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Welcome to Northern Devon Healthcare 
NHS Trust’s quality account for 2016/17 .

The quality account gives us the opportunity to review 
what we have been doing to improve the quality of 
care we provide. Within this document, we set out our 
priorities for 2017/18 and show our progress against the 
priorities we set out in the 2015/16 quality account. 

This year has been a successful one and we are very 
proud of our staff for their achievements. Our staff 
continue to inspire each other every day and their 
incredible commitment seems to increase year on year. 

As well as showing absolute dedication to our patients, 
many of our staff go over and above, coming up with 
innovative new ways to improve patient care and to 
raise awareness of important issues. You will see some of 
these fantastic innovations over the next few pages.

We believe the dedication of our staff is reflected in our 
successes as a Trust, and that having happy staff leads to 
patients having a positive experience. Our overall 2016 
NHS Staff Survey results placed us in the top 10% of 
providers in England for overall staff satisfaction and top 
in the South West. In particular, staff said they felt able 
to contribute to improvements at work and agreed that 
their role makes a difference to patients. We achieved 
the highest ranking score for any trust of our kind in 
these areas, amongst others, and we are delighted to see 
that our staff view their roles as important in improving 
the quality of care our patients receive. Our staff are our 
biggest asset and they are the ones who drive positive 
change, so this is really important.

We have made good progress over the last year against 
the priorities we set out in last year’s quality account. 
These were:

1. Keeping hydrated and promoting good nutritional 
health

2. Mortality rate review

3. Making the most of informal networks of care to 
improve dementia care in inpatient wards

Welcome

Examples of improvements include the introduction of 
standardised fluid products across all wards, introducing 
open visiting to all inpatient areas, designed around 
the patient and their carer, and putting a process in 
place to spread learning from deaths throughout the 
organisation. 

There is always more work to be done and we will never 
stop trying to make improvements to the services we 
provide, but we are very pleased with the progress so far 
in the areas identified in last year’s quality account.  

Looking forward, we have chosen three priorities for the 
next year from a variety of issues identified by our staff, 
patients and the public. We believe these will help us to 
deliver the most important changes for patients:

1. Compassion as part of patient and staff experience

2. Improving the effectiveness of transfers of care

3. Learning from investigations

There will be a particular focus on the three chosen 
areas to bring rapid improvement and make real change 
that we can see, feel and measure. 

Focusing on these three priorities does not mean 
we will relax our efforts on other important 
issues. The information on all of our quality and 
performance measures can be found in our monthly 
performance board reports on our website, 
www.northdevonhealth.nhs.uk. 

We look forward to updating you next year on our 
progress. 

Roger French 
Chairman

Alison Diamond 
Chief Executive

June 2016
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The directors are required under the Health Act 2009 
to prepare a quality account for each financial year. 
The Department of Health has issued guidance on the 
form and content of annual quality accounts, which 
incorporates the legal requirements of the Health Act 
2009 and the National Health Service (Quality Accounts) 
Regulations 2010, as amended by the National Health 
Service (Quality Accounts) Amendments Regulation 
2011.

In preparing the quality account, directors are required 
to take steps to satisfy themselves that: 

 � the quality account presents a balanced picture of 
the Trust’s performance over the period covered; 

 � the performance information reported in the quality 
account is reliable and accurate;

 � there are proper internal controls over the collection 
and reporting of the measures of performance 
included in the quality account, and these controls 
are subject to review to confirm that they are 
working effectively in practice; 

Statement of directors’ responsibilities in 
respect of the quality account

 � the data underpinning the measures of performance 
reported in the quality account is robust and reliable, 
conforms to specified data quality standards and 
prescribed definitions, and is subject to appropriate 
scrutiny and review; and

 � the quality account has been prepared in accordance 
with Department of Health guidance. 

The directors confirm to the best of their knowledge and 
belief they have complied with the above requirements 
in preparing the quality account. 

By order of the Board 

 Date  Chairman

 Date  Chief Executive

30/6/17

30/6/17
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What we do

Across Devon, our teams of care professionals work 
with patients and their families to support peoples’ 
independence, health and wellbeing. We provide 
support to avoid hospital admissions, and if an 
admission is necessary, we try to make each patient’s 
stay in hospital as short and effective as possible before 
working with them on a safe discharge home.

In any 24 hours our health and social care community 
teams visit around 300 patients in their own homes to 
help them rehabilitate after illness or injury. At any one 
time, they are overseeing around 2500 people’s care.

Our domiciliary care service, Devon Cares, works in 
partnership with high quality local care agencies to 
provide social care to people in their own homes. 

We are working hard to join up health and social care, 
improving the way people get home from hospital or 
receive support to remain independent in their own 
homes. 

Our values guide everything we do. At all times, we aim 
to:

 � Demonstrate compassion

 � Strive for excellence

 � Respect diversity

 � Act with integrity

 � Listen and support others 

A high-performing trust
In our most recent staff survey, our staff voted us in 
the top 10% of NHS provider organisations to work for 
and we also came out as the top provider in the South 
West. Our patients (through the Friends and Family Test) 
regularly report an average of over 95% satisfaction 
with our services.

The Care Quality Commission inspected our services in 
2014 and found our community services to be ‘close 
to outstanding’ with inspectors wishing they lived in 
Devon. Our medical inpatient services at NDDH were the 
first to be judged as ‘outstanding’ by the CQC.

According to many clinical targets, we rate as one of 
the best performing non-foundation trusts in England, 
because we treat patients in line with national waiting 
time standards, have very few hospital-acquired 
infections and meet our four-hour waiting times for 
urgent care.

We achieve all this because we offer a wide range of 
hospital, outpatient, home-facing and specialist services 
across most of Devon. We have a huge range of clinical 
expertise that we share across professional spheres to 
ensure people get world-class care when they need it.

North Devon District Hospital 
(NDDH), Barnstaple
In 2016/17, staff at Northern Devon Healthcare NHS 
Trust treated 28,122 inpatients, 21,804 day cases, 
353,650 outpatients and delivered 1,548 babies. They 
also saw 45,050 people in our accident and emergency 
department, and 25,413 in our minor injuries units.  

The populations of Torridge and North Devon account 
for 94% of patients to NDDH, with the remaining 6% 
coming from residents from the Cornish and Somerset 
borders or tourists to the area.

NDDH provides a 24/7 accident and emergency service. In 
2012 it was designated as a trauma unit within a trauma 
network serving the whole of Devon and Cornwall. 
This ensures residents of Northern Devon have access to 
trauma services.

The Trust offers a range of general medical services, 
including cardio-respiratory, stroke care and 
gastroenterology. General surgical services include 
orthopaedics, urology and colorectal specialities. 

The Trust also runs very successful ophthalmology 
services, which use the latest procedures and techniques 
to treat glaucoma and macular degeneration.

The Trust offers patients a choice of local, specialist 
services and invites consultants from other neighbouring 
Trusts to hold clinics in the area. We work with Musgrove 
Park in Taunton on a vascular network, Derriford on a 
neonatal network and the Royal Devon and Exeter on a 
cancer network. We also work with the RD&E to deliver 
ear, nose and throat services.

Our pathfinder team at NDDH liaise with the wards 
in both acute hospitals to organise timely and safe 
discharges for patients who require ongoing care or 
support after leaving hospital. As members of the local 
health and social care teams, the pathfinder and onward 
care teams develop and arrange any care packages that 
are required to ensure the patient can leave hospital, 
with the right support to live independently at home.
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Integrated health and social 
care community services
Our teams of integrated health and social care 
community professionals across Northern Devon work 
to rehabilitate patients, avoid admissions, and promote 
health, wellbeing and independence, with a focus 
on reablement. The multidisciplinary teams include 
community nurses, social workers, physiotherapists, 
occupational therapists, community matrons and the 
voluntary sector.

The teams deliver care to around 2500 people, often 
with very complex needs, providing support and 
treatment to enable them to live independently in their 
own homes. 

The teams provide a rapid response service. If a GP is 
worried about a patient whose health is deteriorating, 
they can call the community rapid response team who 
will arrive at the person’s home within two hours. We 
then look at the health and social care needs of the 
patient, and the patient is provided with immediate 
support in their own home. Quite often this avoids an 
admission to hospital.

The Trust has five community hospitals and two resource 
centres, which provide local hubs of healthcare for their 
communities and a range of services that are easily 
accessible to the local population, including around forty 
inpatient beds, and rehabilitation and outpatient clinics. 

Some hospitals also offer specialist services such as minor 
injuries units, stroke rehabilitation and renal care. The 
resource centres in Barnstaple and Lynton provide a 
range of local outpatient and self-referral services, such 
as family planning clinics. 

More information on the Trust’s services is available 
online at: www.northdevonhealth.nhs.uk

www.healthyteethdevon.nhs.uk

vwww.thecentresexualhealth.org

Specialist community services
The Trust is the main provider of specialist community 
healthcare services across North, East, Mid and South 
Devon, including podiatry, sexual health and the Sexual 
Assault Referral Centre (SARC). We also provide adult 
and paediatric bladder and bowel care services in these 
areas. 

The Trust runs two walk-in centres in Exeter, based in 
Sidwell Street and at the RD&E. These services are led 
by specialist nurses, who can provide treatment for 
minor injuries or illnesses such as sprains, cuts and minor 
infections. There is also a deep vein thrombosis service at 
the RD&E. 
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Driving quality improvements in 2016/17

Maternity safety training
The maternity service was awarded £50K towards 
maternity safety training by Health Education England 
in 2017. The ‘Learning to be Safer Programme’ aims 
to improve the quality of patient care, safety and staff 
wellbeing through multi-disciplinary education and 
human factors training.

We are part of the Maternal and Neonatal Health Safety 
Collaborative, launched in February 2017. This three-year 
programme has a national ambition to reduce the rates 
of maternal deaths, stillbirths, neonatal deaths and brain 
injuries that occur during or soon after birth by 20% by 
2020 and 50% by 2030.  

Community physiotherapy
The neuro-physiotherapy outpatient team is 
collaborating with Petroc to deliver NeuroActive. This 
programme consists of classes to enhance exercise 
self-efficacy and improve fitness of people with 
recently diagnosed long-term neurological conditions. 
The programme is delivered by a physiotherapist and 
personal trainer. Students undertaking personal training/
fitness qualifications at Petroc help support the classes 
and get hands on experience of fitness testing and 
delivering classes to real clients. Holding the sessions 
at Petroc gives the participants the opportunity to 
experience other forms of exercise including Pilates, 
Nordic walking and access to the gym. The aim is 
that after completing the NeuroActive programme, 
participants will continue to increase their physical 
activity and have the confidence to access exercise 
opportunities independently. 

Podiatry
Diabetes foot complications are the largest single reason 
for hospital admissions among people with diabetes. 
Early recognition and access to treatment is imperative 
for better outcomes and our podiatry department is 
leading a focus on diabetic foot pathways across our 
acute and community teams. 

Apps for recovery
The stroke therapy 
team has launched 
a website to help 
patients find 
the best apps to 
aid in rehab and 
recovery following a stroke or brain injury. 
www.my-therappy.co.uk offers a database of apps that 
have been tried and tested by a network of therapists 
and patients. The project was supported by the 
Academic Health Science Network and shortlisted for the 
national Advancing Healthcare Awards.

Remote monitoring service 
A remote monitoring service is now offered to all 
patients with implantable cardio-defibrillators. The 
web-based service monitors the device through a 
transtelephonic hub. By detecting anomalies that occur 
between scheduled appointments, this technology 
has been proven to improve quality of life as well 
as efficiency by reducing the number of hospital 
appointments. 
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Supporting individuals to 
remain independent
The health and social care team in Bideford have been 
working with Sanctuary Extra Care to support people 
to remain as independent as possible through the use 
of a ‘pathway flat’. The furnished flats, which have an 
onsite care team, are available for people to use for up 
to six weeks when they may need additional support 
and rehabilitation before being able to return to their 
home. In the past these people would have had to go 
into either a hospital bed or a care home to receive the 
support they need. Avoiding admission to an institution 
enables people to maintain their independent living 
skills and their confidence. 

Falls prevention
This graph shows the overall downward 
trajectory in falls at NDDH, which reflects 
our quality improvement initiatives. The 
step-change in October was due to the move 
of eastern community hospitals to RD&E, 
however we are delighted with the overall 
downward trend.
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Improving the care environment
Several wards and facilities have undergone 
refurbishment recently to improve patient and staff 
experience, and many of them have been shortlisted 
for awards for the impact they have made on the 
healthcare environment. 

The Seamoor Unit, our state of the art chemotherapy 
and day treatment centre, was a finalist in the 
Health Business Awards 2016. The Unit, which was 
built following a four-year fundraising campaign 
undertaken by the Trust charity, Over and Above, also 
won the local 2016 Michelmores Property Award for 
the best building under £2million. 

The Trust and its partners were also a finalist at the 
South West Local Authority Building Control Awards 
2016. The Seamoor Unit and the King George V 
ward refurbishment at NDDH were nominated by 
independent local authority building inspectors who 
felt they exceed high industry standards. The KGV 
ward underwent an £850,000 refurbishment at the 
end of last year so patients could enjoy enhanced 
facilities and a better all-round environment. 

The team were also nominated in the 2017 awards for 
their refurbishment of the medical assessment unit 
(MAU) and were highly commended.

The Trust’s facilities team was also named client of the 
year at the Association for Project Safety’s national 
Construction, Design and Management Awards 2016. 
The team were nominated for their leadership and 
commitment to make the construction industry a safer 
and healthier place for its workers.

NDHT Staff Bank 
In September 2016 we established our own staff bank, in 
partnership with NHS Professionals. We have focused our 
efforts on recruiting qualified nurses, HCAs and admin 
and clerical staff to work in clinical areas. Our staff are 
welcoming the opportunities for flexible working and our 
patients are benefitting from us using our experienced 
workforce to fill shifts wherever possible. During the 
coming year, we will be looking to develop our medical 
and dental and allied health professional bank.
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Reducing harm from falls within our care continues to be 
a priority for our staff with extensive portfolio of local 
and broader projects. We held a celebration event in 
February where wards and community teams showcased 
their good work. Raising awareness of the consequences 

RAG (red, amber, green) 
coding of walking 
equipment to indicate 
mobility status

Double sided non-slip 
slipper socks for patients 
without their own 
suitable footwear

Pressure 
sensor pads 
for beds and 
chairs

Ward environment 
improvements to meet 
dementia standardsPatients in visible 

bed spaces

Cohorting patients 
together

Enhanced 
observations, 
including one to one 
care and comfort 
rounds

Medication reviews 
and pharmacists 
having a link to the 
ward

Lying and 
standing 
blood pressure 
recording

Falls referral pathway across acute and 
community services, for SWAST, GPs, 
minor injuries units, the emergency 
department and other services to refer to 
community teams 

This is me 
document

Strength and balance classes 
out in the community providing 
evidence-based exercise in a 
standardised format

Board rounds and patient 
safety briefings – also being 
carried out in community 
teams

Hi-lo beds

of falls both physically and mentally for patients and 
their families is really important, and this is underpinned 
by our determined professionals who aim to understand 
and learn when a fall could be avoided. 

