy review process.
Regular contract quality performance meetings have taken place throughout 2015/16 and most of
these have been attended by colleagues from Liverpool and Sefton CCG.
At The Walton Centre quality is the “golden thread” that runs through all our work. The Trust
measures and monitors key performance indicators for safety and quality, which are included in
corporate performance quality reports, reported monthly through committees and to the Board of
Directors.
The Audit Committee, the Quality Committee and Business Performance Committee provide
robust challenge and reporting on quality issues. The sub groups to the Quality Committee
includes four sub groups which provide MDT challenge and include Patient Safety Group, Clinical
Effectiveness & Service Group, Infection Control Committee and Patient Experience Group.
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They have improved the internal management and assurance processes and can evidence a
renewed focus on learning lessons from incidents, complaints and audit findings.
The delivery of our quality improvement priorities are currently monitored through the Quality
Report which is presented to the Quality Committee and Trust Board. The progress of each
indicator is assessed and rated as Red, Amber or Green against expected performance levels.
The Trust can report significant improvements across these improvement priorities during
2015/16 including:

Reduction Clostridium Difficile cases



Zero Grade 3 and Grade 4 pressure ulcers



Development of a Carer Strategy



Implementation of Therapeutic Specialling



Increasing the reliability of early detection and treatment of the deteriorating patients (

One of the Trusts strategic objectives is improving quality, and a number of initiatives and
programmes have been progressed in 2015/16 to specifically address the objective. These
include ongoing participation in the national ‘Signup to Safety’ Campaign and making our Trust
pledges to improving safety, by publishing a new Quality and Patient Safety Strategy and Patient
Experience Strategy.
As we move into 2016/17 the Trust strives to continually improve all our services, working in
partnership with our patients and their relatives to understand and respond to their needs and
wishes. In detailing our achievements and forthcoming priorities, I confirm that the information
provided in this account is accurate to the best of my knowledge.
I would like to take the opportunity to thank the staff across the Trust for their hard work and ongoing commitment to delivering the highest standards of patient care.

Chris Harrop, Chief Executive
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Part 2 Improvement Priorities and Statement of Assurance from Board
At the end of each financial year the Trust identifies, (working collaboratively with
stakeholders), areas of focus for improvement for the forthcoming year. At this time it also
allows the Trust to reflect on the year’s previous performance against the identified quality
improvement priorities.
The delivery of the quality improvement priorities are monitored through meetings of the
Quality Committee, chaired by a Non-Executive Director. All sub groups focus on differing
elements of the 3 domains of quality: patient safety, clinical effectiveness and the patient
experience.

The Director of Nursing and Quality is the Executive Lead responsible for

delivering the plan and designates duties to operational leads for each of the priorities.
All of the priorities were identified following a review by the Board on the domains of quality
reported in 2014/15. Consultation with patients, governors, commissioners, Healthwatch
and other external agencies also informed the Board when focusing our priorities for
2015/16.
The Trust is committed to embracing improvement across a wide range of issues to achieve
excellence in all areas of care. The following section includes a report on progress against
the three improvement priorities area for 2015/16.

6

2.1

Improvement Priorities for 2015 – 2016 - ‘How well have we done?’

In February 2015, the Board of Directors undertook a full review of quality indicators used by
the Trust for the previous financial year and acknowledged the work implemented to ensure
each indicator was successfully implemented and monitored. At this review, quality priorities
were identified and agreed for 2015/16. The improvement priorities all contained specific
indicators which have been monitored over the last twelve months to provide evidence of
sustainable improvement.
Performance has been managed through subcommittees to Trust Board.

Operational

groups within the Trust have been responsible for the implementation of the quality priorities
and reporting to committees as required. Merseyside Internal Audit Agency (MIAA) has
been fully involved in the Trust during 2015/16, providing regular reviews and assurance via
the Audit Committee. Bi-monthly quality meetings to review quality assurance reports have
taken place with the commissioners, ensuring external scrutiny and performance
management.
2.1.1

Patient Safety

Priority 1: Reducing clinical nurse sensitive indicator avoidable harms.
•

maintaining zero tolerance for grade 3 & 4 pressure ulcers

•

Sustaining best practice for the prevention of healthcare associated infection

•

Preventing falls with moderate harm.

The Trust has made significant progress in reducing harm over the last few years with the
programmes it has implemented, the goal is to continue to build on this practice, sustaining
good practice and preventing harm to patients. The Trust objective is to sustain best practice
and have a zero tolerance culture to avoidable harm.
Outcome:
Compliance with best practice care and prevention of avoidable harm to patients has been
successful in a number of areas identified in 2015/16, although some areas have proved a
challenge and will continue to be an area of focus going forward.
a) Maintaining zero tolerance for grade 3 & 4 pressure ulcers
The Trust has successfully maintained a zero tolerance with grade 3 & 4 pressure ulcers,
with none occurring during 2015/16.
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b) Sustaining best practice for the prevention of Healthcare Associated Infection
(HCAI)
The Trust has had one MRSA bacteraemia in-year against a zero trajectory. The annual
trajectory of Clostridium Difficile was 10 cases for PHE, and 12 cases for Monitor with the
Trust reporting nine cases a significant reduction for the Trust and the least number of
patients with clostridium difficile in a year for the last three years.

Clostridium Difficile
Attributed to the Trust 2015/16

Non Trust assigned (pre 48 hours) 2015/16

Trajectory 2015/16

Attributed to 2014/15

Attributed to 2013/14
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The Trust has taken a proactive approach in focusing on reducing Clostridium Difficile. This
work has included, strict antibiotic management and frequent in-depth cleaning programmes,
including the use of a hypochlorite fogging machine and procurement of an Infra-red
decontamination unit.
This year the Trust has also managed Carbapenemase-producing Enterobacteriaceae
(CPE). Six patients were colonised with CPE, and specific infection control actions were
implemented to reduce the risk of spread. Contact patients were cohorted until screens were
undertaken and proved negative, increased personal protection was used and the ward the
patients were on was closed and cleaned before reopening to patients.
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The Trust screens all high risk patients for CPE on admission and undertakes regular
screening in the areas containing high risk patients in the Trust.
The Trust has a ‘Stop think Sink’ campaign promotes hand hygiene and is actively
publicising good infection control practice. Hand-wash basins are located outside each
inpatient ward and use is monitored along with regular hand hygiene audits being
undertaken. Further patient information and advertising has been produced and the Trust
has included staff across the organisation and several executives and senior clinicans
leading the campaign.
The Trust has taken the opportunity to facilitate external reviews of infection control during
2015/16 to gain further assurance that all appropriate measures are in place. Good systems
and processes were noted with no undue concerns. Recommendations were accepted and
form an action plan to ensure continuous improvement.
c) Preventing falls with moderate harm.
The Trust has had four patients during 2015/16 who suffered moderate harm due to a fall.
Three patients were inpatients and one patient was attending a Pain Management
Programme. Three patients were unavoidable falls where all appropriate assessment and
care was in place with one patient falls where lessons have been learnt and improvement in
specialling care put in place.
Full Root Cause Analysis and investigations have taken place following these incidents. It
was identified that one of the falls was avoidable and lessons have been identified, which
have been actioned.
The Trust will continue to focus on preventing falls with moderate harm, continuing with
current initiatives, and developing new.
Priority 2: Auditing of infection rates in external ventricular drains (EVD)
External ventricular drains are placed at operation by neurosurgeons into the fluid-filled
cavities (ventricles) deep in the brain. Complications include; infection or the tube blocking.
Should this occur it considerably increases patients length of stay on the intensive care unit
and can result in deterioration in their condition or even death.
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The Trust's EVD infection rate compared well with other neurosurgical units in the UK.
However, given the devastating consequences of each infection, the Trust identified an audit
of the incidence, contributing causes, treatment and impact of EVD infections that occurred
to assist in ensuring best practice was being delivered and infection rates were as low as
possible.
Outcome:
The audit, undertaken with other neurosurgical centres as part of a research study, was
proposed to inform best practice and help the Trust learn and improve infection rates and
improve care in a high-risk area for patients having surgical drains. The study was a
prospective, multi-centre audit of EVD management in the United Kingdom (UK) and Ireland.
The audit aimed to include patients of all ages who have an EVD inserted in participating
centres.
The Trust fully participated in the research study , undertaking audits of 22 patients and
identifying that the Trust is below national rates with a 10% infection rate compared with a
13.2% national rate benchmark.
Although further analysis and publishing of the data is required, it can be identified from
these initial results that the Trust has assurance that best practice is in place, there is a
lower than average number of infections which would anticipate improved patient outcomes
in the future.
Priority 3: Improving Medication Safety
Medication errors is one of NHS most reported incidents. This focus builds on the work
understanding our errors, improving systems/processes through our electronic prescribing
and medication safety thermometer undertaken during 2014/15. It allowed the Trust to
benchmark practice and learn, improving our patients’ safety further.
Outcome:
The Trust has been undertaking audits monthly to identify any issues in medication safety.
This is inputted into the National Medication Safety Thermometer toll, to allow benchmarking
with other organisations. The Trust is benchmarking well against national comparators.
A Safer Medicines Steering Group has been established, chaired by the Medical Director,
which reviews medication errors and safety concerns, alongside results of the monthly audits
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developments. Electronic Prescribing (EPMA) is now fully embedded in the Trust, and this
has seen an eradication of errors relating to handwriting and transcribing prescriptions.
The Trust recognises the continued importance of monitoring medication errors, identifying
this in relation to cancelled surgery in the quality objectives for the coming year. It will
continue to strive to have safer systems and processes in place for medication prescribing
and administration, with a focus on being a continually learning organisation.
2.1.2

Patient Effectiveness

Priority 1:

Increasing the reliability of early detection and treatment of the

deteriorating patients (including sepsis bundle)
Research shows that failure to recognise and treat patients whose condition is deteriorating
is an area of significant unintended harm in the healthcare environment. In 2013, 5% of all
incidents reported nationally related to the deterioration of a patient, this rose to 8% within
the acute sector. Deterioration in acutely unwell patients can happen quickly and have
catastrophic effects.
It was identified by reviewing a number of key areas of practice in the multi-disciplinary team;
significant improvements in rates of harm could be achieved. The Trust objective was to
improve practice and introduce best care bundles for the Trusts sickest patient’s. e.g.
embedding best practice in sepsis care and Acute Kidney Injury (AKI).
Outcome:
The Trust has introduced best care bundles to support Sepsis and Acute Kidney Injury (AKI).
The Trust is measuring performance and compliance with best practice in both areas. The
results gained to date demonstrate improved quality of care, good utilisation of the
processes developed, increased knowledge of staff and timely action to treat or refer
patients.
The Trust has introduced a sepsis pathway to help staff recognise the signs of severe sepsis
at an early stage and this has been rolled out training facilitated by the Trust SMART team.
The pathway includes six specific nationally recommended interventions. The aim is to
ensure rapid diagnosis of sepsis enabling delivery of antibiotics, alongside the other
interventions, within an hour of sepsis identification to more than xx% of patients. The graph
below illustrates our progress towards this goal. Insert graph
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Priority 2: Introduction of E observations
Critical care outreach and acute care teams have encouraged the use of early warning
scoring systems to enable a more timely response to, and assessment of, acutely ill patients.
The system optimises delivery of safe, equitable and quality care for all acutely unwell,
critically ill and recovering patients. At the Walton Centre, this method of monitoring patients
has been adapted to support neurological conditions and is used routinely, in all acute
areas, with patients at every stage of their care pathway.
The priority was the development of a neuro centre specific electronic early warning system
for patient’s observations.
Outcome:
The system has been fully piloted and an implementation plan developed and successfully
actioned with the electronic observation system now being operational across all ward areas
in the Trust. Evaluation of the system has been excellent, and the system now links into the
Trust electronic patient record, which allows all patient data to be accessed via a terminal or
IPad.
Development of a trigger system to alert medical staff to the early warning score is
progressing well and will be rolled out once piloted.
Priority 3: Introducing therapeutic specialling
Supporting patients who may have cognitive impairment or who are at risk of harm. The
Walton Centre, due to the nature of specialities and the patients has identified an increasing
number of patients who require one to one monitoring. This involves supporting patients who
may have cognitive impairment or who are at risk of harm
Feedback from staff, patients and relatives identified that this was an area for improvement,
building on the strong track record of keeping patients safe in the Trust.
Outcome:
The Trust has introduced therapeutic specialling on the wards and recruited 12 Health Care
Assistants to be dedicated to the role and other staff have also been trained in the
techniques.
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Introducing interventional therapy has improved the quality of the one to one specialling
experience, improving patient’s cognitive recall, finer dexterity and rehabilitation with
interactive sessions. An improvement in the patient’s experience of specialling, increased
staff engagement in the process and better patient outcome has been achieved based on
the qualitative feedback received from staff and patients’ relatives to date. An external
review of our specialling noted we had excellent processes in places and no additional
recommendations were made.
2.1.3