Initiatives embedded in practice are:

Some recent initiatives being employed but not fully rolled out are:

Post fall 
huddle

Bay tagging Visual assessments 
are to be included in 
future multifactorial risk 
assessments in line with 
guidance from the Royal 
College of Physicians

Royal College of 
Physicians Fallsafe and 
CareFall training
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Nursing associates pilot
The introduction of nursing associates follows The 
Shape of Caring Review (Raising the Bar) published 
in March 2015, which focused on the need for career 
progression in the NHS workforce. The nursing associate 
role is designed to bridge the gap between healthcare 
assistants and registered nurses. 

As one of the national 11 partnership pilot sites chosen 
by Health Education England, Devon has an exciting 
opportunity to develop our workforce and lead the 
way with innovation. Our 15 trainee nursing associates 
started their training programme in January 2017 
and during the next two years they will complete a 
foundation degree and various placements. 

Awards success
Our Lundy Ward team was shortlisted 
in the Nursing Times Awards 2016 for 
their work to educate and train staff 
to help patients avoid pressure ulcers 
and falls. 

Gemma Lilley, ward sister at Lundy 
Ward, was one of a handful of nurses 
invited to meet with Prince Charles at 
Clarence House before the ceremony. 

Our care homes team was shortlisted 
for the Patient Safety Awards for their 
work improving patient safety in care 
homes. The team supports care homes 
by working with their staff to improve 
the safety and quality of care for their 
residents. 
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Fab Change Day 
Staff across the Trust joined in with the fourth national 
NHS Fab Change Day and pledged to make small 
changes which can make a difference to their lives and 
to the lives of patients. 

Celebration events
We are proud of the commitment of our staff to driving 
improvements to quality and the effectiveness of care. 
There have been opportunities for our clinicans to 
showcase their work at various celebration events in 
2016/17. 

We held a falls celebration event in February 2017, 
where wards and teams showcased their good work.

The tissue viability team held a celebration lunch event 
to mark STOP Pressure Ulcer Day in November. 

We held our second annual symposium to in June 2016 
to highlight research and development successes across 
the Trust. 

We marked International Nursing Day (12 May 2016) 
with a truly memorable event that celebrated advances 
and innovations in our nursing and midwifery practice. 

The infection prevention and control team held a special 
celebrating good practice awards event to celebrate the 
Trust’s excellent infection prevention and control results. 

Nutrition and Hydration 
Week 
Staff across the Trust joined in this global event and took 
part in activities to highlight the importance of good 
nutrition and hydration to both staff and patients. 
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Priorities for improvement in 2017/18

1. Compassion as part of patient and staff experience
What are the issues?
Compassion is fundamental to patient care based on 
empathy, respect and dignity. It is central to how people 
perceive their care and treatment. All our patients 
should expect a high quality, compassionate, caring 
experience and we know that although most of the time 
this happens, there is always scope for improvement.

Why is it a priority?
Our staff appreciate that some patient groups find the 
unfamiliarity of a hospital or clinic more challenging and 
we want to ensure we provide care with compassion, 
especially for those with mental health issues, learning 
difficulties and dementia. We already work closely with 
specialist nurses and Devon Partnership NHS Trust, and 
will continue to build on these professional relationships 
to benefit our patients.

We also recognise that our workforce requires senior 
managers who understand the value of compassion and 
how it can be achieved. Our organisation and its leaders 
have a responsibility to enable and support staff to be 
compassionate to one another in the delivery of care.

How did we do in 2016/2017?
Our organisation closely monitors patient and user 
experience through a variety of methods, including 
feedback, letters and national patient surveys. 
Occasionally our patients tell us we need to do things 
better and communicate in a more meaningful way. We 
have always aimed for excellence in our patient care and 
accept this challenge. 

Our staff need to have the resilience to provide 
compassionate care across our busy departments. 
Multiple opportunities for our staff to seek support 
are already available with counselling, access to a 
psychologist, mental health first aid courses and 
wellbeing activities.

We continue to focus on the delivery of excellent end of 
life care, with our commitment to get it right as every 
death matters. Our staff are proud of the personalised 
approach for patients and their families and always seek 
opportunities to improve. 

What we aim to do in 2017/18
Being compassionate is about asking what is important 
to patients during their care and having meaningful 
conversations, so we will encourage health professionals 
to ask patients the question ‘what matters to you?’. We 
will make sure compassion is central to care for all of our 
patients and this year there will be a particular focus on 
certain conditions: mental health, dementia and end of 
life care.

The Trust’s psychiatric liaison team will provide staff 
training on caring for patients with specific mental 
health conditions, with a focus on compassion, respect 
and dignity.

Dementia training will continue to explore how we can 
maintain compassionate care for our dementia patients 
and their families.

The Trust is committed to excellence for our patients at 
the end of their lives. Our recent bereavement survey 
resulted in a positive evaluation and we shall continue 
to ask affected families how we can improve the care we 
provide in future surveys.  

We will continue to focus on ensuring our staff are 
supported by leaders who are well informed on the 
values of compassionate leadership. Our Trust board and 
senior managers will participate in well-led facilitated 
development opportunities. 

How will we monitor progress?
The Trust Learning from Patient Experience Group 
will have oversight and responsibility for monitoring 
progress with reports collected from relevant 
committees. We will also aim to gather patient 
perceptions of their care through various channels. 
This will include extended invitations to patient 
representatives and the possible formation of a patient 
panel.

From May 2017 we will ask about kindness and 
understanding as part of our Friends and Family Test 
survey.

We will collate qualitative, focused feedback from our 
patients on their experience of compassionate care from 
our workforce, with a specific focus on any previously 
identified patient groups namely mental health, learning 
disability and dementia.

We will promote and monitor staff attendance at the 
identified mental health training.
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2. Improving the effectiveness of transfers of care
What are the issues?
The patient journey can be complex, with different 
professionals linking together for the benefit of that 
patient. The patient who is central to those efforts needs 
to experience the most efficient and seamless processes 
possible. This will include sharing of verbal and written 
information which is accurate, personalised and timely. 
There are several obstacles in the path of professionals 
which require solutions so they don’t negatively impact 
on patient care delivery. 

Why is it a priority?
Our patients often have care provided by several teams 
or have their care transferred to and from professionals 
in other teams. This should be a straightforward process 
for the patient, but from our incidents, investigations 
and complaints we know that improvements are 
needed. 

An efficient package of care should optimise the 
benefits for the patient and the contributions of those 
professionals involved. We need to ensure transfers 
of care are a collaborative process and not isolated to 
individual portions of care.

How did we do in 2016/2017? 
Our teams work closely together in any investigation 
or case review into patient care where a number of 
different professionals have been involved. The aim 
of this is to ensure that we celebrate good practice 
whilst the learning from required improvements is 
disseminated across the teams. 

We are already a dynamic organisation with 
non-traditional workforce models across health and 
social care which aim to provide the right care for our 
patients, in the right place, with the right people. We 
have integrated health and social care community teams, 
and our recently launched Devon Cares initiative brings 
local domiciliary care providers together under the 
backing of the NHS. These partnerships have enabled us 
to revise our processes to assist those patients requiring 
transfer of care from a hospital to home setting. We 
shall continue to develop these relationships and address 
any barriers between care providers so our patients and 
clients can benefit from more joined-up care.

What we aim to do in 2017/2018 
It is imperative that the right information is transferred 
with the patient to support seamless care. We will 
improve internal processes to enable more effective 
methods of information sharing. There will be benefits 
with the implementation of the electronic patient record 
system whilst in other areas standardised systems will be 
developed. 

The Trust is already in many collaborative forums 
connecting the different providers and commissioners 
of our patients’ care. Closer working relationships and 
connections with these partner organisations should 
improve learning from each other so we can make the 
improvements needed. 

We will continue to use and promote the ‘This is 
me’ tool for dementia patients, passports for people 
with learning disabilities, and we will develop other 
personalised passports throughout the Trust and with 
our care partners. These documents, which are owned 
by the patient, capture individual preferences across 
the breadth of daily life. Compliance and quality will 
continue to be monitored through established audit 
processes.

We will minimise the number of times a patient is 
transferred during their stay within our hospital settings. 
This will help improve the effectiveness of care, reduce 
risk, build relationships and enhance the experience of 
patients, carers and families. 

How we will monitor progress
Our internal governance processes will determine 
the prevalence of relevant issues and monitor the 
success of improvement initiatives. These will include 
documentation audits, matron walkarounds and our 
learning from incident reviews.

Transfers of our patients during their stay will be 
closely monitored using prospective audits with agreed 
thresholds of the number of times a patient should be 
moved. Scrutiny of reports will provide assurance and 
cases will be reviewed when the thresholds are exceeded 
to determine if any subsequent action is required.

By the end of 2017/2018 we expect a clear identification 
of shared themes and a reduction in the number of 
reported issues regarding transfer of care. 
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3. Learning from investigations
What are the issues?
Established processes are firmly in place to investigate 
reported incidents. Similar to most organisations, our 
staff undertake investigations of incidents based upon 
certain criteria such as the level of harm, degree of 
learning or a particular concern. 

These investigations involve the effort and commitment 
of our staff, and we want to make sure the results are 
then used to improve the quality and safety of our 
patient care across the organisation.  

Why is it a priority?
Evidence from the Organisational Patient Safety 
Incident Report, produced by the National Reporting 
and Learning System (NRLS), illustrates that since 2008 
Northern Devon Healthcare NHS Trust has been in the 
top 25% of the highest reporters of clinical incidents. 
We promote transparency and are proud to be one of 
the highest reporting organisations in England, which 
indicates that safety is a high priority for the Trust. 
We now need to focus on ensuring that our quality 
investigations are carried out in a timely fashion, to 
identify Trust-wide learning to improve the quality and 
safety of patient care. We have already demonstrated 
tremendous improvements with our mortality reviews 
and feel able to further imbed these principles across the 
organisation.

How did we do in 2016/2017? 
We value the contribution of patients and their families 
in our investigations, so a method has been established 
within our investigation process to capture these views. 

We scrutinise national reports and our relative 
performance to understand areas for improvement. 
We have been identified as an outlier for incidents 
involving ‘implementation of care and on-going 
monitoring/review’. From April 2016 to March 2017 
there were 10,955 reported incidents and although 
this was a reduction on the previous financial year due 
to the community services being transferred to the 
Royal Devon and Exeter NHS Foundation Trust, we will 
continue to focus on the methods of reporting to ensure 
our staff are reporting incidents accurately. We will then 
continue the analysis of any themes with corresponding 
recommendations. 

What we aim to do in 2017/2018
We are going to review the incident and investigation 
process with the aim of streamlining, simplifying and 
improving it. We want a process that embeds and 
shares learning, and ensures any changes are making 
a positive difference to patient care. This will include 
a review of the incident categories to ensure they are 
aligned to the national categories and implementing 
learning from excellence into our incident reporting 
process. To help with this, we will facilitate ownership of 
investigations by management to improve the sharing of 
investigation results and their recommendations across 
our organisation.

We want to further build on our learning from internal 
mortality reviews already undertaken and extend the 
work in the publication of avoidable deaths to drive 
quality of care and focus on any areas for improvement. 
The Care Quality Commission, in conjunction with NHS 
Improvement, have identified steps for trusts to take to 
ensure they are complying with the recommendations 
made in the published Learning, Candour and 
Accountability review. 

Safety in healthcare has traditionally focused on 
avoiding harm by learning from error, but with this 
approach, opportunities may be missed to learn from 
excellent practice. There is a wider initiative based on 
the white paper from NHS England, From Safety I – 
Safety II, which highlights focusing on when things 
go right and learning from this, as well as reporting 
incidents when adverse events occur. We believe that 
studying excellence in healthcare not only provides 
formal recognition of the dedication and quality of 
the care that we deliver on a daily basis, but also the 
opportunity for sharing innovation and best practice 
for the benefit of staff and patients. We are underway 
with an exciting trial of reporting excellence using an 
appreciative inquiry approach to evaluate themes to 
enhance patient experience and improve the quality of 
care.  

How we will monitor progress
The Trust already has an established process of assurance 
from board to ward level, which we plan to supplement 
with revised internal governance processes.

We will identify where the Trust needs to improve to 
fully meet the CQC recommendations in the Learning, 
Candour and Accountability review and develop and 
implement an action plan to assure the Trust mortality 
review committee of on-going compliance.  

Progress will be monitored by close analysis of data 
on incidents, investigations and the results of targeted 
clinical audit projects. These will aim to measure 
whether changes have positively impacted on patient 
experience and quality of care.
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Participation in clinical research 

It is recognised nationally that all NHS organisations, 
regardless of size, should offer their patients the 
opportunity to be involved in high quality medical 
research. At Northern Devon Healthcare NHS Trust, we 
take this commitment very seriously. For the last three 
years we have significantly increased both the number 
of patients recruited into research studies and also the 
breadth of studies we are involved with.   

In 2016/17 we achieved a double-first by opening our 
first research study with the team of nurses and health 
advisers based at The Centre in Exeter (incorporating 
contraception, GUM and HIV services) and successfully 
recruiting the first patient in the UK to the study.

In 2016/2017, 747 patients were recruited to studies in 
more than twenty medical specialty areas. We currently 
have 38 principal investigators within our Trust from a 
variety of professions, working with their various clinical 
teams. 

We have focussed on increasing the proportion of 
patients we recruit to interventional studies (where 
patients are offered a new treatment) rather than 
observational studies (where patients are watched 

for clinical response or side effects). In 2016/17 we 
successfully increased the proportion of patients 
recruited to interventional studies from 9% to 26% of 
the total recruits. 