Patient Experience

Priority 1: Doubling the numbers of Volunteers
Volunteers play a very important role in the NHS. Working in a range of settings and
providing a variety of services alongside paid staff, volunteers are often a key part of patient
services. Volunteering can help people to gain new skills and experience and, for some, can
provide a stepping-stone to paid employment.
Feedback from volunteers and the public suggested that increasing volunteers as a key area
to develop and improve our services to patients further and the Trust committed to double
the number already in place.
Outcome:
The Trust has doubled the numbers of volunteers, increasing roles, adding extra value to the
services provided and review processes and management responsibility to ensure good
support to the volunteers.
Roles developed in the Trust to support established roles, such as the refreshment trolley
infection control and pain management include befriending volunteers and patient
experience volunteers. A new project to train volunteers to support End of Life Care services
in the Trust has been proposed and the project has received the Roy Ferguson Award for
2016/17, which will aid its implementation.
Priority 2: The development of a Carers Strategy
A carer is anyone who cares, unpaid, for a friend or family member who due to illness,
disability, a mental health problem or an addiction cannot cope without their support. Each
carer’s experience is unique to their own circumstances and carers often do not recognise
themselves in the role and do not access the help and support available to them.
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Feedback from patients and relatives with long-term conditions in the Trust indicated they
would welcome increased support to long-term carers and signposting to services. The Trust
identified an objective to develop and implement a carer’s strategy that would assist carers
to gain support and advice to enable them to carry out the role of a carer effectively.
Outcome:
We believe that carers should be able to seek the support they need at the time that they
need it and that they should be recognised as expert partners in care. With this in mind, we
follow the national vision that eventually carers will be universally recognised and valued as
being fundamental to strong families and stable communities.
The Trust has been working with carers, patients, staff, local groups, and other stakeholders,
to identify the requirements of a carer’s strategy. Incorporating national guidance and local
requirements. The Trust Carers Strategy has been developed and is being implemented
across the Trust and with local partners. This strategy sets out our commitment to carers up
to March 2019 as well as highlighting important areas of development that we believe will be
of most benefit to carers of people using our services
A steering group has been established in the Trust, which is chaired by the Head of Patient
Experience and reports to the Patient Experience Group, with membership increasing to
become more representative of carers and the patients they support. The Trust is joining
local carers groups and advisory boards as a health representative to increase internal
knowledge and communication of carer issues. We aim to work with local carers’ centres
and other local support services, and directly with carers, to develop effective partnerships
and ensure that carers are well informed, supported and enabled to be a carer as long as
they wish to be.
In the next 12 months the Trust plans to develop a ‘carer resource’, where carers can access
information and have a quiet place to speak to a member of staff or a volunteer from the
Brain Charity, who have agreed to support the resource.

14

Priority 3: Improving the care and experience of patients at End of Life
Improving the quality of end-of-life care in hospitals is a very high priority in the End of Life
Care Strategy published by the Department of Health. Over a quarter of a million people, die
in hospitals in England each year. This is more than the combined total for deaths at home,
in care homes and in hospices. Provision of good care at the end of life cannot be left to
palliative care specialists, and is an important part of the role of clinicians and nurses in the
Trust.
The Trust is prioritising this area in response to our patient feedback and to build on the
2014/15 improvements in End of Life Care further, ensuring the best of experiences for our
patients and ensuring the delivery of patient centred care.
Outcome:
The Trust has been successful in the review and implementation of the End of Life Care
Strategy, launching the Strategy in a week of events which included stalls, drop ins and staff
talks and training dedicated to End of Life Care.
The Strategy was developed in consultation with palliative care and neuroscience clinicians
to reflect the unique set of patients the Trust supports at End of Life. A new referral algorithm
has also been developed and implemented to give clear guidance on how to access general
and specialist palliative care advice in the clinical areas.
The Trust seconded an ‘Amber Care Facilitator’ to support the adoption of the ‘Amber Care
Bundle’, and this is now being rolled out across the wards, ensuring patient centred care is
delivered when a patients’ recovery is uncertain.
To support families at time of death and in bereavement, the Trust has developed a
bereavement folder, sympathy card and linen bags for the patients property, to provide
information and support; and maintain privacy and dignity for the family when they are
removing belongings.
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2.2

Improvement Priorities for 2016 – 2017 -- ‘What we want to achieve’

In February 2016, the Board of Directors undertook a full review of quality indicators used by
the Trust for the previous financial year and acknowledged the work implemented to ensure
each indicator was successfully implemented and monitored. At this review, quality priorities
were identified and agreed for 2016/17 with Governors, Healthwatch and Specialist
Commissioners.
Performance relating to these indicators will be managed through committees to Trust
Board. Operational groups within the Trust will be responsible for the implementation of the
quality priorities and reporting to appropriate committees as required. Merseyside Internal
Audit Agency (MIAA) will be fully involved providing regular reviews and assurance via the
Audit Committee. Bi-monthly quality meetings to review quality assurance reports will take
place with the commissioners, ensuring external scrutiny and performance management.
2.2.1

Patient Safety

Priority 1:

Medicines Safety Thermometer – reducing cancelled operations due to

inappropriate medications.
Reason for Prioritising:
Cancellation of operations in hospitals is a significant problem with far reaching
consequences. Cancelled operations cause a negative patient expereince and waste
resources and time for the Trust. They bring the additional administrative burden of rescheduling appointments or a blank theatre slot.
Cancellations also create untold financial, logistic, and psychological hardships for the
patients and their relatives who plan their working and family lives around the date of
operation. The patients and the relatives feel disappointed, frustrated, and anxious.
The Trust has identified that sometimes patients are cancelled due to patients taking
medication that that should have been omitted pre-operatively or not having been
commenced on medication that is required for the surgery to commence. This can be as a
result of patients not following instructions, poor communication between staff and patients,
or due to a prescribing error.
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Outcome:
A reduction in cancellations due to inappropriate medication administration/omission
Priority 2: Investing in IQIPS - a quality tool that measures patient experience for
neurophysiology patients
Reason for Prioritising:
The IQIPS programme has the aim of improving service quality, care and safety for patients
undergoing physiological diagnostics and treatment. The process of self-assessment,
improvement and accreditation offers the benefits of sharing best practice and the
opportunity to enhance efficiency, and brings national recognition to the service with a badge
of quality.
IQIPS involves self-assessment and external peer assessment against a set of 26
standards, including patient experience, to assess accurately the level of performance in
relation to established standards and to implement ways to continuously improve.
Outcome:
Improved patient safety and experience- ensuring that service delivery is patient-focused
and respectful of the individual and their specific requirements, assessed against national
standards.
Priority 3: Timely Risk Assessments
Reason for Prioritising:
The Trust has been working over the last few years to improve the timeliness of risk
assessments undertaken on admission and subsequently during their stay. These
assessments include infection control, risk of falls and nutrition.
An electronic assessment programme was introduced in 2013/14 to assist nurses in collating
the assessment data and to increase risk assessments compliance. This compliance has
increased to at least 95% of patient risk assessments being undertaken in 12 hours of
admission.
The Trust wants to increase this further to achieve 90% of risk assessments
undertaken in 6 hours.

17

Outcome:
Improved patient safety. Risjk assessments will be undertaken on at least 90% of patients in
less than 6 hours.
2.2.2

Patient Effectiveness

Priority 1 - Embedded Schwartz Rounds - involving a Governor/NED in the practice
Reason for Prioritising:
Doctors, nurses, health professionals and support workers all work extremely hard to deliver
the best possible care to patients. However, patients do not always have a good experience
of healthcare in the NHS– sometimes they do not understand what is happening, their
preferences are not taken into account or they are not spoken to sensitively. Often, this is
because staff feel challenged or stressed by the high pressure environment in which they
work.
The Schwartz Rounds give staff an opportunity to discuss their working lives in a supportive
and confidential environment. By regularly talking about their experiences, healthcare staff
re-connect with the reasons they went into healthcare and develop a greater understanding
of their colleagues. This fosters better teamwork and ultimately better care for patients.
The scheme allows staff to get together to reflect on the stresses and dilemmas that they
have faced while caring for patients. Studies show that Schwartz Rounds lead to an increase
in:
•

staff confidence in handling sensitive issues

•

beliefs in the importance of empathy

•

actual empathy with patients as people

•

confidence in handling non-clinical aspects of care

•

openness to expressing thoughts, questions and feeling

Outcome Required:
Schwartz Rounds embedded into the organisation, with the regular attendance of a
Governor/NED to support the process. The Trust anticipates the Schwartz Rounds will help
strengthen the organisational culture and make a significant contribution to improving patient
care.
. Read on fo
r more
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Priority 2: Greater breadth & depth to nurse Preceptorship Programme - for newly
qualified nurses
Reason for prioritising:

Preceptorship is a period of transition for the newly qualified registrant during which time
he or she will be supported by a preceptor, to develop their confidence as an
autonomous professional, refine skills, values and behaviours and to continue on their
journey of life-long learning.
The transition period from student to registered practitioner where nurses are adjusting
to their new role and consolidating their knowledge and skills can be stressful. It is a time
when many newly qualified nurses are left feeling inadequately prepared. A variety of
strategies to ease the transition process have been developed by the Trust, which aim to
increase confidence, competence, sense of belonging of new graduates, improve
recruitment and retention and reduce turnover costs. This will be enhanced further to
provide a greater breadth and depth to the programme in order to ensure newly qualified
recruits are more fully supported.
Outcome Required:

Increase in period of preceptorship, to include bespoke staff health and wellbeing
session for example on resilience and mindfulness to support the newly qualified staffs
transition. Furthermore, action learning sets are to be set up, with a skilled facilitator, to
provide a safe environment to discuss with colleagues challenges and stresses and
learn and support each other through the transitional time and form support networks for
staff in their roles.
Priority 3: Expand the Collective Leadership Programme
Reason for Prioritising:
The Senior Nurses within the Trust have been participating in a development opportunity to
enable the Trust to have a strong nursing leadership team fully equipped to drive improvements
and lead the workforce. Lead Nurses, Matrons and Ward Managers have embarked on a bespoke
programme.
Collective leadership represents a shift away from heroic leadership to an exclusive focus on
individuals and highlights the importance of more collaborative approaches. The Programme
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builds on staff strengths and experiences, challenging their views and outlook. Understanding
strengths and diverse leadership styles allows for self-development and building team rapport.
The Trust would now like to expand the programme to include band 6 Ward Sisters and staff
from other disciplines to enhance the organisations flexibility and resilience skills in order to
lead effectively in challenging times.
Outcome:
The programme is expanded to Ward Sisters and other disciplines, expanding the collective
leadership ability and ethos across the organisation.
2.2.3

Patient Experience

Priority 1: Increase in home IVIG service
Reason for prioritising:
Home infusion is a clinically appropriate treatment option for patients with a wide range of
acute and chronic conditions. Home infusion affords patients independence and better
quality of life because it is provided in the comfort of the patient’s home at a time that best
fits his or her needs. In addition, home infusion can provide improved safety, better
outcomes, and cost-effectiveness.
The home has been shown to be a safe setting for patients to receive infusion therapy.
Additionally, patients who have been discharged from the hospital are at reduced risk of
hospital-acquired infections, which can be caused by more virulent pathogens than those
that are community-acquired. This is particularly important for vulnerable patients such as
those who are immunocompromised.
Home infusion therapy benefits patients, providers, and commissioners – providing patients
with clinically appropriate treatment in the comfort and convenience of their own home,
improving patient experience, quality of life and yielding significant cost savings for all
involved. Home infusion can also play a role in improving medication adherence and
reducing unplanned hospital readmissions.
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Outcome Required:
An increase in the number of Jefferson Ward patients receiving IVIG therapy at home. To
support patients at home, the following will be put in place:


Patient and home assessment



Care coordination



Individualised patient planning



Patient education



Ongoing support

Home infusion therapy will benefit patients, providers, and commissioners – providing
patients with clinically appropriate treatment in the comfort and convenience of their own
home, improving patient experience, quality of life and yielding significant cost savings for all
involved..
Priority 2: More patients being consented for surgery at pre op clinics – increasing the
available thinking time for patients to consider and improving pt. information
Reason for prioritising:
Providing information is an important aspect of doctor-patient relationship. The need to
provide relevant and comprehensible information to patients before invasive procedures is
continuously increasing. Informed consent has replaced the notion of “the doctor knows
best”, with a more mutual patient-physician relationship where patients expect to be
informed of the risk of surgical interventions.
Pre-operative informed consent requires that the procedures be properly explained that the
patient understands the procedures and their risks, and agrees to undergo them voluntarily.
One reason for taking informed consent is that it provides assurance that patients and others
are neither deceived nor coerced. Hence, the process of obtaining consent is as important
as the contents.
Pre-operative assessment carried out prior to treatment, ensures that the patient is fully
informed about the procedure and the post-operative recovery, is in optimum health and has
made arrangements for admission, discharge and post-operative care at home. By improving
the planned admission process, you also enhance the patient experience and the clinical
process, as well as the efficiency and productivity of the Trust.
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Outcome Required:
Pre-operative assessment and consent embraced as an essential part of the planned care
pathway to enhance the quality of care. More patients attending pre-operative clinic and
more patients being consented in the clinic year on year.
Priority 3: Development of a Carer Resource
Reason for Prioritising:
Feedback from patients and relatives with long-term conditions in the Trust indicated they
would welcome increased support to long-term carers and signposting to services.
The Trust identified an objective to develop and implement a carer’s strategy that would
assist carers to gain support and advice to enable them to carry out the role of a carer
effectively and this has been implemented.
Moving forwards, it has been identified by carers and groups who support them, that a
resource area with carer and support services information, and a place to discuss concerns
about caring responsibilities would be a welcome addition to support available.
Outcome:
A resource area will be available for carers to access information and support.
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2.3 Statements of Assurance from the Board
During 2015/16, the Walton Centre provided and/or subcontracted for services in the
following specialist areas:


neurology



neurosurgery



pain management



rehabilitation

The Board of Directors has reviewed all the data available to it on the quality of care in the
four NHS services.
NB We have interpreted this as services covered by our Quality Committee that are
monitored by internal and external indicators and not necessarily a formal review.
The income generated by the relevant health services in 2015/16 represents 100% of the
total income generated from the provision of the relevant services by WCFT for 2015/16.
2.3.1

Data Quality

The data reviewed covers three dimensions of quality – patient safety, clinical effectiveness
and patient experience.
The Walton Centre takes the following actions to improve data quality:


The Trust continues to develop internal data collection systems to provide assurance
to the Quality Committee in relation to the accuracy of data quality.



The Trust continuously reviews its internal processes in relation to the measurement
and reporting of the quality indicators reported both to the Board and reported
externally. This includes reviewing the quality indicators outlined within the Quality
Accounts ensuring that there are standard operating procedures and data quality
checks within each quality indicator process
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Ward to Board nursing quality indicator data has been collated over the last five years that
includes data collection of not only information to support progress against the Quality Accounts
but additional nursing metrics to provide internal assurance and allow a clear focus for improving
the patient experience and delivery of care. This information supports the Trust in building year
on year metrics to show progress against important aspects of the patient journey. Improving
assurance around the process for data quality process will further strengthen the reporting of
information.
The Trust also reports key performance indicators to Quality Committee and Trust Board which
bring together efficiency, clinical effectiveness and patient experience.
2.3.2

Participation in Clinical Audit and National Confidential Enquiries

During 2015/2016, 5 national clinical audits and 3 national confidential enquiries covered
NHS services received by patients at The Walton Centre Foundation Trust.
During that period the WCFT participated in 100% of national clinical audits and national
confidential enquiries the Trust was eligible to participate in. The national clinical audits and
national confidential enquiries that the WCFT was eligible to participate in during 2015/2016
are as follows:
National Audits


Adult Critical Care (ICNARC / case mix programme



Severe Trauma - Trauma Audit & Research Network (TARN)



Falls and Fragility Fractures Audit programme – National Audi of Inpatient Falls 2015



National Emergency Laparotomy audit (NELA)



Specialist Rehabilitation for Patients with Complex Needs Following Major Injury

National Confidential Enquiries


Mental Health



Sepsis



Gastrointestinal Haemorrhage

The national clinical audits and national confidential enquiries that the WCFT participated in,
and for which data collection was completed during 2015/2016, are listed in the table 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 the audit or enquiry.
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National Audit

Participation % Cases
submitted

Acute care
Adult Critical Care (ICNARC / Case Mix Programme)

Yes

100%

Severe Trauma (Trauma Audit & Research Network)

Yes

100%

National Emergency Laparotomy audit (NELA)

Yes

100%

Yes

100%

Yes

100%

Older people
Falls and Fragility Fractures Audit programme – National
Audit of Inpatient Falls 2015
Rehabilitation
Specialist Rehabilitation for Patients with Complex Needs
Following Major Injury

National Confidential Enquiry into Patient Outcome and Death
Mental Health

Yes

Audit ongoing

Sepsis

Yes

100%

Gastrointestinal Haemorrhage

Yes

N/A

The organisational questionnaire was completed however;
no Walton Centre patient information was identified to be
provided.
The reports of 4 national clinical audits were reviewed in the reporting period 1st April 2015 to
31st March 2016 and the WCFT intends to take the following actions to improve the quality of
healthcare provided: National Audit

Actions

Adult Critical Care (ICNARC / Case 
Mix Programme)

The Trust will continue participating in the
ICNARC/Case Mix Programme by submitting data
for all patients admitted to Critical Care.
The Trust will continue to submit data to TARN and
will review individual cases as appropriate.
The recently published results have been discussed
at the Trust Falls Steering Group and leads have
been identified to produce an action plan which is to
be implemented and monitored.
Patient report recommendations currently under
review. Actions will be updated in April.
Currently no recommendations to be reviewed.
Actions will be updated in April.

Severe Trauma - Trauma Audit &
Research Network (TARN)
Falls and Fragility Fractures Audit
programme – National Audit of
Inpatient Falls 2015




National Emergency Laparotomy

audit (NELA)
Specialist Rehabilitation for Patients 
with Complex Needs Following Major
Injury
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Participation in Local Clinical Audits
The reports of 70 completed local clinical audits were reviewed by the Trust in 2015/2016
and Walton Centre NHS Foundation Trust intends to take the following actions to improve
the quality of healthcare provided: Neurology Clinical Audits
Audit title

Actions

Current practice in delivering
botulin toxin and associated
therapy against best practice
national guidelines.






Nutritional deficits on neuro
ICU (re-audit)





Audit of compliance with
major trauma rehabilitation
prescription





Complex Rehabilitation Unit
(CRU) Physiotherapy
Outcome Measures





The Outcome of sleep
deprived EEGs





Incomplete information available in notes when
compared to recommended RCP guidelines. Difficulty
identifying patients who had received intervention to
enable more efficient identification audit of
documentation in the future
Document pro-forma to be developed for MDT based on
RCP guidelines.
Development of centralised list of patient names that will
be updated by the treating consultant.
MDT training session to increase awareness and inform
of action plan
Patients miss a significant amount of their nutritional
prescriptions during the first 7 days of admission
secondary to a number of reasons.
Compliance with bowel care guidelines does not meet
recommended standards of 90%
Plan to re-audit once new enteral feeding guidelines
have been established
All of the trauma patients within sample were started on
the trauma prescription on admission to WCFT. Very
few missed the time limits, all secondary to decreased
trauma staffing on a weekend. However in general the
dedicated trauma therapy team improved referral
response and cohesive care of trauma patients
Set up feedback links with dieticians / speech therapists
– weekly handover. Feedback audit trauma therapy
team
Not all patients had outcome measures used on
admission, discharge and at intervals in between
Inform the CRU physiotherapy team of the findings in
relation to the CSP quality assurance standards with
regards to use of outcome measure on admission,
discharge and at regular intervals
Action implemented – re-audit planned November 2015
Out of 101 patients seen 83% of those fell asleep during
their recording 59% achieved light sleep 24% achieved
deeper stages of sleep.
To improve patients’ level of sleep ear plugs will be
offered to reduce back ground noise.
No areas for development were found
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Audit of patient satisfaction in 
line with department of
health requirement part 1

Funding requested for new flooring, seating and better
lighting to improve waiting room

Audit of recording CT
radiation doses and missing
images 2015





Cascaded to CT trainers
Discussed at departmental meeting
Re-audit due 12 months

Audit of non-medical
referrers in relation to IRMER
in Radiology at the Walton
Centre



None required

Audit of accuracy of voice
recognition software in
Radiology Reports 2015





Utilisation of low dose CT
brain in the work-up of
patients with shunts



Radiologists to be more vigilant in proof reading reports
Discussion at Directorate meeting
Consultant radiologist lead for audit to advise consultant
colleagues by email
Practise has improved, and it is likely appropriate, given
the very high use of LDCT for post-operative assessment
where routine use of LDCT is expected.
No specific recommendations are made.
Document brief history and examination in all reports
Temperature record Temperature probe available in
each clinical room and record temperature in official
report
If results- normal Examine one side of body with at least
one sensory and one motor nerves
If results – Abnormal Examine all 4 limbs at least one
sensory and motor nerves in each limb
Distribute BSCN guidelines and audit results to all
consultants
No clear guide for clinicians on what monitoring should
occur when prescribing steroids - Agree checklist at audit
presentation meeting which could then be made
available on intranet.
Clinicians should take lead on provision of steroid card? Discuss with pharmacy whether these are supplied in
community or whether we should send these out only
when prescribing steroids ourselves.
Need a patient advice sheet for all Walton Centre
patients. - Discuss with Dr Jacob adapting NMO patient
information for general use.
Monitor response to these measures.- Re-audit in 1 year.