As part of our five year strategy, we aim to increase the 
proportion of patients recruited to studies sponsored by 
the commercial sector. The commercial sector do very 
valuable work in supporting research and the income 
generated by the Trust from participation in these 
studies can be used to improve patient care. The Trust’s 
involvement with the National Institute for Health 
Research (NIHR) and the recruitment of patients to 
studies adopted onto their portfolio has contributed to a 
number of publications.

Participation in clinical research demonstrates the 
Trust’s commitment to offering our patients the very 
best care possible, and to improving knowledge and 
understanding for the wider benefit of the entire 
healthcare community.  This was underlined by the 
publication of ‘Ryan’s Story’ where a paediatric research 
patient shared his thoughts and experiences on taking 
part in research with the Trust board and the public.

Goals agreed with commissioners

A proportion of Northern Devon Healthcare NHS Trust’s 
income in 2016/17 was conditional on achieving quality 
improvement and innovation goals agreed between 
the Trust and any person or body they entered into 
a contract, agreement or arrangement with for the 
provision of NHS services, through the Commissioning 
for Quality and Innovation (CQUIN) payment framework. 

Further details of the agreed goals for 2016/17 and for 
the following 12 month period are available on request 
from the quality improvement team.

By post: Quality improvement team, Northern Devon 
Healthcare NHS Trust, North Devon District Hospital, 
Raleigh Park, Barnstaple, EX31 4JB

By telephone: 01271 322577

Review of services

During 2016/17,  Northern Devon Healthcare NHS 
Trust provided and/or sub-contracted 30 acute and 10 
community services. Northern Devon Healthcare NHS 
Trust has reviewed all the data available to it on the 
quality of care in all 40 of these NHS services. The income 

generated by the NHS services reviewed represents 
91% of the total income generated from the provision 
of services by Northern Devon Healthcare NHS Trust in 
2016/17.
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Participation in clinical audits

During April 2016 – March 2017, 36 national clinical 
audits and seven national confidential enquiries covered 
the NHS services that Northern Devon Healthcare NHS 
Trust provides. During that period the Trust participated 
in 33 (92%) national clinical audits and seven (100%) 
national confidential enquiries out of the national 
clinical audits and national confidential enquiries we 
were eligible to participate in.

Details of these can be found in Annex A (tables 1 and 2). 

The published reports of 52 clinical audits were reviewed 
by the Trust in April 2016-March 2017. The reports and 
the actions that the Trust intends to take as a result are 
included in Annex A (table 3).

The reports of 60 local clinical audits and surveys were 
reviewed by the Trust in April 2016 – March 2017 and 
the actions that Northern Devon Healthcare NHS Trust 
intends to take are included in Annex A (table 4).

Statements from the Care Quality 
Commission
Northern Devon Healthcare NHS Trust is required 
to register with the Care Quality Commission and 
its current registration status is registered with no 
conditions.

The Care Quality Commission has not taken enforcement 
action against Northern Devon Healthcare NHS Trust 
during 2016-2017.

The Trust has not participated in any special reviews or 
investigations by the CQC during 2016/17. 

The Trust has nine locations currently registered to 
undertake various regulated activities to include:

Diagnostic and screening services

Family planning

Management of supply of blood and blood-derived 
products

Maternity and midwifery

Surgical procedures

Termination of pregnancy

Treatment of disease, disorder and injury

The locations we have registered are:

 � North Devon District Hospital (acute)

 � Bideford Community Hospital

 � Holsworthy Community Hospital

 � Ilfracombe Community Hospital

 � South Molton Community Hospital

 � Barnstaple Health Centre

 � Litchdon Medical Centre (dermatology department)

 � Dental Access Centre

 � Walk-in centre, Sidwell Street

 � Walk-in centre, Wonford

The Trust was inspected by the Care Quality Commission 
in August 2015 and judged our rating as requires 
improvement. The report received by the Trust contained 
the formal regulatory action the Trust was required 
to take in the form of compliance actions, as well as 
recommendations.

Compliance actions 
Regulation 9: person-centred care – 
treatment of disease, disorder or injury 
Not all patients who met the criteria for consideration 
for a treatment escalation plan had been considered and 
not all patients were afforded the opportunity to advise 
of their choices and preferences for care. 

There was no provision for advance care planning for 
patients in the last 12 months of life to take place. No 
advance care planning took place for patients in the last 
few weeks of life. No consistent systems were in place to 
enable patients to make advance directives or consider 
the decisions needed for their future. 

Staff did not consistently refer patients to the palliative 
care team at the appropriate time to meet the current 
and anticipated needs. There were significant delays to 
discharge which impact on patients’ end of life choices. 
The rapid discharge process in place to enable patients 
who wished to return home quickly at the end of their 
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The current rating with the Care Quality Commission for the Trust is as follows:

Overall rating  

Inadequate Requires 
improvement

Good Outstanding

Safe Effective Caring Responsive Well-led Overall

Accident and emergency Not rated

Medical care

Surgery

Critical care

Maternity and family planning

Services for children and young 
people

End of life care

Outpatients Not rated

North Devon District Hospital overall

Community services for adults 

Community inpatients

Community end of life 

Community overall

Trust overall

lives was not effective or well-led. Whilst recognition 
of the poor service for end of life patients for rapid 
discharge had been identified within the Trust, no action 
in the short term had been implemented by the Trust to 
meet those patients at the end of their lives to facilitate 
a timely discharge.

Action taken by the Trust 

The Trust reviewed the entire end of life care service 
after appointing a new end of life care lead, and 
implementing a range of actions that ensured the Trust 
was compliant with the CQC fundamental standards. 
A self-assessment process has been undertaken to 
provide assurance that the service is compliant with 
the requirements of the CQC fundamental standards, 
including undertaking an audit across all areas.   

The end of life care improvements continue, monitored 
by the Trust end of life steering group, including new 
specific paperwork being introduced to all areas, 
bespoke training, a bereavement survey, discussion 
events for patients and families, which started in 2017, 
a series of audits, and a new rapid discharge pathway 
for patients who have expressed a wish not to die in 
a hospital setting. In April 2017, our end of life team 
were selected as one of the Patient and Family Centred 
Care ‘Living well to the very end’ programme sites. The 
service looks forward to the next CQC Inspection where 
it expects to see an improvement in the rating.

Regulation 12: safe care and treatment – 
treatment of disease, disorder and injury 
Obstetric consultants’ attendance at obstetric emergency 
workshops, neonatal resuscitation and cardiotocography 
was low. 

Not all staff in the emergency department had received 
appropriate training in respect of children’s resuscitation. 

The medicines storage cupboard in the emergency 
department was not always kept secure. 

Action taken by the Trust 

Training for medical and nursing staff in all areas has 
been monitored and all attendances are recorded, 
with monthly reports produced for managers. Training 
schedules are more complementary to the clinical staff 
rotas.   

All medicines storage areas have now been reviewed 
and automatic closers and locks have been fitted to 
ensure the safe keeping of all medication. New lockers 
have been introduced on the wards with locked 
cupboards for patients’ medication to be kept in.
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Regulation 15: premises and equipment – 
treatment of disease, disorder and injury 
Medical gases in the emergency department were not 
stored securely at all times.  

New medical gas cylinders were kept in the majors 
store room, along with other equipment. The door to 
this cupboard was not kept locked and was located 
immediately beside a majors bay, which meant that 
unauthorised persons could access it. 

Action taken by the Trust 

Storage areas for medical gas cylinders were assessed 
and changed to ensure they complied with the required 
standards. New types of cylinders have now been 
introduced and storage areas altered to ensure all are 
stored safely and securely.

Regulation 17: good governance – 
treatment of disease, disorder and injury 
There was limited governance in place for end of 
life provision. There was no end of life committee or 
governance group in place to review and discuss this 
aspect of the hospital service. Developments to end 
of life services were not evident. There was no clear 
strategy for developing and achieving a consistent 
standard of end of life care. By having no strategy the 
Trust did not assess, monitor and improve the service. 

For end of life care there was very limited monitoring 
of patient outcomes of care and treatment and audit 
results did not effect changes in practice. Some audited 
standards in the national care of the dying audit were 
seen to be not met. 

Necessary action was not taken to address the shortfalls. 
Areas for development previously identified had not yet 
been implemented. 

There was no local audit of care of the dying services 
provided at the Hospital to identify if patients preferred 
place of care had been achieved and no other local 
audits took place to identify any trends or areas for 
development.  

There was a lack of a system to take steps to review 
and improve the leadership of the service and enable 
effective multi-disciplinary working.  

NICE guidance for end of life care was not followed, 
for example NICE guidance QS103 in that people 
approaching the end of life were not all identified in a 
timely way. 

The CQC found that the culture in obstetrics and 
midwifery had not yet improved significantly.

The Trust had yet to resolve the issues of introducing a 
medical staff rota designed so that no medical staff are 
working 24 hour shifts, more hours than the European 
working time directive states. Due to long shift patterns, 
doctors sometimes found their ability to concentrate and 
make safe decisions was compromised. 

Action taken by the Trust 

The end of life care service undertook all of the relevant 
audits, including the national care of the dying audit 
and the bereavement audit. The results of these audits 
were fed back to the end of life steering group, along 
with action plans to implement any shortfalls. The end 
of life steering group has monitored the implementation 
and progress of the action plans and the subsequent 
improvements made as a result of the audits, and more 
audits are planned. 

Work has been on-going to improve the team work 
within the obstetrics and midwifery teams to include 
external review and improved multi-disciplinary team 
working arrangements. 

All of the obstetrics and gynaecology doctors and junior 
doctors have been issued with agreed job rotas to ensure 
all staff are working the correct shifts and are within the 
European working time directives. 

A new process has been introduced for the distribution 
of NICE guidance and monitoring of implementation 
is reported monthly through the quality assurance 
committee. 

Regulation 18: staffing – treatment of 
disease, disorder and injury
In the emergency department there were insufficient 
registered sick children’s nurses to ensure one was 
available on each shift in the emergency department. 

Action taken by the Trust 

New processes were introduced within the rota booking 
system, which has ensured that a children’s nurse is 
available for each shift within the department.

Care Quality Commission 
inspection of the walk-in 
centres in March 2017 
At the beginning of March 2017, the CQC undertook 
an announced inspection of the two walk-in centres in 
Exeter. They had requested information regarding the 
service prior to the visit, and on the day they interviewed 
and spoke with staff, observed treatment and inspected 
the environment. Both walk in centres were given an 
overall rating of good.   

The Trust would like to thank the staff at the walk-in 
centres for all of their hard work in achieving this good 
rating.

Are the services safe?  
There were good systems in place to keep people safe 
and risks were managed. 

Are the services effective? 
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Staff were aware of their responsibilities regarding 
information sharing and how to contact relevant agencies 
and refer to others as required. The Trust monitors how 
many patients are seen, levels of complaints, significant 
events and feedback from patients.   

Are staff caring? 
Feedback from patients was good, and comment cards 
were all positive. Patients were treated with kindness 
and respect. 

Are the services responsive? 

There was good access to appointments and services 
were responsive to patient demand. Information was 
shared appropriately with other agencies. Complaints 
were well-managed and there was good evidence of 
duty of candour. 

Are the services well-led? 
There were good governance systems in place. There 
was a strong focus on continual learning for all staff. 
A clear leadership structure was in place, and staff felt 
supported and respected.

The Trust submitted records during 2016/17 to the 
Secondary Uses Service for inclusion in the Hospital 
Episode Statistics, which are then included in the latest 
published data. 

The latest published data (December 2016) is as follows: 

(a) The percentage of records relating  to admitted 
patient care which includes the patient’s  

(i) Valid NHS number is 99.7%, and 

(ii) General Medical Practice Code is 100% 

(b) The percentage of records relating to outpatient care 
which includes the patient’s  

(i) Valid NHS Number is 99.8%, and 

(ii) General Medical Practice Code is 100% 

(c) The percentage of records relating to emergency 
patient care which includes the patient’s  

(i) Valid NHS Number is 98.4%, and 

(ii) General Medical Practice Code is 100% 

How we will improve data 
quality 
The Trust is committed to maintaining the highest 
standards of data quality. Good data quality underpins 
the delivery of safe and effective clinical care. Data 
quality is reviewed throughout the year through the 
activities of the data assurance group (DAG). The 
DAG has recently reviewed its terms of reference and 

reporting arrangements to ensure it is fit for purpose 
and current. Programmes to raise awareness of certain 
conditions, such as sepsis, which affect clinical recording 
of those conditions, and national changes to the 
International Classification of Diseases (ICD10) and 
Procedure (OPCS) codes and new coding guidance, are 
discussed at the DAG alongside coding KPIs.  

Monthly checks of data quality are undertaken 
including: 

 � Reviewing the SUS data quality dashboard. 

 � Reviewing the Dr Foster data quality reports. 

 � Reviewing and resolving issues notified from other 
groups such as the mortality review committee. 

 � A regular programme of clinical coding audits. 

There has been some detailed scrutiny of the Trust’s data 
quality processes around the recording and reporting of 
RTT activity. 

During 2016/17, the Trust has been preparing for the 
implementation of a new electronic health record 
(TrakCare). As part of this work, a large volume of data 
is being transferred from the current system to TrakCare. 
Work to ensure the data is as robust as possible has been 
going on throughout the year, such as: 

 � Frequent traces for missing or non-validated NHS 
number, 

 � Completion of missing data items eg. ethnic origin 
and un-outcomed outpatient attendances. 

Data quality
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Information governance toolkit 
attainment level 
Northern Devon Healthcare NHS Trust’s Information 
Governance Assessment Report overall score for 2016/17 
was 81%, and was graded ‘satisfactory’ in accordance 

with the IGT grading scheme. The Trust was given a 
green rating for this attainment level.

Clinical coding is used to record morbidity data for 
operational, clinical, financial and research purposes. It is 
currently carried out using ICD10 diagnosis and OPCS 4.7 
procedure classifications.  

The team at NDDH includes 12 clinical coders, nine of 
whom have achieved accredited clinical coder status 
(the profession’s qualification), which provides assurance 
that the clinical coding is being carried out to a high 
standard.

A programme of clinical coding audit is carried out to 
measure and demonstrate compliance with national 
coding standards and to ensure that the information and 
data produced as a result of the clinical coding process is 
fit for purpose.

This internal clinical coding audit was carried out, at 
the request of the head of clinical coding and data 
quality, in order to comply with the requirements of the 
Information Governance (IG) Toolkit Requirement 505.

The audit was performed on a random sample of 
200 FCEs (finished consultant episodes) from April to 
November 2016 according to the Clinical Classifications 
Service Audit Methodology Version 10.0.