Audit of Peripheral
Neuropathy








Monitoring and safety in

prescription of corticosteroids




Audit of Documentation in
Medical Note of radiology
Procedures July 2015 part
3/4



Radiologists reminded to times are to be entered as 24hr
clock

Audit of multiple
examinations in Radiology in
line with Royal College of
Radiologists guidelines 2015



Consensus on reporting styles was agreed at Radiology
department meeting
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Re-Audit of IV
immunoglobulin use





Outcome of Mechanical
Thrombectomy

Lunchtime management of
dysphagia









Re-audit of anthropometric
measurements in intensive
care




An audit of the prescribing,
monitoring and safe use of
phenytoin for primary and
secondary prevention of
seizures in medical and
surgical patients at the
WCNN



Peripheral nerve block
utilisation with headache
disorders under follow up in
the Walton Centre



Departmental audit of CTS
(carpal tunnel syndrome)
screening using the BSCN
Guidelines (British Society of
Clinical Neurophysiology)
To assess the impact of
enteral feed on rates of
Clostridium Difficile (CDT)
infection












Increase the number of patients with outcome measures
assessed and annual reviews done. -Enhance
identification by Ig advisory panel (IAP) of patients
without IVIG request forms.
The number of days over which a treatment course is
given, 2 to 5 days for a starting dose of 2 g/kg, should be
steadily lowered to a target of 1 g/kg/day, though side
effects such as migraine will limit this in a minority of
patients. Implementation of Ideal Bodyweight. Discussion with Pharmacy/IVIG group
Education of neurologists via clinical meetings
Improvement in efficiency in referral to interventionalists
by neurologists via education
2 yearly audit
MDT approach to safe management of dysphagia during
mealtimes.
SLT to liaise with ward managers re importance of
supervision at meal times.
SLT to liaise with ward managers re importance of
supervision at meal times (via email) to feedback results
to nutrition steering group
SLT to evaluate current yellow sign above bed to
emphasise supervision level
Re-development of ICU dietetic assessment form
Re-development of ICU dietetic backing form
To investigate if a protocol for loading patients on IV
phenytoin can be added to electronic prescribing thereby
reducing the chance of errors.
Re-audit

All patients who suffer from headache conditions should
be offered possibility of having a nerve block in place of
tablets used for prevention whenever prevention is
considered as appropriate. This should be documented
in the notes.
Re-audit
Review departmental protocol
Review referral form information received
Repeat audit 18 months times

MDT approach including microbiologist, infection and
prevention control nurse, antibiotic pharmacist, dietician
and possibly gastroenterologist.
First line use of fibre containing feeds in long stay
enterally fed patients, unless clinically contraindicated.
Further research is required before initiating routine use
of prebiotics and probiotics
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Lunchtime Management of
Dysphagia (Re-audit)




SLT to provide training to ward staff re: dysphagia
SLT to provide training to ISS re: dysphagia

Audit of Double Reporting in
Neuroradiology



Authors to discuss discrepancies during double reporting
process in consultants meeting
Each of the scans identified to have had a discrepancy
will be fed back to primary reporter and form part of their
appraisal
Any discrepancy identified in reporting will be reviewed
and if appropriate will be reviewed by all consultants at
the consultants meeting to see if any lessons can be
learnt.




Rehabilitation After Critical
Illness







Screening for malignancy in
patients with Lambert-Eaton
Myasthenic Syndrome
(LEMS)




Compliance with locally
agreed rehabilitation
prescription and passport
(P&P) standards for those
patients admitted, moving
through and discharged from
Cheshire & Merseyside
Rehab Network








Audit of vetting and protocol
adherence of contrast
enhanced MRI brain
examinations 2015



Ensure patients who are likely to be discharged at
PM/weekends are identified at Friday weekly meeting
and action plan of reassessment as close to predicted
discharge date (PDD)
Re assess rehab needs prior to discharge from critical
care particularly focussing on Friday Pm and weekend
discharges
Ensure written documentation is given to the patient: for
example PT information booklet and verbal r/f to trust
website for PT role on ITU
Reiteration of NICE guidelines83 and its components to
the physio team. This is to ensure timely treatment
planning. All action plans will be delivered to staff as part
of PT weekly meetings
To increase awareness of recommendations of
screening for malignancy in LEMS by presenting findings
at an audit meeting and discussions among consultants
and registrars / audit results to be presented at
departmental meeting
Discussion with consultants (would a policy be useful)
Comprehensive training programme on the purpose and
philosophy of the document to facilitate completion rates.
Included a section in the Network Training Programme
on the purpose of the document and why it needs to be
completed in full, approximately 20 Network staff
attended that module which will be repeated every year.
Included it in local induction programme for new staff
Review and revise processes for distribution of the
document to other network services
The introduction of EPR shortly the form will be sent
electronically to other Network units, therefore unlikely to
get lost in transit
Education of radiographers in when DWI sequences
should be used and included in the protocols on all
scanners
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Audit of Neuro-radiological
Case Review meetings in
line with Royal College of
Radiologists guidelines 2015






Sagittal STIR sequences for Brain and C Spine for ?MS
If in doubt whether lesion is real or partial volume a
Diffusion weighted sequence can help
FAT SAT sequences on all post op Int auditory canal
scans
Radiographers have made the necessary adjustments

Evaluation of risk of impulse
control in patients with MS
treated with amantadine



All patients who receive prescriptions should receive a
leaflet and be warned against possible impulse disorder
that might occur from this drug – this will be achieved
through group training

Follow on Audit of WCFT
Neuro Radiology department
adherence to the radiologic
specific requirements of the
NPSA/2011/PSA002 and
new guidelines regarding
confirmation of safe
nasogastric feeding tube
placement Part 1 /2015.



Upon review the Director of Radiology has advised the
Trust all those who will be checking CXR for NG tube
placement attend training and be provided with
certification from the UHA NG course which is well
established for several years. This must be part of the
appointment process and must be completed before
clinical staff undertake any CXR interpretation.

Quality standards in the care
of people with migraine in
general neurology clinics






Raise awareness to Neurologists regarding the following:
1) Copy patients into clinical correspondence
2) Provide patients with further support information
3) Improve documentation (analgesia use, risk of
medication overuse headache)

Dietetic Outcomes for
Neurosciences



Dietetic team to pilot use of Dietetic Outcome Measures
(standardised tool) in acute care and re-evaluate its
effectiveness.
Working group to be identified to develop a bowel care
pathway for the wards


Flunarizine in the
management of chronic
migraine at the Walton
Centre NHS Foundation
Trust Report






The Use of the Trauma
prescription document and
its follow up effectiveness for
Therapy Services





Presented in Neurosciences Lunchtime meeting on
4/1/16 to clinical staff from the Walton Centre. Several
points were raised.
Firstly there have been differences in ability to prescribe
the medication from spoke hospitals. Some have had to
transfer care to the Walton Centre to prescribe it, whilst
others have been able to prescribe it as long as they
have a W number. This requires clarification.
It was suggested that a written resource would be helpful
for patients and clinicians and this has been placed on
the Intranet and the Trust website.
1) To review the process of sending the rehabilitation
prescription document to outside agencies in order to
ensure it is sent and subsequently received.- Formulate
process with ward clerks.
Feedback to trauma MDT that the trauma patient
caseload be cohorted onto the same ward would help
facilitate
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The Use of ECG in patient
presenting with transient loss
of consciousness
Audit of Patient Satisfaction
in line with department of
Health requirements part 2
2015
Volume based feeding on
Horsley ITU









Trust Documentation Audit
2015/16










A retrospective audit into the
use of the Wessex Head
Injury Matrix (WHIM) against
the guidance provided in
National Clinical Guidelines
on prolonged disorders of
consciousness



Audit of double reporting in
Neuroradiology in line with
Royal College of
Radiologists guidelines Oct
2015







2) To continue using the rehabilitation prescription
document in its entirety. Including all the 4 sections
reviewed in this audit.
Liaise with Walton Trauma services lead , MTC lead +
therapy lead – Liaise with Cheshire + Merseyside
Trauma Network re: Review of Rehab Prescription and
ensure involvement in any working parties to r/v
document
3) To continue to promote the use of the rehabilitation
prescription by the allied health professions within the
WCFT and encourage written entries to the RP and
attendance at MDT
Disseminate information more widely to neurologists –
Email Consultants and SPR’s in Neurology to highlight
the importance of the issue
Re-audit in 2 years.
New flooring, seating and better lighting for the waiting
area
The above has been addressed
Review of bowel care protocol by dieticians covering ITU
Introduce protein supplement to help meet protein
requirements
Re-audit
Disseminate Clinical audit findings to medical and
nursing staff ensuring issues below are highlighted:Encourage to improve / sustain good compliance levels.
Areas to focus improving compliance include:Procedure for documenting alterations
Loose/unfiled sheets
Areas to encourage sustaining/improving include:Use of 24 hr clock
Printing name on first daily entry
Insufficient awareness of the tool outside of OT/physio
staff to enable MDT administration and frequency of
administration according to guidelines – action - Raise
awareness of tool among other staff groups, especially
nursing staff
Unable to contribute to a PDOC pathway from acute
setting without a reliably administered assessment tool
(such as the WHIM) – action – On-going discussion with
staff in the Rehabilitation Network
1) Discussed at Consultants meeting
2) Feedback provided
3) On-going process every three months
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Neurosurgery Clinical Audits
Audit title

Actions

Re-audit of peri-operative
temperature control



No action required. 100% compliant with NICE guidance.

Re-audit of anaesthetic
record keeping



Redesign anaesthetic chart to include pre-induction
values.
Advise trainees/fellows to document the name of the
responsible consultant in the same way. Email sent to all
trainees.
Advise all anaesthetists to record post-operative
instructions. Email sent to all anaesthetic clinicians
advising this.




Acute Kidney Injury (AKI)
assessment audit




Introduction of AKI pathway using Electronic Patient
Record programme. This is mandatory for all admissions.
Continuation of audit to establish the number of patients
with AKI. Report findings to Clinical Effectiveness group.

Re-audit of pre-anaesthetic
information and consent



Re-audit in September 2016.

Recording of confirmation of
death within the case sheet



Introduce a proforma to guide the correct details of death
to be observed and recorded.

Completeness of
communication sheets in ICU



New prompt on the communication sheet to aid recording
time and date.
Advise all staff to use black ink and record GMC number
on communication sheet. Communicate this via email and
at anaesthetic audit meeting.



Antibiotic spot check on
Horsley




Continue current daily micro ward round.
Advise staff to record GMC number via departmental
meeting.

Death certification checklist
audit



Promote use of new checklist documentation with verbal
feedback at the Professional Nurse Meeting.

HTA17: Research request
forms R1 R2 R3 and R4 –
Horizontal audit 2014



The R1, R2 and R3 forms appear to be working to full
compliance. Keep current format to monitor different
stream of activity.

HIST 193: Cytology vertical
audit 2015



Policy to be updated on Q plus and Trust intranet.

HIST 160: Surgical vertical
audit 2015



Updated version of Document DP17 Buxton Labs
Acceptance Policy is available to all staff.
Audit of HIST 173: Specimen Request Forms performed
which found that 40% of 50 randomly sampled forms had
been completed correctly.
Findings discussed at lab meeting and all staff reminded
to complete relevant boxes on form.
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Audit title

Actions




Clinical KPI in case of the
dying patient





Consent to treatment 2014 2015





As the information on referrals differed between TDHC
and paper copy in file, an audit of 20 cases were
randomly sampled. In this instance, 100% of forms
correlated with the paper file copy. For discussion at
departmental meeting.
A message is to be put on the intranet to inform users that
the DP24 joint specimen policy for The Walton Centre and
Aintree University Hospital is out of date. Trust is aware
that the document needs to be updated. This is ongoing.
Introduce a field to record “spiritual needs assessment”
on nursing documentation.
Advise all staff to ensure clear documentation is made of
any conversations had and any decisions made.
Discuss audit with medical lead in relation the prescription
of medication at end of life.
A tick box for consent has been added to the back of the
anaesthetic form.
Raise awareness with the anaesthetists of the changes to
the new anaesthetic form in regards to consent for
anaesthesia.
Inform staff of the importance of documenting that the
patient received the information leaflet via departmental
meetings

HTA 21: Research consent
form 2014



No action required.

Infection rate in patients with
Gliadel implants



No action required. Continue practice as per guidance
and re-audit in future.

Immunofixation test
requesting 2015



Inform neurologists that Serum Protein Electrophoresis
(SEP) only to be requested and Immunofixation (IFX) will
be reflexed on to the patient request if a possible
paraprotein band is identified by SEP as per protocol.
Allow the neurologists to request IFX on those patients
who are being investigated for possible paraproteinaemic
demyelinating neuropathy.
Re-audit July 2016.




HTA 10: Coroners
instructions for retention /
disposal 2014 – Horizontal
audit



HTA 11: WCFT tissue
donation consent forms
information 2014 –
Horizontal audit



No action required.

HTA 12: Overall post mortem
tissue disposed of in
calendar year 2014 –
Horizontal audit



No action required.



Continue monitoring Coroner’s instructions and ensure
they are implemented as soon as received.
To chase Coroner regarding actions as and when
required.
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Audit title

Actions

HTA 13: PM tissue retention
and disposal 2014 –
Horizontal audit



No action required.

HTA 14: Outstanding
coroners instructions for
retention and disposal 2014
– Horizontal audit



To monitor the information entered on the NA form and
ensure it is correct.

HTA 15: Hospital PM
consent form information
2014 – Horizontal audit



No action required.

HTA 16: Hospital PMs vs
deaths in hospital by cause
of death 2014 – Horizontal
audit



Remind Clinicians of importance of completing BL1 forms
correctly
Include a note of importance of completing BL1 forms
correctly in SHO induction leaflet.

HTA 18: LREC and RGC
approvals 2014 – Horizontal
audit



No action required.

HTA 20: Coroners PM vs
death in hospital by cause of
death 2014 – Horizontal
audit



Audit HIST/231 in progress to assess the completion of
BL1 forms.
This is to be registered with the clinical audit department
and will be re-audited annually.

Retrospective service
evaluation of Trigger Point
Injection (TPI) based on OPA
follow up – Aug to Nov
2014; Dr J Wiles



None required. Continue TPI and plan further service
evaluation.

Management of severe
traumatic brain injury



No action required.

% of patients referred to
specialist palliative case
team who were seen within
24 hours of referral



Discuss the issue of recording referral time effectively
with medics and nursing staff.





NB. If implementation is not deemed appropriate then outstanding actions are placed on the
divisional risk registers.
Recommended actions resulting from clinical audit projects are reviewed and monitored
monthly by the Clinical Audit Group. The divisional clinical audit teams produce a monthly
clinical audit activity progress report which includes registered audits, recommended actions
from all completed projects for each division and the progress made towards
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implementation, these reports are discussed at the relevant Divisional Risk & Governance
Group monthly meetings.

2.3.6 Participation in Clinical Research and Development
The number of patients receiving NHS services provided or sub-contracted by the Trust in
2015/16 that were recruited during that period to participate in National Institute for Health
Research (NIHR) portfolio research approved by a research ethics committee was
XXXX. The Trust exceeded its recruitment target of 1,200, set by the Clinical Research
Network; North West Coast (CRN). In total there are currently XXXX clinical studies on-going
at The Walton Centre and participation in clinical research demonstrates the Trust’s
commitment to improving the quality of care we offer and to making our contribution to wider
health improvement.
Our clinical staff stay abreast of the latest possible treatments and the Trust recognises
active participation in research leads to successful patient outcomes.
The Trust approved XXXX new clinical research studies during 2015/16 in Neurology,
Neurosurgery and Pain. This year there has been an increase in the number of clinical staff
acting as Chief or Principal Investigator on NIHR portfolio studies, with many more involved
as part of research teams.
The Trust has attracted a notable, prestigious National Institute for Health Research (NIHR)
Research for Patient Benefit Award (RfPB) award for Pain worth £275k, with further
applications in submission.
In addition, the Trust was successful in its application for North West Coast Academic Health
Science Centre (NWC: AHSN) Innovation with Impact funding worth £25k to reduce falls
through the installation of sensors. The Trust continues to recruit patients and relatives to
the Genome Medicine Centre in Liverpool, this is part of the Government’s flagship 100,000
Genome project. During 2015/16 the Trust has worked collaboratively and in partnership
with the following networks and organisations to attract NIHR funding, deliver clinical
research and disseminate research outputs and innovation to inform service transformation
and improvement:





Clinical Research Network; North West Coast (CRN).
Liverpool Health Partners (LHP).
North West Coast Academic Health Science Network (NWC AHSN).
North West Coast Collaboration for Leadership in Applied Health Research and Care
(NWC CLAHRC).
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Local Universities.
Other NHS trusts and NHS organisations.
Pharmaceutical companies (industry)

MT/DW TO UPDATE

2.3.9 Care Quality Commission (CQC) Registration
The Trust is required to register with the Care Quality Commission and its current registration
status is registered without conditions. The CQC has not taken enforcement action against the
Trust during 2015/16. The Trust has not participated in any special reviews or investigations by
the CQC during the reporting period.
The Trusts last inspection was undertaken by the CQC in November 2013, over two days. The
visit was undertaken by a panel including a patient representative and an infection control
specialist. The inspection team gave the Trust feedback on a great number of positive findings.
The CQC passed the Trust as fully compliant in all of the outcomes examined.
The CQC will undertake their planned Inspection in April 2016. The self-assessment scores the
Trust identifies they will achieve are below; The ratings are as follows: Inadequate (I), Requires
Improvement (RI), Good (G) and Outstanding (O).
SAFE

EFFECTIVE

CARING

RESPONSIVE

WELL-LED

OVERALL
SPECIALITY

Medical Care

G

O

O

O

G

O

Surgery

G

O

G

G

G

G

Critical Care

G

O

O

O

O

O

Outpatients

G

G

G

G

G

G

Rehabilitation

G

O

G

G

G

G

G

O

O

O

G

O

Overall KLOE
for CQC
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2.3.10 Trust Data Quality
The Trust submitted records during 2015/16 to the Secondary Uses Service for inclusion in
the Hospital Episode Statistics (HES) which are included in the latest published data. The
percentage of records in the published data which included the patient's valid NHS Number
was: 99.9% for admitted patient care and 99.9% for outpatient care. The percentage of
records in the published data which included the patient's valid General Practitioner
Registration Code was: 99.7% for outpatient care and 99.8% for admitted patient care.*
Note: These results are in relation to the latest available information at the time of publication and
relate to the period April 15 to March 16. (SUS data quality dashboard)
The Trust’s Information Governance Assessment report overall score at 31st March 2016 for
2015/16 was 86% and was graded green in accordance with the IGT Grading Scheme.
Once again the Trust has made significant progress for 2015/2016, with the Trust achieving
level 2 for 18 requirements and level 3 for the remaining 27 requirements. The Trust has
implemented additional action plans to make further improvements on this year’s score and
to further evidence the Trusts commitment to the IG agenda. A review of the evidence and
self-assessment scores undertaken by internal audit as part of the mandated 2015-16 IG
audit requirements has provided the Trust with a level of significant assurance for the sixth
year in succession.
The latest figures from the NHS IC Indicator portal are for 2011/12 and the national readmission
rate was 11.45%. The website link is https://indicators.ic.nhs.uk/webview/
The Walton Centre was subject to the Payment by Results clinical coding audit during the
reporting period. The following table reflects the results of an audit carried out by an accredited
internal coder and the error rates reported for this period for diagnoses and treatment coding
(clinical coding) were as follows:-

The Walton Centre Internal Clinical Coding Audit 2015/16
CODING FIELD

PERCENTAGE

Primary diagnosis

3.5%

Secondary diagnosis

8.0%

Primary procedure

4.0%

Secondary procedure

4.75%
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The above results should not be extrapolated further than the actual sample audited and the
sample covered 200 sets of clinical records which were randomly selected from across the whole
range of activity. The above percentages meet the level two standards as defined in the
Information Governance Toolkit.
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Part 3- Trust Overview of Quality 2014/15
3.1
3.1.1

Complaints
Patient Experience and Complaints Handling

The Patient Experience team are available to provide help, advice and support to patients
and their families, and this can be prior to, during or after their visit to the Trust. The Patient
Experience Team can be contacted by telephone or can visit a patient on a ward or at one of
our Outpatient clinics. The Team are also available to speak to in person in their ground
floor office in the main building. Where patients or their families raise concerns that cannot
be easily resolved or are of a more serious nature, the Patient Experience Team are
responsible for dealing with complaints on behalf of patients and their families. We pride
ourselves in working with patients and staff to continuously improve the Complaints process
ensuring that complaints are resolved in a timely way, that we explain our actions, apologise
and to show how services will be improved as a result of the complaint.
3.1.2

Trend Analysis and Lessons Learnt

Every complaint is investigated and we will either hold a meeting with the relevant staff to
resolve the matter or we will provide a detailed response from the Chief Executive. We
ensure those meetings and responses are open and transparent, and provide assurance
that where mistakes have been made, those are rectified and we learn the
lessons. Outcomes from complaints are reported monthly to Divisional committees within
the Trust. Longer term trends are reported to the Patient Experience Group, Quality
Committee, the Board and Council of Governors. This year we have introduced Assurance
Reports for each ward and department, highlighting complaints and concerns, and seeking
feedback that these have been shared with staff. In 2015-16 we saw a rise in the number of
complaints regarding appointments and so we undertook a more detailed analysis of those
complaints in order that we could understand the issues giving rise this increase. At the time
of writing this information is being collated and the results will be fed into the Executive
Team and divisional governance structures.
3.1.3

Complaints Feedback

We use feedback from people who have used the complaints process to help us improve our
responsiveness and service. Last year we invited people who had made a complaint to the
Trust to meet with us to tell us how we could further improve the complaints
process. Recommendations from this group and our actions are set out below:
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More frequent contact during the complaint process
We contact the complainant at the beginning of the process and we agree how we
will keep in touch and ensure more frequent contact by the preferred means. This
contact is recorded on the Complaint Tracker and on the Datix record for the
complaint.