General findings
The overall results for the clinical coding audit are as 
follows:

Percentage 
achieved

IG 505 level 2 
target

Primary diagnosis 91.5 % 90 %

Secondary diagnosis 89.6 % 80 %

Primary procedure 85.0 % 90 %

Secondary procedure 89.7 % 80 %

This places the Trust at IG level 2 in all areas of coding, 
with the exception of primary procedure coding. Whilst 
this is disappointing, it should be noted that in the other 
three areas of coding audited, the Trust improved on the 
figures achieved in 2015/16.

The errors were all considered to be coder errors and 
were due, in the main, to an omission of codes (codes 
that had not been recorded by the coder). There were 
some errors due to incorrect application of coding rules 
and conventions, and also a handful of errors which 
were classed as not relevant to the episode.

The clinical coders usually have access to the full 
case notes, including discharge summaries. Generally 
the notes are collected from the wards with the 
documentation complete. Changes to the coded data 
cannot be made by anyone outside of the clinical coding 
department. This ensures that the rules and conventions 
of the classification are applied and rigorously 
maintained to provide accurate and meaningful data for 
the Trust.

The Clinical Coding department has good links with 
the various specialties within the Trust and also carries 
out specialty audits, with feedback to lead clinicians, to 
validate the coded data.  

Conclusions
The audit found that IG level two was achieved in three 
out of four areas examined. The majority of the errors 
were due to omitted codes, and this can be addressed 
through continued training and development. It should 
be noted that the audit sample only represents a small 
proportion of episodes and the findings cannot be 
extrapolated to represent the picture for coding as a 
whole.

Most of the omitted codes appeared to be due to poor 
data extraction.  Other errors found were due to codes 
not being taken to the furthest level of specificity. Again, 
this was due to either poor extraction or to the coders 
not following the four step coding process.

The links that have been developed with the various 
specialties should be considered good practice and 
should continue to be built upon.  

Clinical coding error rate
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How we performed last year –  
key quality information
This section looks at a range of data on the quality and 
safety of our services during 2016/17. 

Mortality rates
The Summary Hospital-Level Mortality Indicator (SHMI) is 
the NHS’ standard measure of the proportion of patients 
who die while under hospital care and within 30 days of 
discharge. 

It takes the basic number of deaths, and then adjusts the 
figure to account for variations in factors such as the age 
of patients and complexity of their conditions, so the 
final rates can be compared. 

The resulting SHMI is the ratio between the actual 
number of patients who die following hospitalisation at 
the Trust and the expected number based on average 
England figures, given the characteristics of patients 
treated at the Trust. 

The expected SHMI is 100, though there is a margin for 
error to account for statistical issues. 

Summary Hospital-Level Mortality Indicator (SHMI) – 
deaths associated with hospitalisation, England, October 
2015 – September 2016:

104.39 (within the expected range)

The figures for October 2014 – September 2015, as 
reported in the 2015/16 quality account, were:

98.1 (within the expected range)

Palliative care
The number of patients who died after being coded 
as under palliative care – relief of symptoms only – is 
collated nationally. This can affect mortality ratios, as 

palliative care is applied for patients when there is no 
cure for their condition and they are expected to die.

Percentage of patient deaths with palliative care coded 
at either diagnosis or specialty level for the Trust for the 
reporting period October 2015 – September 2016:

42.8

The figure for October 2014 – September 2015, as 
reported in the 2015/16 quality account, was: 

26.3

Patient-reported outcome 
measures
Patient-reported outcome measures (PROMs) are based 
on patients’ own experiences. People are asked about 
their health status and quality of life both before and 
after four types of surgery – hip replacement, knee 
replacement, varicose vein and groin hernia.

The scale runs from zero (poor health) to one (full 
health). The ‘health gain’ as a result of surgery can then 
be worked out by adjusting for case-mix issues, such as 
complexity and age, and subtracting the pre-operative 
score from the post-operative score.

The latest available data, for April 2016 – December 
2016, shows the average care-adjusted health gain for 
the Trust’s patients was:

Hip replacement: 0.48 (National average: 0.45)

Knee replacement: 0.34 (National average: 0.33)

Varicose vein: too few patients to quantify (National 
average: 0.10)

Groin hernia: 0.10 (National average: 0.09)

Recommendations
The coders should:

 �  Correctly follow the four step coding process at 
all times, in order to achieve the greatest level of 
specificity within the classification.

 �  Ensure that all relevant information is extracted from 
the source documentation.

 �  Maintain clinical coding training and receive 
refresher training as mandated by the Clinical 
Classifications Service.

 �  Build on the links already created within the clinical 
specialties across the Trust.

Additional Information
Audits have also been carried out on 200 FCEs to look at 
the recording of palliative care and also co-morbidities 
listed as relevant within the Charlson Index, for mortality 
review purposes.

This has demonstrated that, of the records audited, 
the clinical coding team correctly recorded palliative 
care input in 98% of the FCEs examined, and that the 
co-morbidities for Charlson were correctly captured in 
91% of the cases.

Northern Devon Healthcare NHS Trust was not subject to 
the Payment by Results clinical coding audit by the Audit 
Commission in 2016/17.
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Readmissions to hospital
Large numbers of readmissions to hospital after 
treatment might suggest patients had been discharged 
too early. Rates are therefore monitored nationally.

The published 28 day readmission rate for the Trust is:

8.32% for patients aged 0-14 compared to a national 
average of 10.01%

11.04% for patients aged 15-plus compared to a 
national average of 11.45%

Assessing people’s risk from 
blood-clots
Venous thromboembolism (VTE) is a clot in the deep 
veins of the leg, which can break off and clog the main 
artery to the lungs. Known as a pulmonary embolism, 
this can be serious, or even fatal.

It is therefore particularly important to make sure 
patients do not develop VTE in hospital, where the risk is 
often greater because people tend not to move around 
as much, making the legs more vulnerable to clotting.

Patients therefore need to have their VTE assessed, so 
drugs or stockings can be used to reduce the risks.

The target is for at least 95% of patients to be assessed. 
Between October and December 2016, 96.24% of 
patients were risk-assessed for VTE at the Trust, 
compared to 94.9% for the same period in 2015/16. 

Q3 2015/16 Q3 2016/17

% patients assessed 94.9 96.24

The highest rate nationally for the same period was 
100% and the lowest rate was 76.48%.

The national average for 2016/17 was 95.6%.

Northern Devon Healthcare NHS Trust considers that this 
data is as described for the following reasons: sustained 
good performance from established quality clinical 
process of assessing and capturing clinical risk of VTE for 
our patients. 

The Trust has taken the following actions to improve this 
percentage and so the quality of its services: continued 
scrutiny of process and compliance, and exploring 
methods to improve our care through clinical audit and 
governance.  

Clostridium difficile infection
Clostridium difficile (C. difficile) is a dangerous infection, 
which can cause serious symptoms and even death. 
Although naturally present in some people, it can spread 
quickly in a confined environment like a hospital, where 
people are already unwell. The Trust has been working 
hard to combat this infection using different infection 
control techniques to keep patients safe.

There were 6 C. difficile cases reported by the Trust 
in 2016/17. There were a total of 106,946 bed days 
available, including maternity and community hospitals. 
This gives a rate of 5.6 per 100,000 bed days.

In 2015/16, there were 11 C. difficile cases reported 
by the Trust. There were a total of 106,996 bed days 
available, including maternity and community hospitals. 
This gives a rate of 10.3 per 100,000 bed days.

2015/16 2016/17

C.difficile cases reported 11 6

C.difficile cases per 100,000 
bed days

10.3 5.6

The most recently published rate for England per 
100,000 beds days is 14.9 in 2015/16. The lowest rate 
nationally, as per the most recently published data 
(2015/16), was 0 cases, and the highest rate was 66 cases 
per 100,000 bed days. 

Northern Devon Healthcare NHS Trust considers that this 
data is as described for the following reasons: decreased 
number and rate since last year. 

The Trust has taken the following actions to improve this 
percentage and so the quality of its services: continuing 
robust antibiotic stewardship, enhanced cleaning 
regimes, and investigations to identify learning and 
share good practice for every case. 

National reporting is only required for acute services, 
however we do monitor healthcare acquired infections 
in community hospitals and report these to the Clinical 
Commissioning Group every month.

Patient safety incidents
An incident may be defined as an event that has given 
rise to actual or possible harm such as injury, patient 
dissatisfaction, property loss or damage. The Trust 
actively encourages staff to report all such incidents, so 
lessons can be learned and shared, and returns one of 
the highest incident reporting rates in the NHS.

Only a very small minority of incidents are at the top end 
of the scale, causing severe harm or death. These trigger 
the most rigorous of investigations.

In April 2016-September 2016, the rate per 1000 bed 
days was 71.8. Of the total 3620 incidents, 30 led to 
severe harm or death.

In October 2015 – March 2016, the rate per 1000 bed 
days was 70.7. Of the total 3722 incidents, 33 led to 
severe harm or death.

The Trust is noted to be one of the highest 
reporters of incidents in its reporting cluster (acute 
non-specialist trusts – there are 136 trusts in this cluster). 
This demonstrates an excellent reporting culture in 
the Trust and staff who are open and transparent in 
their work. The reporting cluster is set by the NLRS 
(National Reporting and Learning System). The NLRS was 
previously delivered by NHS England, but transferred to 
NHS Improvement on 1 April 2016.
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Responding to the personal 
needs of patients
The Trust collects information on its responsiveness to 
patients’ personal needs, augmenting the feedback 
collected as part of the national inpatient survey. 
Patients are asked five questions in order to compile an 
overview:

 �  Were you as involved as you wanted to be?

 �  Did you find someone to talk to about worries and 
fears?

 �  Were you given enough privacy?

 �  Were you told about medication side-effects to watch 
for?

 �  Were you told who to contact if you were worried?

The average weighted score of the five questions (score 
out of 100):

Trust: 79.5

National value = 77.3

Would staff recommend the 
Trust?
We are delighted with our results which show we are 
above the national average for the staff Friends and 
Family Test.

‘If a friend or relative needed treatment I would be 
happy with the standard of care provided by this 
organisation.’

Trust = 74.1% agree or strongly agree Nationally = 
68.3% agree or strongly agree

Would patients recommend 
the Trust?
Patient Friends and Family Test – data from March 2017: 

‘How likely are you to recommend our ward to friends 
and family if they need similar care or treatment?’

Inpatient percentage recommended – 99% 

ED percentage recommended – 84%

Inpatient response rates – 13.9% 

ED response rates – 3%

The response rate is low and there are organisational 
initiatives to improve the comment card returns. We are 
proud of the high scores which show that those patients 
that did respond evaluated their experience as positive.

The data provided in the 2015/16 Quality Account was as 
follows:

Patient Friends and Family Test - the data for March 
2016:

‘How likely are you to recommend our ward to friends 
and family if they need similar care or treatment?’

Inpatient percentage recommended – 100% 

ED percentage recommended – 79%

Inpatient response rates – 9.3% 

ED response rates – 5.6%

Staff survey
We received excellent results overall in the 2016 NHS 
Staff Survey, with our overall results placing us as the top 
trust in the South West and in the top 10% of providers 
in England. 

We have been asked to rate two key findings in our 
Quality Account. 

Key finding 21 – percentage of staff believing that the 
organisation provides equal opportunities for career 
progression or promotion 

Trust score: 90%

National average for combined acute and community 
trusts: 87%

Key finding 26 – percentage of staff experiencing 
harassment, bullying or abuse from staff in the last 12 
months.

Trust score: 25%

National 2016 average for combined acute and 
community trusts: 23% 

Although we performed extremely well overall, with 
our top six key findings also being the top scores 
nationally for trusts of our kind, we have identified 
areas for improvement, and this includes key finding 26. 
An action plan is being worked up and we hope to see 
improvements in the areas where we did not perform so 
well in the next survey. 
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Review of quality performance in 2016/17

This section sets out the improvements we have made in 
the priority areas we set for 2016/17 in our last quality 
account. 

1. Better care for people with dementia – making the 
most of informal networks of care

2. Keeping hydrated and promoting good nutritional 
health

3. Mortality rate review

We have made good progress in these areas in the last 
year. These areas are part of a process of continuous 
quality improvement and, as such, will continue to be 
monitored in the years ahead. 

1. Better care for people with 
dementia – making the 
most of informal networks 
of care

Carers have an important role in the effective and 
safe delivery of treatment and care of patients with 
a disability or illness. This role will often cross the 
boundaries between the patient’s home and the hospital 
setting. This priority was about recognising the vast 
wealth and knowledge carers can bring about the 
patient in order to inform clinical decisions. It was also 
about recognising the importance of carers as ‘partners 
in care’ of our patients. Carers can provide continuity 
and this can have a positive impact on the patient when 
they are in a hospital or care setting. 

What did we do in 2016/17?
 �  We started to build on our informal networks of 

care by embedding John’s Campaign across the 
organisation and, as result, all inpatient areas now 
have open visiting designed around the patient and 
their carer. 

 �  We nominated a new carers lead and a dementia 
lead.

 �  We developed a strategy for volunteers, and 
appointed a volunteer co-ordinator who has started 
to focus on three key areas: 

•  Dementia (supporting both the patient and the 
carer) 

•  End of life (supporting both the volunteer and the 
carer) 

•  Support with nutrition and hydration, such as 
assisting at mealtimes

 � Charitable funds were used to purchase vouchers to 
assist carers in paying for meals when visiting the 
person they care for in hospital

 � We participated in the national dementia audit and 
received input from carers as part of that audit.

 �  Dementia crockery has been ordered to help patients 
identify their food better and to encourage them to 
eat more.  

 �  We have undertaken a successful trial of hot options 
for finger food, which was implemented in June 
2016, giving dementia patients more choices.

What we aim to do in 2017/18
 �  We will continue to deliver on the key principles of 

John’s Campaign and consider more formal ways of 
identifying carers accessing our services.

 �  We will consider creating a carers’ toolkit and a 
carers’ charter, providing advice and helpful tips on 
using our services.

 �  We will review feedback from the national dementia 
audit and the national inpatient survey.

2. Keeping hydrated 
and promoting good 
nutritional health

Poor nutrition and hydration not only harms patients’ 
physical health and psychological wellbeing, it can also 
reduce their ability to recover and leads to increased 
admissions to hospitals and care homes. 

National guidance for commissioners was published in 
2015 with a three year plan to prioritise malnutrition 
and dehydration within healthcare strategies.

Our staff and support services are always trying to 
improve the quality and delivery of food for the patients 
within our care, and to improve the experience of 
mealtimes. 

What did we do in 2016/17?
 �  We introduced restaurant style menu cards at the 

bedside to enhance the patient’s experience of choice 
of food.

 � We relaunched protected mealtimes with more 
collaboration across all specialities, seeing an 
improvement in outcomes.

 � Standardised fluid products were introduced across 
all wards.

 �  Community nursing and therapies ran a ‘sips in 
September’ campaign encouraging hydration.

 �  A hydration task and finish group was set up to focus 
on mouth care for patients, working towards a best 
practice procedure and guideline for staff to follow.
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 �  PLACE (patient-led assessments of the care 
environment) and mini-PLACE inspections were 
undertaken, which focused not only on the quality of 
the food but also the delivery.

 � We launched a volunteer strategy and recruited 
a volunteer coordinator to implement mealtime 
monitors to assist with the preparation and delivery 
of food.

 �  We launched a staff volunteer programme where our 
own staff give up time to spend with patients at meal 
times.

 � We enhanced and expanded lunch club for patients 
on Fortescue Ward and introduced a further lunch 
club on Capener ward.

 �  We took part in Nutrition and Hydration Week 2017, 
and as part of this week had a wide reaching agenda 
of activities for both staff and patients. During the 
week:

•  We added additional foods onto the patient 
menus including smoothies, berries on porridge 
and bedtime snacks.

•  We encouraged more volunteers to participate in 
assisting patients to eat and drink.

•  We held social lunchtime events inviting non-
clinical staff to engage in mealtimes with patients.

•  We held competitions for staff including healthy 
lunchbox, cake competition and hydration quiz.

•  We facilitated additional hydration rounds for 
patients.

•  We gave every staff member a drinks bottle, 
promoting hydration amongst all staff members.

•  We produced ‘How to eat well when you’re older’ 
and ‘Drinking enough when you are at home’ 
leaflets for our community nursing patients.

•  Our care homes team proactively focused on 
nutrition and hydration.

 �  Ensuring healthy food for NHS staff, visitors 
and patients has been part of a national CQUIN 
(Commissioning for Quality and Innovation). As part 
of this:

• The café, shop and restaurant have all been 
rearranged so that healthy snacks and drinks are 
more prominent.

• The salad bar has been moved so it is next to the 
entrance to the restaurant.

• Vending companies have been contacted and 
vending machines now contain healthy snacks 
and water at eye level, with limited confectionary 
available.

• The vending machine in the foyer of the hospital 
has been stocked purely with healthy snacks, 
water and healthier drinks.

• Information leaflets and promotions have been 
made available offering tips for healthier eating, 
hydration, and exercise.

• There is a ban on price promotions and 
advertising of sugary drinks and foods high in fat, 
sugar and salt.

What will we aim to do in 2017/18
 �  We will consider using technology at the bedside 

to capture patient menu choices, allowing better 
visibility of menu choices.

 � We will continue to grow our volunteer workforce 
to assist with mealtimes across all wards and 
departments.

 � We will continue to strive for excellence with our 
meal time procedures.

Acute kidney injury and intravenous fluid 
management 

 � During 2016/17, we have continued with our 
multidisciplinary acute kidney injury workshops and 
developed a training tracker module for our junior 
doctors.

 � We have seen continued improvement in the 
quality of our acute kidney injury patient discharge 
summaries.

 � We have a hotlist of acute kidney injury patients, 
which goes to ward pharmacists and to the 
resuscitation and Outreach team to guide individual 
patient care and support ward staff.

 � We provide regular updates for staff across the Trust, 
and to care homes, on what is new in acute kidney 
injury.

 � We continue to promote the importance of fluid 
balance through education and resources available 
on the ‘click the kidney’ pages of our intranet.

What is new for 2017/18?

 � We are aiming for Trust-wide individualised fluid 
management with resources to enable staff to 
provide this care, including bedside resources and 
educational programmes.

 � Improved fluid balance understanding and recording.

 � We will continue to promote ‘Is my patient thirsty? 
When did my patient last pass urine?’ and promote 
staff hydration and wellbeing by encouraging staff to 
ask ‘Am I thirsty? When did I last pass urine?’
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3. Mortality rate review 
This organisation has an elevated HSMR (mortality rate). 
Whilst there are a number of factors that can influence 
the mortality rate (HSMR), our senior clinicians have 
been working hard to understand the causes of this to 
ensure there were no preventable deaths.  

What did we do in 2016/2017?
We monitored our HSMR on a monthly basis through 
the mortality review committee (MRC).

Mortality and morbidity meetings now report to 
the MRC and these reports show how each specialty 
regularly reviews deaths within their own specialisation. 
Learning from deaths is spread within a speciality 
team and processes are in place to spread this learning 
throughout the organisation. Further to the pilot phase 
of the mortality review, a standard operating procedure 
has been developed and implemented. A cohort of staff 
with the necessary skills and experience are available to 
review any condition-specific mortality outlier alerts.

The reporting of mortality outliers is monitored closely 
to ensure the Trust is aware of any diagnosis that is 
alerting. For example, during September 2016, the Care 
Quality Commission identified a mortality alert for this 
Trust for acute and unspecified renal failure. The CQC 
identified the Trust had shown a higher than expected 
mortality from March 2015 to February 2016 of 46 
deaths compared to 28.8 expected deaths.

Senior consultants, including the deputy medical 
directors, reviewed the notes identified as the 46 deaths, 
identified the key issues and made recommendations. 
The key finding was of a heightened reporting of 
acute and unspecified renal failure (due to a drive to 
accurately capture this data), rather than an actual 
excess mortality. In almost all cases the renal failure was 
a consequence of the patient’s main condition and it was 
this condition that ultimately led to death. An action 

plan was compiled of 17 actions across the Trust and 
10 actions for the coding team.  This action plan was 
monitored through to completion by the MRC and the 
following improvements were made to practice:

 � Improving ward handovers by review of 
documentation

 � Introduced the nutrition and hydration steering 
group to improve hydration issues that were 
identified through the review

 � Improved mortality and morbidity meetings to 
include feedback of case reviews

 � Introduced a new process of notes review for any 
diagnosis alerting on Dr Foster

 � Full clinical coding department review to include 
closer working with consultants and a review of 
responsibilities and job roles

Introduction of CRAB (Copeland’s risk adjusted 
barometer) 

To help improve our understanding of the causes of 
mortality and morbidity that occur within the Trust, 
we have commissioned CRAB data, which incorporates 
an assessment of each patient’s risk of surgical 
complications and mortality based on coded data. A 
comparison of observed and expected rates can identify 
outcomes that are better than expected, as well as those 
that are worse. It can be used as a signal for concern, 
an improvement tool and as assurance to clinicians and 
others of the standard of care being provided.

CRAB demonstrates the quality of medical and 
ward-based care by estimating the incidence of key 
triggers. These are events during a patient’s hospital 
admission which may have resulted from care-related 
harm. They are produced from coded data. 

Trends are shown which will indicate potential problems 
for early investigation and also any response to quality 
improvement interventions. 
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NHS Northern, Eastern and 
Western Devon Clinical 
Commissioning Group 
Northern Devon Healthcare NHS Trust 
quality account 2016/17

We would wish to thank the Trust for sharing with 
NHS Northern, Eastern and Western Devon Clinical 
Commissioning Group (NEW Devon CCG) the quality 
account for 2016/17 and for providing the commissioner 
with the opportunity to comment.

Introduction

NEW Devon CCG has an integrated and devolved 
governance and patient safety structure with centrally 
managed staff embedded within a locality facing 
commissioning function.

The northern locality, which has delegated authority 
and responsibility for commissioning services from 
Northern Devon Healthcare NHS Trust, continues to 
work in partnership with the Trust to support on-going 
continued delivery of healthcare services that meet the 
local needs of the Devon community.

In all cases, NEW Devon CCG monitors progress and 
seeks appropriate assurance from the Trust that the key 
principles of quality are met throughout the year across 
the range of patient safety and quality related issues 
through a process of formal and direct communication 
and information sharing with the provider. We seek 
assurance that the care provided is safe and of high 
quality, that care is effective and that the experience of 
that care is a positive one for the patient.

Statements from our stakeholders

As commissioners, we have taken reasonable steps to 
review the accuracy of the data provided within this 
quality account and consider that it contains accurate 
information in relation to the services provided and 
reflects the information shared with the commissioner 
over the 2016/17 period.

Review of quality performance

It is encouraging to note that the Trust has made 
good progress over the last year in the following areas 
specifically highlighted in the quality account:

 � Making the most of informal networks of care,

 � Keeping hydrated and promoting good nutritional 
health,

 � Mortality rate review.

We would like to thank the Trust for detailing a range 
of activities that have been undertaken to support 
each highlighted priority. This includes supporting and 
recognising carers for the valuable role they have in the 
patient pathway and ensuring that patients are kept 
well hydrated and nourished.

We are assured that mortality and morbidity meetings 
now report to the MRC and there is a culture of learning 
across teams.

We are aware that these areas form part of a process 
of continuous quality improvement within the Trust 
and as such we look forward to continued progression 
throughout 2017/18.

Patient incidents

We welcome the Trust’s annual inclusion of incident 
reporting data within their quality account and would 
wish to further observe and commend the organisation 
in that it continues to be a high reporter of incidents 
in an open and transparent way and is a positive 
contributor to the National Reporting and Learning 
System (NRLS).

What we aim to do in 2017/18
 � We will continue to monitor our HSMR on a monthly 

basis through the mortality review committee (MRC).

 � The Trust will undertake a review of the clinical 
coding department and identify the roles and 
responsibilities of the staff, promoting partnership 
working with the consultants.

 � We will ensure that mortality reviews are supported 
by a formal process undertaken by clinical audit, 
performance and governance team members. 

 � We will expand the work of the MRC and continue 
the structured reviews of deaths across the Trust.  

 � We will develop a set of key performance indicators 
(KPIs) for the MRC.

 �  We will work on the recent initiative developed by 
the NHS Improvement/CQC collaboration and ensure 
the recommendations of the letter to all medical 
directors on learning from deaths (February 2017) are 
implemented.
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We are aware that further work has been undertaken 
in order to strengthen both internal review and 
external notification of the Serious Incidents Requiring 
Investigation (SIRI) reportable incidents in year. The 
commissioner continues to monitor incident notification, 
investigation, action planning and learning through 
the quality and safety element of the NHS contract for 
2017/18.

Care Quality Commission (CQC) 
involvement

We welcome and support the Trust’s continued open and 
transparent communication of their involvement with 
the CQC during 2016/17 in this quality account and note 
the openness of the issues highlighted by the CQC and 
the level of action taken by the Trust to address those 
issues.

We can confirm that, as a commissioner, we have worked 
closely with the Trust during 2016/17 and will continue 
to do so in respect to all Care Quality Commission 
reviews undertaken in order to receive the necessary 
assurances that actions have been taken to support 
continued, high quality patient care.

We are happy that the presented quality account 
demonstrates an on-going high level of commitment 
by the Trust to patient care and quality and we look 
forward to Northern Devon Healthcare NHS Trust’s 
continued successes and continued achievement of high 
quality care.

Patient experience 

We welcome the Trust’s papers and reports regarding 
patient experience and continue to learn more about 
how they have implemented change through patient 
feedback. 

The Trust has also welcomed the CCG to participate 
in their patient experience focus groups and as their 
commissioner we look forward to continuing to work 
with them, ensuring that they continue to implement 
change identified from patient experience and feedback.

Lorna Collingwood-Burke
Chief Nursing Officer/Caldicott Guardian
Northern, Eastern and Western Devon Clinical 
Commissioning Group

Healthwatch Devon
Commentary provided by Healthwatch 
Devon in response to the quality account 
2016/17 produced by Northern Devon 
Healthcare NHS Trust (NDHT)

Healthwatch Devon welcomes the opportunity to 
provide a statement in response to the quality account 
produced by NDHT for the year 2016/17.

Our statement this year focuses on the Trust’s priority of 
compassion as part of patient and staff experience.

Progress on 2016/17

We are encouraged to see that one of the Trust’s 
priorities is to deliver a high quality, caring and 
compassionate experience. Although patient feedback 
shared with Healthwatch Devon indicated many positive 
experiences, we would support work undertaken to 
ensure patients are treated with kindness and dignity. 
We will continue to provide patient experience data 
to the Trust on a regular basis. We welcome any 
opportunity to work with the Trust to ensure any further 
feedback we receive relating to patients, relatives, 
friends, or carers helps to inform the work of the Trust 
for the coming year.

Aims for 2017/18

We would support work that gives priority to caring 
for patients with specific mental health conditions. The 
commitment to patients at the end of their lives is of 
particular relevance. Many of the experiences of end 
of life care that were shared with us indicate that this 
is a very difficult time, which could be lessened with 
additional support.

Health and Wellbeing Scrutiny 
Committee
Devon County Council’s Health and Wellbeing Scrutiny 
Committee has been invited to comment on the 
Northern Devon Healthcare NHS Trust’s quality account 
2016/17. All references in this commentary relate to the 
reporting period 1 April 2016 to 31 March 2017 and refer 
specifically to the Trust’s relationship with the Scrutiny 
Committee and its members.

The Scrutiny Committee believes that the quality account 
2016/17 is a fair reflection and gives comprehensive 
coverage of the services provided by the Trust, based on 
the Scrutiny Committee’s knowledge.   

The Scrutiny Committee is pleased to see that progress 
has been made in response to the compliance issues 
raised by the Care Quality Commission in 2015, and that 
issues continue to be addressed, particularly in terms of 
end of life care.  The Committee also congratulates the 
Trust on its ‘Good’ rating following an inspection of two 
walk-in centres in March 2017. 

At their meeting in June 2016, the Committee received 
an update report from the Trust on the transition from 
hospital based services to community services. At this 
time, members felt that the performance information 
provided was not sufficient or presented in a way which 
allowed them to fully assess the performance of the 
Trust during this period of transition. Following this, 
the Trust contributed significantly to the Committee’s 
spotlight review of quality and performance in 
community services and beyond, which resulted in 
recommendations to provide information in a clearer 
way and for scrutiny to have a greater input into 
the performance information that they receive. The 
Committee looks forward to this approach being 
adopted.
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As an organisation, we are proud to recognise the 
contributions to this quality account from our patients 
and staff who share our passion for improvement. 