More information on how to make a complaint
We developed an additional leaflet setting out how to provide feedback as well as
complaints to the Patient Experience Team. These are available in all patient areas
and on the Website. The contact number for the Patient Experience Team are also
available on the Listening Line posters.



Greater emphasis in responses on how we will improve services as a result of
a complaint
Where appropriate to do so we include details of service improvements or proposals
identified as a result of the complaint in the final letter of response or those will be
discussed at the meeting between staff and the complainant.

Complaints received 01 April 2015 – 31 March 2016
Quarter 1

Quarter 2

Quarter 3

Quarter 4

April – June 15

July – Sept 15

Oct – Dec 15

Jan – Mar 16

40

56
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TBC

Number of
complaints
received

CM TO UPDATE Q4
In 2016-17 the work of the Patient Experience Team will continue to complement the wider
patient experience work within the Trust.

Particular emphasis will be placed on the

engagement of patients and their families and collating this feedback from existing and new
sources of engagement and triangulating this with complaints and concerns.
3.1.4

Duty of Candour

The Trust prepared for the implementation for the Duty of Candour through a series of
training and awareness raising events. This included a seminar held for all Consultants,
Senior Nurses and other senior staff. In 2015-16 the Trust set up a Harm Free Care Board
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to monitor all incidents which were assessed as Moderate or above and required a Root
Cause Analysis. The Duty of Candour for those incidents is also considered and assurance
sought that the patient or relevant person has been notified. This is then followed up with
the letter of notification and an invitation to the patient and their families to receive feedback
from the RCA or to attend a meeting to discuss the content in more detail. All letters are
signed by the Chief Executive. The Audit trail relating to the Duty of Candour is held on the
Datix record linked to the original incident.

3.2 Local Engagement – Quality Account
The Quality Account has not been developed in isolation. It has evolved by the Trust actively
engaging with stakeholders and then using the external feedback and opinion combined with
internal thoughts and vision. Trust Executives have also participated in discussions with the local
health economy and sought views on the services provided by the Trust. Meetings have also
been conducted between the Deputy Director of Nursing and Healthwatch representatives in year
to ensure there are open lines of communication between parties.

The Trust has actively

engaged with governors through a forward planning event on all aspects of quality including
choice of indicators for 2015/16.

3.3

Quality Governance Strategy

A Quality Governance framework was designed as a tool to encourage and support current good
practice for quality governance in healthcare organisations.

The Trust developed a Quality

Governance Strategy to define the combination of structures and processes at and below Board
level to lead on Trust-wide quality performance to ensure that required standards are achieved.
This strategy set has been reviewed and now forms part of the Quality and Patient Safety strategy
which sets out key priorities and the principles that the Trust will continue to develop and apply to
current and future planned services

3.4

Sign Up to Safety Sign Up to Safety

As part of Sign up to Safety, a national campaign to reduce avoidable harm by 50% in the NHS, the
Trust signed up and made pledges in a number of areas and an improvement plan to undertake over
two years. Those remaining are either just commenced or at the early stages of establishing
progress and are:
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We will work with primary and secondary care organisations in Merseyside to create links,
allowing ready electronic access of all organisation to results of blood test and other
investigations across the patch



We will introduce an action learning set to support our newly qualified nurses in practice



We will introduce a mentorship programme for new consultants



We will develop an episode of care and harm campaign to share the learning from RCA
from avoidable harm.

Sign up to Safety Improvement Plan

3.4.1

Sign up to Safety Improvement Plan Progress

Medication Driver – The Trust has made significant progress - introduced EPMA and reducing
risks associated with this, analysing medication errors at the newly formed Safer Medications
Group and in the quarterly report to Quality Committee. Also a presentation and focus on one of
the Berwick sessions was sharing the learning from medication incidents. We have also adopted
the safer medication thermometer. In year 2 the data on our missed doses is being cleansed to
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clarify any area of focus for the Trust and one of our Quality Account priorities is reducing
patients’ operations being cancelled due to medication errors.
WHO checklist – again good progress made - an MDT group of theatre staff attended the AQUA
ATTP training course that included human factors and culture change; who were then involved in
reviewing the WHO checklist following scrutiny of the never event and current processes. The
new checklist was discussed in various groups before becoming finalised and then launched.
Regular audits within theatres demonstrated changes taking place and a recent MIAA audit
demonstrated good changes in culture and embedding of the WHO checklist process, with further
actions to focus on re governance processes to strengthen practice further.
Cauda equine syndrome – is a focus for year 2, following the anticipated national definition in
April by the British Association of Spinal Surgeons. This work will map out the preferred pathway
of care for best clinical outcomes, and design standing operating procedures.
Deteriorating patient – again significant progress made with the sepsis six bundle being
introduced and audits showing continuous improvement, Neuro EWS has been agreed and e obs
is now in place across the Trust. Documentation and timely intervention has shown improvement
following the SMART and neurosurgical team approach.
Clinical nurse sensitive indicators – good progress with no grade 3 or 4 pressure ulcers and
reduced device related pressure ulcers our area of focus. The focus on MSSA RCA themes has
seen a significant year on year reduction. Finally, we have had 1 fall with avoidable harm year to
date the falls prevention group are about to trial an innovative approach to falls prevention with a
company called red ninja to try and reduce falls in toilets.

3.5 (TONiC) project
More than 1,300 participants have been recruited to a pioneering study about the quality of life for
patients with two neurological conditions, led by specialists at The Walton Centre. Patients with
Multiple Sclerosis (MS) and Motor Neurone Disease (MND) from around the UK are being asked
detailed questions about their symptoms including fatigue, pain, depression and weakness, as
part of the Trajectories of Outcome in Neurological Conditions (TONiC) project.
While still at an early stage, the study has already highlighted the importance of hope. The Project
leader Professor Carolyn Young, Consultant Neurologist, said: “Our research shows us that hope
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is very important; if people give up hope, they may go down a different path than those who are at
a similar stage of a disease. It may be that hope is something that makes a real difference to the
progression of the illness.”
The first part of the project has involved one-off interviews and focus groups with patients at
different stages of their illness. These highlighted the wide range of ways in which quality of life is
affected. The current phase involves recruitment of people with MS and MND from 18 different
centres in the UK, who are being asked to complete the questionnaire in confidence at home.
For most people this will be a single opportunity to guide doctors and nurses in designing future
services by increasing understanding of what matters for quality of life. This so-called longitudinal
study gives eligible participants the chance to be followed from their diagnosis for up to five years,
providing a unique opportunity to contribute to understanding of how the conditions unfold.
Professor Young said: “Some will do well; and some will have much harder paths to tread. We will
plot the rate of progress of the disease by contacting them every few months and looking at
factors such as their mood, level of pain and tiredness, and the help they are receiving.
TONiC is one of the largest studies on quality of life in neurological conditions ever performed in
the UK and it is hoped that it will have a significant and positive impact on the lives of all patients
that suffer from neurological diseases such as Multiple Sclerosis and Motor Neurone Disease,
regardless of symptoms, stage of illness, age or social status.

3.6 National Inpatient Survey Results
The Trust was one of the best performing trusts in the country for inpatients’ overall experience,
according to a national survey in 2015/16.
The Care Quality Commission carries out the National Adult Inpatient Survey every year so it can
build up a picture of the care patients are experiencing. Its latest results show our hospital is
among the best performing trusts in England in six out of the nine relevant categories. In the
sections ‘waiting lists and planned admissions’, ‘operations and procedures’ and ‘leaving hospital’
the Trust has performed the same. However, on the other six categories, we performed better
than most trusts. This means the hospital is among the best in England when it comes to waiting
for a bed; patients’ experience of the hospital and the ward; of doctors, of nurses, the care and
treatment, and patients’ overall views and experiences.
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Deputy Director of Nursing Angela Wood said the latest results are the best yet. She said: “This
survey is really important to us. We always value patient feedback and we like to make sure we
are providing the best care. And the fact that we are rated better than most hospitals in six of the
categories is fantastic.”
The Picker Institute, a national audit and survey company, conducted the 2014 survey. The
company returns the results to the CQC which standardises them and publishes them with
organisations listed as being ‘worse than most other Trusts’, ‘same as’, or ‘better than most other
Trusts’ for each individual category and question.
When comparing with results from the 2013 National Adult Inpatient Survey, the Trust improved in
37 questions. Notably, the Trust was not flagged up as being in the red category or ‘worse than
most other Trusts’ on any part of the survey. Improvements have been made in: the length of time
waiting to get a bed after arrival at hospital, nurse staffing levels, information (including how to
complain), confidence and trust in the nurses, noise at night, and more.

3.7

Rehabilitation Services

Our hospital’s collaborative approach to specialist rehabilitation care was praised as being an
example to the rest of the country. Top expert Professor Lynne TurnerStokes, who is Director of
the UK Rehabilitation Outcomes Collaborative, said the network model adopted by The Walton
Centre and partner organisations means Cheshire and Merseyside is leading the rest of the
country in this field of medicine. Prof Turner-Stokes was speaking at the Inaugural Liverpool
Annual Rehabilitation Conference at The Walton Centre. She said that patients in Cheshire and
Merseyside had a shorter length of stay, better outcomes and improved quality of life, and the
service was also more cost-efficient.
The Trust is at the centre of a hub and spoke system providing a co-ordinated specialist
rehabilitation pathway for people who have suffered serious trauma caused by illness or injury,
managed by the Cheshire and Merseyside Rehabilitation Network. The Network was launched
two years ago, with the Trust providing hyper-acute and acute care and other ‘spoke’ and
‘extended’ units and community specialist rehabilitation services, providing a stepped-down level
of care as the patient recovers.
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Along their treatment journey, patients are treated by a range of different professionals, including
doctors, nurses, occupational therapists, physiotherapists, speech and language therapists and
dieticians, acting as a team with the patient at the heart of everything they do.
Dr Ganesh Bavikatte, consultant and clinical lead for rehabilitation medicine, said: “Our patients
are benefitting from a seamless flow between units and they are making a good recovery in a
shorter time. This makes it very person-centred as well as a cost efficient service. “We are
exceeding all national targets for assessment waiting times and admission for specialist
rehabilitation care. A very high proportion – 81 per cent – of patients admitted with critical illness
are discharged home within 70 days.”

3.8 Electronic Patient Records
Patient records at Trust are in the stages of becoming paperless. The Trust introduced a new
system in February 2016 that allows staff on wards, including intensive care and the Complex
Rehabilitation Unit, to record information vital to patients’ care electronically.
The new system makes it easier for nursing staff to access patient notes and search for
information instantly, allowing multiple people involved in the patient’s care to access them at the
same time, regardless of location – streamlining the process.
Justin Griffiths, Head of IT, said: “Making the wards paperless is ensuring that the patient remains
at the centre of our care by giving clinical staff the ability to see all clinical information at the touch
of a button rather than using precious time hunting through reams of paper.”
The move to go “paper-lite” is part of a wider NHS digital strategy and EPR (electronic patient
record) program. The Trust has already introduced some paperless programmes. Nursing staff
and therapists frequently complete risk assessments, referrals, and record patients’ observations
electronically. When records are fully accessible electronically, staff will be able to access and use
a whole library of clinical forms.

3.9 Health and Wellbeing
The Trust’s work to improve the health and wellbeing of staff was the focus of a news piece on
BBC Breakfast. The BBC’s health correspondent Dominic Hughes came in to talk about how the
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hospital’s health and wellbeing programme, which includes exercise classes and more, has
managed to dramatically reduce its staff sickness record over the past five years.
It formed part of a wider piece about the NHS generally having a higher rate of sickness than
other organisations and industries. Physiotherapist Katy Walker who works in the Intensive
Therapy Unit (ITU) was interviewed about the demands of caring for seriously ill patients,
explaining how netball keeps her mentally and physically fit for the role. Netball is one of the
activities supported by the Trust’s health and wellbeing programme which was set up to help
tackle sickness absence rates.
The sickness rate was running at an average of more than 7% a year around five years ago, it is
now around the 4% mark – which is on a par with the rest of hospitals in England. The Trust’s
success has been reflected in a string of workplace awards. Mike Gibney, Director of Workforce,
said: “We know our staff go the extra mile for our patients and we want to show them we
recognise and appreciate that. Having a varied health and wellbeing programme helps with
building that good culture; staff feeling valued so they can value patients.”
3.10

PLACE Assessment

The Trust is the top rated NHS acute hospital in England for the quality of its patient environment.
The hospital had the highest ranking for its overall scores in the national PLACE assessments, an
annual inspection involving patient representatives.
PLACE (patient-led assessments of the care environment) scores NHS trusts, hospices and other
care organisations on cleanliness; food; privacy, dignity and wellbeing; condition, appearance and
maintenance and how well their facilities meet the needs of patients with dementia.
The Trust scored 99.93% for cleanliness; 98.44% for the food it serves; 97.11% for privacy,
dignity and wellbeing; 98.71% for condition, appearance and maintenance and 95.05% for
dementia, an average of 97.85% - the highest for an acute NHS hospital.
Last year, The Walton Centre was the second best acute NHS hospital for environment according
to the PLACE scores. Stuart Moore, Director of Strategy and Planning at The Walton Centre, said:
“The Walton Centre has been rated as the highest NHS acute hospital overall in the annual
PLACE assessment for patient environment. Last year, we were the second NHS acute hospital
overall. “We are really delighted at this and believe it’s a reflection of the high standards we strive
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for as an organisation, and the commitment of everyone who works here to providing an excellent
service for patients.”
Attention to detail and close working between hospital staff and contractor ISS (who provide
cleaning, portering, security and catering services to The Walton Centre) were both contributory
factors to the Trust’s achievements.

3.11 National Transplant Week 2015
For National Transplant Week, the Trust unveiled a 12ft sculpture called The Walton Willow.
The event saw families able to place a stainless-steel leaf bearing the name of their loved
one on the unique tree which stands in the courtyard of our hospital as a permanent
reminder of the gift of life they gave after death.
Liz Phillips, said she got great comfort from knowing that her husband Rick had gone on to
save as many as four lives through donating organs. Rick was playing football for his work’s
team, YKK zip manufacturers in Runcorn, when he suddenly collapsed. He died on 23
August, 2000, after suffering an aneurysm.
Liz, said: “Two weeks previously he had come home with three trophies, man of the match,
player of the season. “He went off like always on Sunday morning. I got a phone call about
dinner time and the football manager was saying Rick had collapsed on the football pitch,
could I go to The Walton Centre?” Sadly Rick didn’t recover but in the days before his
collapse Liz said they had discussed organ donation after seeing a TV appeal which meant
she knew what his wishes were. She said: “I would always urge people to have that
conversation. We have conversations about babies, getting married, there should be
conversations about what to do when we die. If you talk to somebody they will know what
they want and know how to act.”
Liz also said in the years following Rick’s death, their daughter Jade, was diagnosed with a
condition that causes liver failure and could need a donor in the future. She said: “Our
daughter Jade got really sick after Rick died. She was 12 at the time. Her condition means
her immune system attacks her body. She has been in near enough liver failure twice and
there’s a big possibility she will need a transplant in the future. “If we had not gone ahead
with Rick being a donor then how would I have felt if all of a sudden Jade needs a liver
transplant? I probably would have felt really guilty.”
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Specialist Nurse for Organ Donation Nurse Laura Ellis Morgan, who was involved in planning The
Walton Willow, says families being able to meet and celebrate their loved ones by placing a leaf
on the tree will become a yearly event.

3.12 Vanguard Status
The Walton Centre is one of a select group of trusts leading national moves to increase collaboration
between hospitals and improve care for patients across the country. Liverpool’s specialist brain and
spinal hospital is one of 13 new NHS Vanguards, along with some of the country’s best known
hospitals such as Moorfields, the Royal Marsden and the Christie.
The move will see The Walton Centre work closely with other hospitals, GPs and community
services to improve quality and reduce variations in standards, ultimately benefiting patients with
neuro and spinal conditions.
The Vanguard announcement was made by NHS England Chief Executive Simon Stevens in
September 2015. Greater collaboration throughout the NHS is central to NHS England’s five year
plan for the NHS, as general hospitals find it increasingly difficult to provide a full range of services
on their own.
The Walton Centre already works with every hospital across Cheshire, Merseyside and North Wales,
holding clinics and helping look after patients on the wards. Being named as a Vanguard site builds
on this. The Walton Centre will now get national support to develop its collaborations on neurology
and spinal services further.
Dr Peter Enevoldson, Medical Director, said: “Our consultants go out across the region so patients
from Chester to Southport, Bangor to Warrington get local, rapid access to specialist care. With the
national shortage of consultants, not just in neurology, this sort of collaboration is the way forward for
the NHS.” The Walton Centre’s model of care is called The Neuro Network and aims to ensure there
are high quality and cost effective neuro services across the region.

3.13 HSJ Award
The Trust’s work to help patients recover from serious injury and illness was recognised by a national
health care award. Our rehabilitation service’s network approach led to us winning a prestigious
Health Service Journal award. The Trust was also shortlisted for the Provider Trust of the Year
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Award but on the night won in the Specialised Services Redesign category. It represented a massive
boost for the whole hospital.
Colleagues in our rehabilitation service have known for some time the network approach, which sees
The Walton Centre work with hospitals, commissioners and other partners to provide one seamless
pathway for patients, works. Experts from outside the organisation have assessed it, compared to
the services provided elsewhere, and said that our collaborative approach means The Walton Centre
is leading the field in this area of medicine.
Among its advocates are esteemed professor, Lynne Turner-Stokes, Director of the UK
Rehabilitation Outcomes Collaborative (UKROC) programme, who said the network was a “shining
example” for others to follow. She and her team at UKROC examined the efficiency of London trusts
compared to Cheshire and Merseyside’s Hub and Spoke specialist rehabilitation services and found
patients treated by the Cheshire and Merseyside Specialist Rehabilitation Network had a shorter
length of stay, better outcomes and improved quality of life, and the service was also more costefficient.
Dr Ganesh Bavikatte, consultant and clinical lead in rehabilitation medicine, said: “We provide holistic
rehabilitation right from the start to when the patient goes back in the community and we provide a
full network of rehabilitation. “We know from all the outcome measures how we are doing and the
feedback we get from patients is good, so we know we are providing a great service. The HSJ Award
is further confirmation of that, it recognises our work and that we are providing one of the best
services in the country.”

3.14 Spine Tango
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3.15 Overview of Performance in 2014/15 against National Priorities from the
Department of Health’s Operating Framework
The following table outlines the Trusts performance in relation to the performance indicators as
set out in the Department of Health’s Operating Framework.
Performance Indicator

Incidence of MRSA
Screening all in-patients for MRSA
Incidence of Clostridium difficile

2014/15

2015/16

2015/16

Performance

Target

Performance

0

0

1

100%

100%

100%

11

10*/12**

9

100%

94%

100%

100%

85%

84.62%***

100%

96%

tbc

100%

93%

99.03%

92.46%

90%

tbc

97.75%

95%

tbc

97.84%

92%

tbc

Fully

Fully

Fully

Compliant

Compliant

Compliant

All Cancers : Maximum wait time of 31
days for second or subsequent treatment:
surgery
All Cancers : 62 days wait for 1st treatment
from urgent GP referral to treatment
All Cancers : Maximum waiting time of 31
days from diagnosis to first treatment
All Cancers : 2 week wait from referral date
to date first seen
Maximum time of 18 weeks from point of
referral to treatment in aggregate –
admitted
Maximum time of 18 weeks from point of
referral to treatment in aggregate – nonadmitted
Maximum time of 18 weeks from point of
referral to treatment in aggregate – patients
on an incomplete pathway
Certification against compliance with
requirements regarding access to health
care for people with a learning disability
*Public Health England threshold

** Monitor threshold

***There was a single breach of the 62 day target in November 2015, but under Monitor definitions the target does not apply to
Trusts with 5 cases or less in a quarter. The total number of cases treated at the Trust in 2015/16 was 7.
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3.15

Overview of Performance in 2014/15 against NHS Outcomes Framework

Domain
The Department of Health and Monitor identified changes to Quality Account reporting
requirements for the 2012/13 and subsequent rounds of Quality Accounts, following consideration
by the National Quality Board of introducing mandatory reporting against a small, core set of
quality indicators.
The indicators are based on recommendations by the National Quality Board, are set out below.
They align closely with the NHS Outcomes Framework and are all based on data that trusts
already report on nationally. If the indicators are applicable to us the intention is that we will be
required to report:


Our performance against these indicators.



The national average.



A supporting commentary, which may explain variation from the national average and any

steps taken or planned to improve quality.
The data within this report is local data that has not been validated nationally.
During 2015/16 the Walton Centre provided and/or sub-contracted four relevant health services.
These were neurology, neurosurgery, pain management and rehabilitation.
The income generated by the relevant health services reviewed in 2015/16 represents 100% per
cent of the total income generated from the provision of relevant health services by the Walton
Centre for 2014/15.
3.16

Indicators

The indicators are listed below and a response is provided if they are deemed applicable to the
Trust. If the indicators are deemed non applicable a rationale for this status is provided.
1.

Summary Hospital-Level Mortality Indicator (SHMI): (Domain 1: Preventing people

from dying prematurely) and 2. Enhancing quality of life for people with long term conditions
NOT APPLICABLE.
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Rationale: This indicator is not deemed applicable to the Trust, the technical specification states
that Specialist Trusts are excluded from this measurement and that this decision was made by the
CQC in June 2011.
2.

Percentage of patients on Care Programme Approach (Domain 1: Preventing

people from dying prematurely and 2. Enhancing quality of life for people with long term
conditions)
NOT APPLICABLE
Rationale: The Trust does not provide mental health services
3.

Category A ambulance response times: (Domain 1: Preventing people from dying

prematurely)
NOT APPLICABLE
Rationale: The Trust is not an ambulance trust
4.

Ambulance trust clinical outcomes: that includes myocardial infarction and stroke

(Domain 1: Preventing people from dying prematurely & Domain 3: Helping people to recover
from episodes of ill health or following injury)
NOT APPLICABLE
Rationale: The Trust is not an ambulance trust
5.

Percentage of admissions to acute wards for which the Crisis Resolution Home

Treatment Team acted as gatekeeper during the reporting period (Domain 2. Enhancing

quality of life for people with long term conditions)
NOT APPLICABLE
Rationale: The Trust does not provide mental health services
6.

Patient reported outcome scores for (i) groin hernia surgery, (ii) varicose vein

surgery, (iii) hip replacement surgery, and (iv) knee replacement surgery
(Domain 3: Helping people to recover from episodes of ill health or following injury)
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NOT APPLICABLE
Rationale: The Trust is a neurological trust and does not perform these procedures.
7.