Listening to views and suggestions is an important part 
of the journey towards excellence, which is embedded 
in our Trust values. We aspire to being inclusive and 
engaged with our service users and our workforce, 
and seek every opportunity to obtain their views of 
our care. There are established processes where we 
collect and examine such views, including national and 
local surveys, audits, complaints, plaudits and incident 
investigations. We also explore more creative methods 
to receive feedback, and this year we undertook a series 
of patient focus groups, followed by staff events where 
we discussed the views of our patients. These events will 
contribute to the development of the new Trust patient 
experience strategy, so that this document is a true 
reflection of what is relevant and important to staff and 
patients. 

Being informed is fundamental to the principles of 
good governance, so we use the information we gather 
for sharing and learning. Our identified priorities 
for 2017/18 are selected from themes or concerns 
picked up in the various feedback processes, which 
are disseminated to internal forums for consensus of 
agreement. 

Another important avenue for learning is from 
investigations of reported incidents. Since April 2015, 

How we decided on the content of 
this report

all NHS providers have been required to adhere to 
the duty of candour regulation, which requires the 
sharing of information and details of any investigation 
with the affected patient and family, when there has 
been medium or above level of harm. The principles 
of the duty of candour are adopted across the Trust, 
with a focus on being open and transparent in 
responding to complaints and investigations. Our 
investigation templates now incorporate a dedicated 
section for patient or family contributions as an 
opportunity to capture questions, comments and their 
recommendations. 

We continue to focus on any outstanding actions 
within our three year patient safety improvement plan, 
which we shall soon supplement with a Trust quality 
improvement strategy. These plans and activities – such 
as the National Kitchen Table event which encouraged 
discussions about keeping people safer – reinforce our 
engagement with the Sign up to Safety Campaign, 
which harnesses the commitment of staff to safer 
care across the NHS in England. Our Trust is strongly 
represented within the quality improvement arena, 
with passionate staff involved in the regional Academic 
Health Science Network, patient safety programmes and 
successful applications to the newly formed national Q 
community, which encourages collaborative working to 
improve health and care quality. 

Members also heard from the Trust at their November 
2016 meeting on proposals to co-locate acute and 
rehabilitation stroke services at North Devon District 
Hospital (NDDH) from Bideford Community Hospital.  
Over 2016/17, the Trust also contributed towards 
Scrutiny task group reviews on Torrington Community 
Hospital and a 360 degree review of Health Scrutiny. 

NDHT has been required to attend more times before 
scrutiny than any other provider. Despite a challenging 
environment at times, the Trust’s continued engagement 
with Scrutiny is highly valued and the Committee 
welcomes a continued positive working relationship with 
the Trust in 2017/18 and beyond to continue to ensure 
the best possible outcomes for the people of Devon.
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Independent auditors’ limited assurance 
report
to the directors of Northern Devon Healthcare NHS Trust on the annual quality account

We are required to perform an independent assurance 
engagement in respect of Northern Devon Healthcare 
NHS Trust’s Quality Account for the year ended 31 March 
2017 (“the Quality Account”) and certain performance 
indicators contained therein as part of our work. NHS 
trusts are required by section 8 of the Health Act 2009 to 
publish a Quality Account which must include prescribed 
information set out in The National Health Service 
(Quality Account) Regulations 2010, the National Health 
Service (Quality Account) Amendment Regulations 
2011 and the National Health Service (Quality Account) 
Amendment  Regulations 2012 (“the Regulations”).

Scope and subject matter
The indicators for the year ended 31 March 2017 subject 
to limited assurance consist of the following indicators:

 � Rate of Clostridium difficile infections, page 28

 � Percentage of patients risk-assessed for venous 
thromboembolism, page 28 We refer to these two 
indicators collectively as “the indicators”.

Respective responsibilities of the Directors 
and the auditor
The Directors are required under the Health Act 2009 
to prepare a Quality Account for each financial year. 
The Department of Health has issued guidance on the 
form and content of annual Quality Accounts (which 
incorporates the legal requirements in the Health Act 
2009 and the Regulations).

In preparing the Quality Account, the Directors are 
required to take steps to satisfy themselves that:

 � the Quality Account presents a balanced picture of 
the trust’s performance over the period covered;

 � the performance information reported in the Quality 
Account is reliable and accurate;

 � there are proper internal controls over the collection 
and reporting of the measures of performance 
included in the Quality Account, 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 Account is robust and 
reliable, conforms to specified data quality standards 
and prescribed definitions, and is subject to 
appropriate scrutiny and review; and

 � the Quality Account has been prepared in accordance 
with Department of Health guidance.

The Directors are required to confirm compliance 
with these requirements in a statement of directors’ 
responsibilities within the Quality Account.

Our responsibility is to form a conclusion, based on 
limited assurance procedures, on whether anything has 
come to our attention that causes us to believe that:

 � the Quality Account is not prepared in all material 
respects in line with the criteria set out in the 
Regulations;

 � the Quality Account is not consistent in all material 
respects with the sources specified in the NHS Quality 
Accounts Auditor Guidance (“the Guidance”); and

 � the indicators in the Quality Account identified as 
having been the subject of limited assurance in the 
Quality Account are not reasonably stated in all 
material respects in accordance with the Regulations 
and the six dimensions of data quality set out in the 
Guidance.

We read the Quality Account and conclude whether it is 
consistent with the requirements of the Regulations and 
to consider the implications for our report if we become 
aware of any material omissions.

We read the other information contained in the 
Quality Account and consider whether it is materially 
inconsistent with:

 � Board minutes for the period April 2016 to May 2017;

 � papers relating to quality reported to the Board over 
the period April 2016 to May 2017;

 � feedback from the Commissioners dated 09/06/2017;

 �  feedback from Local Healthwatch dated 07/06/2017;

 � the Trust’s complaints report published under 
regulation 18 of the Local Authority, Social Services 
and NHS Complaints (England) Regulations 2009, 
dated 01/06/2017;

 � feedback from other named stakeholder(s) involved 
in the sign off of the Quality Account;

 � the latest national patient survey dated 31/05/2017;

 � the latest national staff survey dated 07/03/2017;

 �  the Head of Internal Audit’s annual opinion over the 
trust’s control environment dated 31/03/2017;

 � the annual governance statement dated 31/03/2017; 
and

 � the Care Quality Commission’s Intelligent Monitoring 
Report dated May 2015;
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We consider the implications for our report if we 
become aware of any apparent misstatements 
or material inconsistencies with these documents 
(collectively the “documents”). Our responsibilities do 
not extend to any other information.

This report, including the conclusion, is made solely to 
the Board of Directors of Northern Devon Healthcare 
NHS Trust.

We permit the disclosure of this report to enable 
the Board of Directors to demonstrate that they 
have discharged their governance responsibilities by 
commissioning an independent assurance report in 
connection with the indicators. To the fullest extent 
permissible by law, we do not accept or assume 
responsibility to anyone other than the Board of 
Directors as a body and Northern Devon Healthcare NHS 
Trust for our work or this report save where terms are 
expressly agreed and with our prior consent in writing.

Assurance work performed
We conducted this limited assurance engagement 
under the terms of the Guidance. Our limited assurance 
procedures included:

 � evaluating the design and implementation of the key 
processes and controls for managing and reporting 
the indicators;

 � making enquiries of management;

 � testing key management controls;

 � limited testing, on a selective basis, of the data 
used to calculate the indicator back to supporting 
documentation;

 � comparing the content of the Quality Account to the 
requirements of the Regulations; and

 � reading the documents.

A limited assurance engagement is narrower in scope 
than a reasonable assurance engagement. The nature, 
timing and extent of procedures for gathering sufficient 
appropriate evidence are deliberately limited relative to 
a reasonable assurance engagement.

Limitations
Non-financial performance information is subject to 
more inherent limitations than financial information, 
given the characteristics of the subject matter and the 
methods used for determining such information.

The absence of a significant body of established 
practice on which to draw allows for the selection of 
different but acceptable measurement techniques which 
can result in materially different measurements and 
can impact comparability. The precision of different 
measurement techniques may also vary. Furthermore, 
the nature and methods used to determine such 
information, as well as the measurement criteria and the 
precision thereof, may change over time. It is important 
to read the Quality Account in the context of the criteria 
set out in the Regulations.

The nature, form and content required of Quality 
Accounts are determined by the Department of 
Health. This may result in the omission of information 
relevant to other users, for example for the purpose of 
comparing the results of different NHS organisations.

In addition, the scope of our assurance work has not 
included governance over quality or non  mandated 
indicators which have been determined locally by 
Northern Devon Healthcare NHS Trust.

Conclusion
Based on the results of our procedures, nothing has 
come to our attention that causes us to believe that, for 
the year ended 31 March 2017:

 � the Quality Account is not prepared in all material 
respects in line with the criteria set out in the 
Regulations;

 � the Quality Account is not consistent in all material 
respects with the sources specified in the Guidance; 
and

 � the indicators in the Quality Account subject to 
limited assurance have not been reasonably stated 
in all material respects in accordance with the 
Regulations and the six dimensions of data quality set 
out in the Guidance.

 

KPMG LLP
Chartered Accountants
66 Queen Square 
Bristol
BS1 4BE

30 June 2017
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Your feedback
We want our quality account to be a dialogue between the Trust and 
our patients, members of the public and other stakeholders.

To let us know what you think of the account, or to tell us what 
you think we should be prioritising, please contact us in one of the 
following ways:

Via our website:  www.northdevonhealth.nhs.uk

By email:  suepilkington1@nhs.net

By post: Quality improvement team
 Northern Devon Healthcare NHS Trust
 North Devon District Hospital
 Raleigh Park
 Barnstaple
 EX31 4JB
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Annex A: Participation in clinical audits

The national clinical audits and national confidential 
enquiries that Northern Devon Healthcare NHS Trust 
participated in, and for which data collection was 
completed between April 2016 – March 2017, are 
indicated alongside the number of cases submitted to 
each audit or enquiry as a percentage of the number of 

registered cases required by the terms of that audit or 
enquiry.

The national clinical audits the Trust was eligible to 
participate in during April 2016 – March 2017 are shown 
below:

Table 1

TITLE
TRUST 

ELIGIBLE
TRUST 

PARTICIPATED
Nos INCLUDED – status 31/03/2017

Major trauma: The Trauma Audit and Research 
Network (TARN) (2569)  

Awaiting confirmation of number of 
cases submitted

National Vascular Registry (1055) 

 
Awaiting confirmation of number of 
cases submitted

Carotid

Lower limb bypass

Major amputation

Angioplasty

UK Cystic Fibrosis Registry (1059)  
Awaiting confirmation of number of 
cases submitted

National Joint Registry (NJR) (751)

 

Total – 711 (100%)

Hips Hips – 420 (100%)

Knees Knees – 267 (100%)

Ankles Ankles – 0 (100%)

Elbows Elbows – 2 (100%)

Shoulders Shoulders – 22 (100%)

National diabetes audit – adults

National diabetic foot audit (NDFA) (1736)  
NDFA – 181 first attendances 
between 14/07/14 – 08/04/16 recorded 
in audit, representing 148 patients

National diabetes inpatient audit (NDIA) 
(2509)   NDIA – 39

National pregnancy in diabetes audit (NPID) 
(2510)  

NPID – eight cases submitted out of 
10 eligible (The remaining two did 
not consent)

National diabetes audit (NDA) (2388)   NDA – 236

Rheumatoid and early inflammatory arthritis 
(1686)  

Feb 2014 – Jan 2016

85 new patient – clinician surveys 
completed / 83 new patient -patient 
surveys complete

72 follow up patients – clinician 
surveys completed / 65 follow up 
patients -patient surveys completed

National audit of dementia (2235)  

Case notes = 55

Carer = 14 paper, one online

Staff paper = 23

Staff online = 25

Inflammatory bowel disease programme 
(1883/2645)

  Six (100%)
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TITLE
TRUST 

ELIGIBLE
TRUST 

PARTICIPATED
Nos INCLUDED – status 31/03/2017

National ophthalmology audit (1908)  
99.4% of eligible operations 
submitted to audit. Audit period 
beginning 01/09/2015

Diabetes (paediatric) (NPDA) (2529)  

Last cases submitted were for 2015/16 
audit – 82 cases (100%)

Next audit due in Summer 2017

Elective surgery (national PROMs programme) 
(1953)  

974 forms allocated in year returned 
and logged by 31/03/2017 (79%)

Neonatal intensive and special care (NNAP) 
(1700)  

253 admissions in period 01/04/16 
–  31/03/17, of which 16 were 
readmissions (100%)

Acute coronary syndrome or acute myocardial 
infarction (MINAP) (660)  

405 cases in period 01/04/16 – 
31/03/17 (100%)

Case mix programme (CMP) (ICNARC) (2568)  
403 cases in period 01/04/16 – 
31/13/17 (100%)

Sentinel stroke national audit programme 
(SSNAP) (1762)  

426 cases in period 01/04/16 – 
31/03/17 (100%)

Asthma (paediatric and adult) care in 
emergency departments (RCEM) (2656)  

53 cases submitted in period 22/11/16 
– 24/11/16

Maternal, newborn and infant clinical 
outcome review programme (MBRRACE-UK) 
(1063)

 
2016/17 – eight cases submitted 
across all of the reports (100%)

National comparative audit of blood 
transfusion:

Audit of patient blood management in 
scheduled surgery  2016 (2606)   22 (100%) 

Audit  of red cell and platelet transfusion in 
adult haematology patients 2016 (2588)   9 (100%)

National emergency laparotomy audit (NELA) 
(1472)  

65 cases on system for NELA year 3 
(Dec 15 – Nov 16) – (67.7% of HES 
expected figures)

Severe sepsis and septic shock – care in 
emergency departments (RCEM) (2491)  

100 cases in period 01/11/16 – 
05/01/17

National hip fracture database (2700)   245 (100%)

Bowel cancer (NBOCAP) (2557)   141 (100%)

Head and neck cancer audit (2575)   17 (100%)

National lung cancer audit(NLCA) (2567)   111 (100%)

National prostate cancer audit (1646)   232 (100%)

Oesophago-gastric cancer (NAOGC) (2573)   34 (100%)

National chronic obstructive pulmonary 
disease (COPD) audit programme 

Pulmonary rehabilitation (2507)   23/23

Secondary care (2508)  
21/63 (33%) cases input so far (data 
collection began in February 2017 
and data input is on-going)

National heart failure audit (NICOR) (1893)  

223 cases to date but not all cases 
for 2016/17 have been inputted yet 
as the deadline is the end of June. 
Expected cases for the year 250 – 260

Paediatric pneumonia (2495)  X Didn't take part – no resource

Adult asthma (BTS) (2493)  X Didn't take part – no resource
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TITLE
TRUST 

ELIGIBLE
TRUST 

PARTICIPATED
Nos INCLUDED – status 31/03/2017

National cardiac arrest audit (NCAA)  X Now doing a local monthly audit

Learning disability mortality review 
programme (LeDeR programme) (2503)  Postponed

The pilot took place in 16/17 and will 
be rolled out nationally in 2017/18.

Specialist rehabilitation for patients with 
complex needs following major injury (NCASRI)

X Trust not eligible

Adult cardiac surgery (NICOR) X  Trust not eligible

Cardiac rhythm management (CRM) X  Trust not eligible

Chronic kidney disease in primary care X  Trust not eligible

Congenital heart disease (NICOR) X  Trust not eligible

Coronary angioplasty/national audit of 
percutaneous coronary interventions (PCI)

X  Trust not eligible

Endocrine and thyroid national audit (2502) X  Trust not eligible

Mental health clinical outcome review X  Trust not eligible

National audit of pulmonary hypertension 
(HSCIC)

X  Trust not eligible

National neurosurgery audit programme X  Trust not eligible

Nephrectomy audit (BAUS) X  Trust not eligible

Paediatric intensive care (PICANet) (1888) X  Trust not eligible

Percutaneous nephrolithotomy X  Trust not eligible

Prescribing observatory for mental health 
audits x 3

X  Trust not eligible

Radical prostatectomy audit (BAUS) X  Trust not eligible

Renal replacement therapy (Renal Registry) X  Trust not eligible

Stress urinary incontinence audit (BAUS) (2513) X  Trust not eligible

Perioperative diabetes NCEPOD X Trust not eligible
 
The national confidential enquiries that Northern Devon Healthcare NHS Trust was eligible to participate in during 
April 2016 – March 2017 are shown below:

Table 2

NCEPOD STUDY TITLE
TRUST 

ELIGIBLE
TRUST 

PARTICIPATED
Nos INCLUDED

Chronic neuro-disability, focusing on cerebral 
palsy study (1905)  

4 cases submitted for clinician 
questions and 2 cases submitted vfor 
lead clinician questionnaire.

Young people’s mental health (2403)   3 cases submitted

Acute pancreatitis NCEPOD (1828)   5 cases submitted

Cancer in children, teenagers and young adults 
(2525)  

No applicable patients to submit. 
Organisational questionnaire to 
complete in May 2017

Acute non-invasive ventilation (2504)   5 cases submitted

Physical and mental healthcare of mental 
health patients in acute hospitals (1884)   5 cases submitted

Acute heart failure study (2695)  
Planning stage – questionnaires due 
to be sent out to clinicians in May 
2017



Quality account 2016 / 17

43

The published reports of 52 national clinical audits were reviewed by the provider in April 2016 – March 2017 and 
Northern Devon Healthcare NHS Trust intends to take the following actions to improve the quality of healthcare 
provided. 

Table 3

h

NATIONAL CLINICAL AUDIT  
REPORT TITLE

ACTIONS TAKEN

660 Myocardial ischaemia national 
audit project: 2014/2015 (published 
2017)

The published report and recommendations have been shared with the 
service to determine any relevant actions.

2719 National bowel cancer audit 
report 2016 (NBOCAP)

The published report and recommendations have been shared with the service.  
Findings have been summarised and actions to take forward are as follows:

 � Continue to actively promote participation in the NHS bowel cancer 
screening programme to increase service uptake.

 � Prioritise data completeness for: reason no treatment, performance 
status, care plan intent and pre-treatment M-stage (70% of NDHT 
patients had completed pre-treatment staging (national average was 
71%).

 � Continue to prioritise post-operative survival in patients undergoing 
emergency or urgent bowel cancer resection.

 � In future the audit will correlate radiotherapy use to rates of positive 
circumferential resection margins and local recurrence in rectal cancer 
patients undergoing major resection. To facilitate this, clinicians should 
aim to ensure data completeness for circumferential resection margin 
(this data was missing from the NDHT data submission).

 � Ensure that patients undergoing an anterior resection are aware that 
data suggests that in a significant proportion of patients a ‘temporary’ 
stoma may not be reversed within 18 months.

The action plan for the 2015 report is still open and this will be reviewed 
at the quarterly cancer audit meeting in June 2017, and any outstanding 
actions will be rolled onto the action plan stemming from this latest report.

1868 British Society for 
Rheumatology (BSR) – national 
rheumatoid and early inflammatory 
arthritis audit

The Trust compared favourably with national and regional data, but in line 
with key findings nationally, there may need to be actions addressing access 
times.  A summary of data was sent to the lead clinicians in quarter three 
2016/17 to assess for actions. It is anticipated that these will be looked at on 
the next governance day.

1886 British Thoracic Society (BTS) – 
emergency oxygen audit report

The Trust did not participate in the audit, but the report was summarised 
and sent out for the service to determine any relevant actions.

1894 British Thoracic Society (BTS) – 
paediatric asthma audit

The published report and recommendations have been shared with the 
service to determine any relevant actions.

2576 CEM procedural sedation in 
adults

The report and recommendations were shared with the service which 
identified the following actions:

 � Share the report findings at the next governance meeting 

 � Remind the team to use CEM recording stickers in patient notes where 
appropriate

2577 CEM vital signs in children The published report and recommendations have been shared with the 
service to determine any relevant actions

2578 CEM VTE risk in lower limb 
immobilisation

The published report and recommendations have been shared with the 
service to determine any relevant actions.
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NATIONAL CLINICAL AUDIT  
REPORT TITLE

ACTIONS TAKEN

2469 MBRRACE – maternal mortality 
report 2016

The published report for 2016 and recommendations have been shared with 
the service to determine any relevant actions to take forward.  

An action plan is in place following the publication of the 2015 report with 
recommendations around mental health problems, thrombosis, cancer, 
antenatal care update and domestic violence, and progress on this is on-
going.

The 2016 report focuses largely on pregnant women with cardiovascular 
diseases and the importance of multi-disciplinary care across many medical 
specialties in addition to obstetrics.

2645 IBD biological therapies report 
2015/16

The purpose of this audit was to measure the efficacy, safety and 
appropriate use of biological therapies in patients with IBD in the UK.

There were six recommendations resulting from this report. The Trust has 
implemented the use of infliximab biosimilars as the first line anti-TNFα for 
appropriate patients with active IBD. Also, the Trust is largely compliant with 
screening requirements although external analysis of some tests (hepatitis, 
HIV and TB) can have a turnaround of up to two weeks. To comply with 
the follow-up requirements of patients (within three months of initial 
treatment and then at one year), consideration is being given to dedicated 
biologics clinics plus better flagging on patient records. All patients are 
fully assessed, although recording a disease activity index is not seen as 
being fully effective. Use of steroids is kept to a minimum in line with 
recommendations. There is currently no participation in the IBD registry but 
the individual audits (such as this one) are discussed at MDT meetings and in 
ad hoc meetings with clinical audit staff.

Actions to be reviewed in December 2017.

2588 Audit of red cell and platelet 
transfusion in adult haematology 
patients 2016

We submitted 22 cases for the audit, with some elements of the audit not 
relevant to our patients. The main outcome is that clinical staff measured 
Hb prior to transfusion in 100% of inpatients and 14/19 day patients.  The 
consultant haematologist confirmed that there was no action to be taken 
based on the figures given. Audit to be repeated in 2017.

2509 National diabetes inpatients 
audit (NADIA) 2016 report

The published report and recommendations have been shared with the 
service to determine any relevant actions.

An action from the 2015 report regarding introducing patient safety symbols 
on the electronic whiteboard and including diabetes is being carried forward 
in line with the go live for TrakCare (electronic health records).

2112 BTS adult community-acquired 
pneumonia

The Trust did not participate in this audit, but the national findings have 
been shared.

The national recommendations were:

 � Increase the proportion of adults with CAP who have a chest radiograph 
within four hours of admission.

 � Improve the proportion of adults with CAP who receive a first dose of 
antibiotic therapy within four hours of admission.

 � Improve the proportion of adults with moderate and high severity CAP 
who are administered combination α-lactam and macrolide antibiotic 
therapy.

 � Improve the proportion of coded cases of pneumonia, where there is 
CXR-confirmed pneumonia.

From these an action plan has been created.  

The Trust is compliant with the first three recommendations.  

The following action has been noted for recommendation four – to review/
amend pneumonia guidelines and include an LRTI/acute bronchitis guideline.  
This action is due to be reviewed in spring 2017.
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NATIONAL CLINICAL AUDIT  
REPORT TITLE

ACTIONS TAKEN

1757 UK IBD programme – 4th 
round: experience

The UK IBD audit 4th round sought to improve the quality and safety of care 
for all IBD patients throughout the UK by auditing individual patient care 
and the provision and organisation of IBD service resources.

Numbers were very low in this audit with only six respondents, however the 
Trust is compliant in all five action areas identified in the national report: 

For inpatients IBD, support is now provided by a specialist nurse, there 
is a multi-disiplinary team in place, the required patient assessments are 
undertaken and the Trust is compliant in the actions around pain and 
analgesia. Information is routinely provided - the Trust has recently had 
information from Crohn’s and Colitis UK which it can pass on to patients 
and information is available in both the endoscopy and outpatient 
departments. The IBD specialist nurse receives referrals from the consultants 
in gastroenterology, where it is felt that her input is required.

1758 UK IBD programme – 4th 
round: inpatient care

The UK IBD audit (4th round) sought to improve the quality and safety of 
care for all IBD patients throughout the UK by auditing individual patient 
care and the provision and organisation of IBD service resources.

When the audit was carried out, the Trust did not employ an IBD nurse 
and many of the actions in the ‘care’ element of the audit referenced the 
need for this role. However, by September 2015, the IBD specialist nurse 
was in position. For all the action areas in terms of clinical care, Dr Alex 
Moran reported that the Trust was compliant in these areas. These action 
areas were assessment, bone protection, use of heparin, use of steroids and 
investigation of anaemia. 

In terms of organisational actions, we now have the IBD nurse in place, 
but further resource would be needed to be fully compliant in the area of 
psychological support. Further work would also be needed to make the 
Trust compliant with ward patient to toilet ratios. Also, further clarification 
is required in the area of transitional care. The paediatric element of IBD is 
being considered for a separate audit to commence in January 2017.

2697 National diabetes foot audit 
(NDFA) – 2nd annual report

The published report has been shared with the service and overarching 
recommendations for healthcare professionals are as follows:

 � Petition clinical commissioning groups and NHS trust/local health board 
executives to provide diabetes specialist foot care teams if not already 
established

 � Create simple and rapid referral pathways

 � Participate in the NDFA to collaborate in this nationwide drive to improve 
the outcomes for diabetic foot disease

The Trust does have a diabetes foot care pathway in place and is currently 
working with commissioners, GPs and others to establish an integrated 
diabetes service for North Devon.

2518 National diabetes audit report 
2013/15

We did not provide any data for this period, however selected primary care 
practices did. Key recommendations are:

 � All people with diabetes aged 12 years and over should receive all of the 
nine, NICE recommended care processes: HbA1c, blood pressure, serum 
cholesterol, serum creatinine, urine albumin/creatinine ratio, foot risk 
surveillance, body mass index, smoking history, digital retinal screening 
photographic eye test for eye risk.

 � All people with diabetes aged 12 years and over should attend a 
structured education program when diagnosed.

 � There should be treatment targets for HbA1c, blood pressure and serum 
cholesterol.

These recommendations have been shared with the service.
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NATIONAL CLINICAL AUDIT  
REPORT TITLE

ACTIONS TAKEN

2546 National diabetes insulin pump The study concluded that pump services should: 

 � Ensure their patients receive all annual care processes.

 � Record accurately the treatment goals for starting pump treatment.

 � Record reliably whether the treatment goal has been achieved, especially 
hypoglycaemia minimisation.

 � When the HbA1c is in the high risk range, consider whether pump 
treatment remains the best option. 

The Trust considers itself compliant will all the relevant recommendations. 
However, annual care processes are the responsibility of primary care.

2722 National heart failure 2014/15 The published report and recommendations have been shared with the 
service to determine any relevant actions.

2421 National Joint Registry The annual national report for 2016 has been shared. NJR Trust level reports 
are reviewed and discussed at the quality assurance committee and actions 
identified within the team. A current audit of knee revisions is taking place 
as highlighted in the Trust level report 2016.

2720 National lung cancer audit 
report 2016

The 2016 report has been shared with the service. The action plan based on 
the 2015 report is due to be finalised and signed off at the next quarterly 
cancer audit meeting in June 2017. Any actions remaining will be rolled on 
to the 2016 action plan once actions for this have been determined.  

A number of actions were identified following the publication of the 2015 
national lung cancer audit report. All of these have been addressed through 
the provision of training for the CNS and MDT staff in the form of 1:1 
sessions and drop ins. 

1. 95% of patients submitted to the audit should have been discussed at an 
MDT meeting – training has taken place, although it was acknowledged 
that this rate is very high, bearing in mind that patients with lung cancer 
can present very late, often through ED and go straight to a palliative 
care pathway, and therefore review at MDT is unachievable.

2. Low pathological confirmation rate – training has taken place to ensure 
that all pathological diagnoses are submitted to the audit, including 
those confirmed only by resection.

3. High rate of NSCLC NOS – further analysis found an issue of histological 
subtyping not being entered into the correct data field. Training has 
addressed this as well as ensuring a pathologist is part of the lung MDT.

4. Lower than national average rate of active anticancer treatment – 
addressed through training of CNS and MDT staff, review of treatment 
policies and pathways.

It is hoped that the further training given will have a positive impact on the 
findings within NLCA 2016 report.

2654 National oesophago-gastric 
cancer audit (NOGCA) 2016

The 2016 report and action plan have been shared with the service. An 
action plan is to be discussed at the next quarterly cancer audit meeting 
in June 2017 and any relevant recommendations and resulting actions 
identified.

The 2015 report identified action areas in data quality and completeness, 
completion of palliative chemotherapy, HGD diagnosis, MDT discussions and 
surveillance. Some of the actions taken involved on-going monitoring of 
data to ensure quality and completeness. It was established that the Trust 
is compliant with the diagnostic and MDT requirements and that there 
were no concerns with the one case requiring surveillance. Any outstanding 
actions will be rolled forward onto the 2016 action plan.