Emergency readmissions to hospital within 28 days of discharge:

(Domain 3: Helping people to recover from episodes of ill health or following injury)
APPLICABLE
% of Inpatient discharges
No. of readmissions readmitted
2014/15

276

5.43%

2015/16

298

5.51

Change

22

0.08

Calculation of readmission rates is based on the national standard as defined within the
Compendium of clinical and Health Indicators. (https://indicators.ic.nhs.uk/webview/). The rates
are for patients 16 years and over.
Actions to be taken
The Walton Centre considers that this data is as described for the following reason: The Trust
recognises that the main causes for readmissions are due to infection. The majority of these are
for patients with an implant who are at high risk of acquiring an infection post operatively.
The Walton Centre has taken the following actions to improve this rate, and so the quality of its
services, by


Focusing on ensuring the use of ultra-clean theatre for implant patients wherever
possible.



Undertaking an on-going review of the use of intra-operative antibiotics



Consultant review of all readmissions.

8.

Responsiveness to inpatients’ personal needs based on five questions in the CQC

national inpatient survey: (Domain 4: Ensuring that people have a positive experience of care)
APPLICABLE
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Response:
In 2014 the Trust has made a considerable improvement in the National Inpatient Survey results.
The Walton Centre considers that this data is as described for the following reasons: The Trust
has improved in 37 questions in the national inpatient survey, with the 2014 survey seeing the
greatest improvements and scores the Trust has achieved to date.
The Walton Centre has taken the following actions to improve this score, and so the quality of its
services:


Increasing the nursing staff establishments



Introduction of a Practice Education Facilitator on each ward



Introduction of the Nursing Assessment and Accreditation Scheme



Introduction of Matron Rounds

The Trust has continued to capture monthly internal surveys that ask the same 5 questions and
have noted a sustained high score across the year. The Trust will continue to make patient
experience a key priority going forward and will continue to capture patient feedback using a
number of tools including the Friends and Family Test, internal questionnaires and external
surveys.
Any priorities for improvement will be addressed and shared using the ward quality boards that
are electronic boards at the entrance to each ward displaying patient information.
AW TO UPDATE WHEN RESULTS IN
National Inpatient Survey Question

2012

2013

2014

2015

Result

Result

Result

Result

7.5

7.9

8.3

6.4

6.3

7.0

8.7

9.0

8.9

5.2

5.1

5.8

8.1

8.7

8.7

1. Were you involved as much as you wanted to be in
decisions about your care?
2. Did you find a member of hospital staff to talk to
about your worries or fears?
3. Were you given enough privacy when discussing
your condition or treatment?
4. Did a member of staff tell you about the medication
side effects to watch for? (following discharge)
5. Did hospital staff tell you who to contact if you were
worried about your condition? (following discharge)

XX
XX
XX
XX
XX

To note: National Inpatient scores are out of a maximum score of ten
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9.

Percentage of staff who would recommend the provider to friends or family

needing care. (Domain 4: Ensuring that people have a positive experience of care)
APPLICABLE
The Trust had a response rate of 48% for the 2015 national staff survey, which is slightly
above the average for acute specialist trusts in England. This is also similar to last year’s
response rate of 46%. The national response rate was 42%, a 1% increase from 2014.
Within the survey the percentage of staff who would recommend the Trust as a place to work
increased to 79% from 77% in 2014, the percentage of staff who would recommend the
Trust as a place to receive treatment” increased to 91% from 88% in 2014.
The Walton Centre considers that this data is as described for the following reasons:
In addition to the annual staff survey, a staff Friends and Family Test has also taken place
on a quarterly basis this year. The purpose of these is to assess how likely employees are to
recommend the Walton Centre as a place to work and also as a place to receive treatment.
The results have been extremely positive. In Quarter 1 the Friends and Family Test was
issued to 400 staff using an online survey, 94 surveys were returned. The results showed
that 95% of staff were extremely likely or likely to recommend the Walton Centre to friends
and family if they needed care or treatment and 87% of staff said they were extremely likely
or likely to recommend the Walton Centre to friends and family as a place to work. In Quarter
2 the Friends and Family Test was issued to a further 400 staff with 96 being returned. The
results showed that 98% of staff were extremely likely or likely to recommend the Walton
Centre to friends and family if they needed care or treatment and 87.5% of staff said they
were extremely likely or likely to recommend the Walton Centre to friends and family as a
place to work.
Action to be taken
The Trust intends to continue to work with staff side and staff through various engagement
sessions to increase the response rates and percentage scores for the following year.
Feedback will also take place to advise staff what action the Trust has taken in response to
their comments. Although it is important to recognise that the majority of the findings were
predominately positive in nature, the Trust action plan will also focus on any area’s where
the findings were slightly less positive.
10.

Patient Experience of Community Mental Health Services. (Domain 2. Enhancing the

quality of life for people with long term conditions and 4. Ensuring people have a positive
experience of care)
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NOT APPLICABLE
Rationale: The Trust does not provide mental health services
11.

Percentage of admitted patients risk-assessed for Venous Thromboembolism.

(Domain 5: Treating and caring for people in a safe environment and protecting them from
avoidable harm)
APPLICABLE
Year

Q1

Q2

Q3

Q4

Walton Centre

96.1%

95.6%

96.2%

96.2%

National Average

95.4%

95.7%

95.8%

96.0%

Walton Centre

96.3%

96.5%

98.7%

98.2%

National Average

96.2%

96.2%

96.0%

96.0%

Walton Centre

97.6%

99.2%

98.5%

98.65%

National Average

96.0%

95.9%

95.5%

TBC*

2013/14

2014/15

2015/16

*National average data not available until 1st May 2016
Action to be taken
The Walton Centre considers that this data is as described for the following reasons; during
2012/13 the Trust moved away from a paper based risk assessment process to an electronic
system which is now ensuring that assessments are undertaken in a timely manner.
The Walton Centre has taken the following actions to improve this score, and so the quality of its
services, by the introduction of E patient, the electronic solution implemented in the Trust.
Rate of C. difficile per 100,000 bed days amongst patients aged two years and over:
(Domain 5: Treating and caring for people in a safe environment and protecting them from
avoidable harm)
APPLICABLE
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Quality Accounts use the rate of cases of C. difficile infections rather than the incidence, because
it provides a more helpful measure for the purpose of making comparisons between organisations
and tracking improvements over time.
WCFT Clostridium difficile infections per 100,000 bed days:
2010-2011

2011-2012

21.2

20.4

2012-13
15.6

2013-14

2014-15

21.0

21.6

2015-16
15.7

National average Clostridium difficile infections per 100,000 bed days:
2010-2011

2011-2012

29.7

22.2

2012-13
17.3

2013-14

2014-15

14.7

15.1

2015-16
TBC**

Note: relates to Trust apportioned cases only.

** The latest national rates were unavailable at the time this report was produced.
The Walton Centre considers that this data is as described for the following reasons:


The introduction of hyper acute patients within the Trust



Increased patient acuity



Specialist treatment and regimes required for neurological complications



Increase in capacity and activity

The Walton Centre will take the following actions to improve this score, and so the quality of its
services:


Implementation of the Infection Control Strategy



Monthly environmental monitoring and infection control audits (hand hygiene and saving
lives audits)



Monitoring and reporting audits to the Quality Committee



The Infection Prevention and Control Team will undertake environmental checklists on a
weekly basis



The cleanliness of isolation rooms which are used for the management of infected
patients will be monitored three times a day by the nurse in charge



Reviewed cleaning schedules will be implemented to enhance the standards of
cleanliness



Antibiotic usage will continue to be monitored via the antibiotic ward rounds



The annual update for medical staff will include both antibiotic usage and promoting
antibiotic stewardship
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The Trust will continue to improve the quality of its service and aims to reduce Clostridium difficile,
which includes supporting our vision to work towards achieving zero tolerance in relation to
avoidable infections and to ensure that all of our service users within the Trust are not harmed by
a preventable infection.
12.

Rate of patient safety incidents and percentage resulting in severe harm or death.

(Domain 5: Treating and caring for people in a safe environment and protecting them from
avoidable harm)
APPLICABLE
Response: In 2015/16 the Trust reports a rate of XX patient safety incidents per 100 admissions
compared to a rate of 5.5 in 2014/15. In 2015/16 the proportion of patient safety incidents that
resulted in severe harm or death was X compared to two cases that resulted in severe harm or
death in 2014/15.
The Walton Centre considers that this data is as described for the following reasons:


Increased patient acuity



Increase in capacity and activity

The Walton Centre will take the following actions to improve this score, and so the quality of its
services, by:
The Trust investigates all incidents reported, reviewing causes and putting systems in place, as
appropriate, to ensure these incidents do not re-occur. Lessons learnt are disseminated to staff
and monitoring of incidents occurs to assure the Trust that incidents that have occurred are not
repeated.
Further actions this year will be to:


Make improvements to reporting clinical incidents, improving the reporting system



Reviewing practices in order to reduce incidents that cause harm to patients.



Discussing all root cause analysis at cross divisional harm meetings before reporting to the
Patient Safety Group



Review how lessons learnt are being disseminated to staff, exploring new ways to share the
information.MD/KB TO UPDATE
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4.0 Conclusion
The achievements outlined in this account demonstrate the importance which the Trust places on
improving the quality of care delivered and the patient experience. The Trust has continued to
perform well against contractual arrangements and followed the quality schedule held by
commissioners. The Trust has reflected on the improvement priorities for 2015/16 and engaged
with stakeholders in agreeing the plan going forward for next year.
There is a clear quality improvement plan established for the year ahead and the success of this
plan will be monitored through both contractual arrangements with commissioners and through
the Quality Committee that reports directly to the Board of Directors.
The Trust has a clear focus on the steps needed to continue to deliver high quality patient centred
care that is safe, effective and personal and has a Quality and Patient Safety Strategy to enable
this work to be embedded throughout the Trust. There are some areas that will require the Trusts
full focus for improvement over the coming year but overall it has been a successful year and one
that will now be built upon to ensure that The Walton Centre NHS Trust continues to deliver
‘Excellence in Neuroscience’.
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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 2010 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
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 and supporting guidance;
 the content of the Quality Report is consistent with internal and external sources of
information including:


Board minutes and papers for the period April 2015 to April 2016



Papers relating to Quality reported to the Board over the period April 2015 to April
2016



Feedback from the commissioners dated xx May 2016



Consultation with governors at events on 2nd March 2016



Feedback from the Overview and Scrutiny Committee (OSC) dated xx 2016



Feedback from Healthwatch (Liverpool, Sefton, St Helens, Halton) dated xxx 2016



The Trust’s Complaints Report published under regulation 18 of the Local Authority
Social Services and NHS Complaints Regulations 2009, dated xx 2016.



The National Inpatient Survey presented to Trust Board on xxx 2016



The National Staff Survey for 2015 presented to Trust Board on xxx 2016



The Head of Internal Audit’s annual opinion over the Trust’s control environment was
presented to Audit Committee xxx 2016

 the Quality Report presents a balanced picture of the NHS Foundation Trusts 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
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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.gov.uk/guidance/nhs-foundation-trustssubmitting-annual-reports-and-accounts ) as well as the standards to support data quality
for the preparation of the Quality Report (available at www.gov.uk/guidance/nhsfoundation-trusts-submitting-annual-reports-and-accounts).
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

Chairman
xxx 2016

Chief Executive
xxx 2016
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