1881National pregnancy in diabetes 
(NPID) Audit Report 2015

The published report and recommendations have been shared with the 
service to determine any relevant actions.
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NATIONAL CLINICAL AUDIT  
REPORT TITLE

ACTIONS TAKEN

2594 NELA year two (patient data) 
report 2015

The published report and recommendations have been shared with the 
service to determine any relevant actions.

2697 NDFA second annual report The report was published in March 2016/17 and has been shared with the 
service to determine any relevant actions.

1906 UK Parkinson’s audit 2015 Actions are to be agreed following presentation of the Trust level report at 
the MDT meeting.

2621 National prostate 2016 report The 2016 report has been shared with the service so that any relevant 
recommendations and resulting actions can be identified.  

An action plan based on the 2015 report is currently in place with two 
areas highlighted for review at NDDH around data completeness and case 
ascertainment rates. The following actions were identified:

 � Achieve a better understanding of local data

 � Look at improving data quality in key areas

 � Review the current prostate pathway

Actions 1 and 2 are complete. Action 3 is on-going and will remain on-going 
as the pathway changes in relation to the changing service provision at the 
Trust.

Action plans and progress are reviewed at quarterly cancer audit meetings.

2554 SSNAP acute organisational 
audit 2016

The report has shared with service. Any actions identified will form part of 
the Trust stroke action plan.

2721 SSNAP 3rd annual report 
2015/16

The report has been shared with service. Any actions identified will form 
part of the Trust stroke action plan.

1898 Fracture liaison service – 
facilities audit 2015

The fracture liaison service database (FLS-DB) is a feasibility study looking 
at patterns of assessment and treatment for osteoporosis and falls across 
primary and secondary care. The audit was specifically aimed at looking at 
facilities within sites that have a fracture liaison service (FLS) but was open 
also to non-FLS sites. Limited analysis took place for this site as we are a 
non-FLS site. We do provide the necessary tests when clinically indicated and 
there are no specific actions resulting from this audit.

2462 National vascular registry 
report 2016

The published report and recommendations have been shared with the 
service to determine any relevant actions.

1884 Provision of mental health care 
in acute hospitals NCEPOD

The published report and recommendations have been shared with the 
service to determine any relevant actions.

2547 National ophthalmology 
database pilot audit report 2016

This audit was a pilot so any recommendations are limited. The report has 
been shared with the service for information. 

1828 NCEPOD acute pancreatitis 
report 2014

The report and self-assessment checklist to assess compliance have been sent 
to the service.  Self-assessment will help identify any areas for improvement 
and highlight actions that are needed.

2402 NCEPOD sepsis study report 
2015

The published report and recommendations have been shared with the 
service to determine any relevant actions.
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2533 National neonatal and special 
care audit (NNAP)

The latest report from the national neonatal and special care audit was 
released in September 2016 giving results for the 2015 calendar year. 

NDDH’s special care baby unit achieved 91% compliance with the standards 
for antenatal steroids, 100% compliance with the standards for retinopathy 
of prematurity screening, and 96% compliance for consultation with a senior 
member of staff within 24 hours of admission.  79% had two year follow up 
information compared to 62% nationally and 79% had no bronchodysplasia 
compared to 53% nationally. 

According to local data, 100% of babies born at less than 32 weeks had 
their temperature taken within an hour of birth where clinically possible. 
Although the number of babies receiving any of their mother’s milk is 
consistently good for the unit as a whole, in the age group reported for 
NNAP, (<33 weeks), only 3 of 9 eligible babies had done so.

The unit plans to roll-out an initiative with the maternity team promoting 
guidance on expressing breast milk. They also plan to purchase a video 
laryngoscope to help with difficult intubations and purchase two incubators 
with special modes of ventilation to help prevent lung damage. 

On-going improvements implemented in previous rounds of the NNAP audit 
will continue.

2545 National paediatric diabetes 
audit report 2015/16

The NPDA results for 2015-16 showed the following results for screening:

The completion rate for all seven key care processes undertaken by the 
NDHT paediatric diabetes team were similar to, or better than, the national 
rates. In our unit, 41.2% of young people aged 12 years and older had 
received all seven care processes between April 2015 and March 2016 
compared to 35.5% across England and Wales. 90% of children and young 
people had been screened for thyroid and coeliac disease within 90 days of 
diagnosis.

HbA1c results appeared a little better for our unit than for England and 
Wales as a whole:

The adjusted mean HbA1c for children and young people with type 1 
diabetes in our unit was 66.2 mmol/mol compared to 68.3 mmol/mol across 
England.

The case-mix adjusted percentage of children and young people with type 
1 diabetes with a HbA1c of less than 58 mmol/mol in our unit was 32.4% 
compared to 26.6% across England and Wales. 

The case-mix adjusted percentage of children and young people with type 
1 diabetes with a HbA1c of more than 80 mmol/mol in our unit was 13.3% 
compared to 17.9% across England and Wales.

The rolling action plan will be updated following submission of the 2017/18 
data.
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1866 National paediatric diabetes 
audit (NPDA) - PREM 2015/16 data 
and report

Feedback was received from 22 parents and carers. The survey results 
indicated that that children and young people didn’t have to wait long to 
be seen at their appointment (95% seen within 30 minutes), had enough 
time to discuss questions and concerns with the doctor and nurse specialist, 
less so with the dietician and psychologist, and almost always had enough 
knowledge to manage high and low blood glucose levels, carbohydrate 
counting, insulin pumps, illness, exercise, and to manage diabetes at school.  

The team are doing a little less well at supporting psychological wellbeing. 
Some families would like to have had more information about continuous 
glucose monitoring and other new technologies. Access to the team for 
support and information was rated slightly less well than for other teams.

The team have:

 � Reconfirmed their commitment to respond to calls and texts as promptly 
as possible on the same working day.

 � Ensured that 30 minutes is available at each clinic appointment. They can 
also arrange more frequent appointments if necessary.

 � Changed their approach so that there will be separate time with the 
dietician at annual reviews, and the option of group carbohydrate 
counting sessions.

 � Arranged referral to clinical psychology if extra emotional support is 
needed.

 � Started running group education sessions for young people approaching 
transition to adult care, and updated the written information provided.

1891 National comparative audit of 
blood transfusions – use of blood in 
lower GI surgery

Following the publication of the national report, recommendations were 
presented at the general surgical/anaesthetic clinical governance meeting 
to improve local practice per national guidelines.  It was decided that a 
local audit of case notes was needed.  This local audit found there was no 
improvement in inappropriate transfusion and alternative strategies of 
promoting guidelines should be sought.

A revision of the massive blood loss management policy has taken place and 
awaits approval from the hospital transfusion committee in June 2017.  This 
will then be displayed on the surgical assessment unit as part of national 
lower GI bleed recommendations.

A plan is in place to put a rigid sigmoidoscope onto the surgical assessment 
unit so that these can be carried out on the ward. 

2568 ICNARC’s annual quality report 
for the case mix programme (CMP)

The Q1 ICNARC  ( April to June) was reported to the mortality review 
committee in November with the following summary:

 � ICNARC collates data on all general adult NHS intensive care and high 
dependency patients.

 � It provides data about acuity, outcome, quality of care, delayed 
discharges and how we compare to other general adult NHS critical cares.

 � There are no categories in which we were statistical outliers.

 � There has been an increase in the percentage of discharges from ICU to 
general wards out of hours (between 22:00 – 07:00).  This would be to 
admit a more critically unwell patient and reflects our limited critical care 
capacity.  

Note: it does not include any adult critical care patients who were not 
physically on our ICU. 
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2580  National cardiac arrest audit 
(NCAA) 2014/15

The 2014/15 report highlighted that the percentage of resuscitated patients 
alive at discharge has decreased from around 30% in 2011/12 to 6% in 
2014/15.  

In response an action plan was drawn up and a deep dive was undertaken, 
where it was found that 7/10 of the cases for the month were patients who 
shouldn’t have been resuscitated but didn’t have the appropriate TEPS 
completed.  

The action from the deep dive was further education for consultants on 
TEPS.  An end of life lead has also been appointed and an end of life audit 
undertaken. The resus team also do daily monitoring.  An action plan is to 
be discussed at the prevention and resus group in Mar 16.  

A monthly audit report has been set up and is regularly produced.

1838 National audit of intermediate 
care (NAIC) 2014 clinician report

The aim of this audit was to assess intermediate care (IC) service provision 
and performance against standards derived from DH guidance and from 
evidence based best practice.

The Trust performed well in the area of waiting times of referral to 
assessment and duration of care - both these measures were below the 
national average. All local actions were directed towards the patient 
experience element of this project, but there are some action areas to 
be addressed nationally and regionally. Nationally, there needs to be an 
expansion in intermediate care capacity.

Patient reported experience measures and standardised outcome 
measures need to be determined nationally. Health and local government 
organisations, with a shared vision, should undertake strategic planning 
for intermediate care jointly. Future policy in the area of intermediate care 
needs to be developed nationally.

1852 National audit of intermediate 
care (NAIC) 2014 patient report

Above average satisfaction was reported for overall satisfaction with the 
service, privacy and dignity, timing of visits, information giving and waiting 
times. Satisfaction levels were lower than the national average for staff 
letting the patient know how to contact them, staff discussing whether they 
needed any further health or social care services after this service stopped, 
being given enough notice about when their care from the community team 
was going to stop, and involvement in decision making.

This project was deliberately divided so that separate plans existed for the 
northern and eastern localities, in anticipation of the transfer of eastern 
services in October 2016.

For the northern service, topics have been added to the clinical effectiveness 
tool and patient questionnaires to address the issues around patient 
awareness and involvement. Further actions were to amend community 
notes front sheets to include contact details and to ensure all rapid responses 
had a review of needs after three days. As of October 2016 all actions 
are considered to be achieved with clarification required only on future 
measurement of service impact on patient anxiety.
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1856 National COPD audit 2014 
report

The report findings were presented at a team away day and planned service 
improvements discussed in response to the results. The following quality 
improvement actions have been identified.

Increase and improve access to specialist respiratory care during weekdays 
and at weekends, increase discharges at weekends, increase and improve 
access to specialist respiratory care during weekdays and at weekends, 
improve the time taken to receive a specialist respiratory review and increase 
the number of patients receiving specialist review, ensure that patients are 
under a respiratory consultant when decision to discharge or transfer to 
early discharge scheme is made, and ensure that patients are discharged 
under the care of a COPD team/early supported discharge service or 
equivalent.

 � We are investigating the possibility of extending the working hours of 
our CREADO team.

 � We are investigating the possibility of employing a 3rd consultant, 
although this is unlikely to be possible with current resource constraints.

Increase access to smoking cessation advice/services, increase recording of 
MRC dyspnoea score, improve documentation on decisions on ceiling of 
care, ensure that patients are managed on respiratory ward, and ensure 
that suitability for pulmonary rehabilitation is considered at the time of 
discharge.

We are considering developing a ‘COPD bundle of care’.

Improve recording of BMI.

 � We are working with our nutritional steering group (NSG). (Recording of 
BMI is part of the requirement of MUST).

Reduce time between first and second ABG.

 � We have addressed this through training, particularly F1 training.

Improve the time to application of NIV.

 � We intend to carry out a further QI project.

Improve patient and family involvement in ceiling of care decision making.

 � Our Trust has introduced new paperwork and guidance for treatment 
escalation planning (TEPs)

Use discharge bundles for COPD patients.

 � We plan to participate in a research project in the next year, develop 
discharge bundles during the study period, and launch shortly after the 
research period is complete.

Continue to develop integrated care, improve access to post-discharge 
pulmonary rehabilitation services

 � We will work with our local commissioners in pathway planning.

Ensure that there is a respiratory consultant or respiratory interested GP 
representing respiratory medicine within our CCG.

 � We have nominated a lead for respiratory medicine within the CCG.

1871 National review of asthma 
deaths report

Recommendations from the report largely focus on actions to be taken by 
primary care organisations. Of the relevant recommendations, we are largely 
compliant with them. We are awaiting an update on two outstanding 
actions.
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2418 national chronic obstructive 
pulmonary disease (COPD) 
pulmonary rehab report 2015

Further to this audit the following actions were determined:

Accept referrals for all respiratory conditions other than asthma where there 
is limited evidence of its efficacy.

Change staff structure and recruit more staff so that more pulmonary 
rehabilitation groups can be delivered. 

Undertake patient satisfaction surveys. Once posts have been filled and 
the service is up and running with any teething problems ironed out, write 
a formal standard operating procedure and service specification for the 
pulmonary rehabilitation service.

1869 BSR rheumatology – patient 
experience 2014-2016

Report sent to service.  Actions relate to the access times that are covered by 
the clinical aspect of this project.

Overall, this Trust performed well in both outcome and experience measures. 
In the final report, the disease severity scale as reported by the patient 
was below the national median score at both baseline and follow up 
measurement. 

In terms of patient experience, no patients answered in the negative to 
the statement ‘overall in the past 3 months I have had a good experience 
of care for my arthritis.’ However, we were slightly below the national and 
regional medians for patient ability to work, 83% of patients for whom it 
was appropriate to ask reported that they were asked about their ability to 
work.

There was a clinical element to this audit which is being reported 
separately, and any actions are likely to be directed to access times to both 
appointments and education.

2553 End of life care audit – dying in 
hospital

The Trust did not participate in this audit but recommendations were 
discussed with the end of life lead and compliance was reported on the 
action plan. Current NDHT guidance and care planning documentation is in 
line with the report recommendations. A local audit and survey of end of life 
care have been undertaken. There is an overarching action plan in place for 
improving end of life care.

2542 BASHH national audit: 
management of gonorrhoea

40 cases were submitted to the BASHH national audit of the management 
of gonorrhoea from the Exeter centre for contraception, GUM and HIV. 
Compliance levels with many standards were 95% or above. Areas where 
compliance was lower related to offering written information and offering/
carrying out tests of cure. (All local results equalled or exceeded the national 
figures).

Actions for improvement included offering SMS links to patient information 
leaflets as well as paper copies, improving documentation in the electronic 
patient record, disseminating information on the importance of attendance 
for TOC to all health advisers and patients who attend for treatment of 
gonorrhoea, booking appointments at time of treatment, and investigating 
alternative methods for patient reminders.

2630 BASHH STI/HIV screening and 
risk history 2016 Exeter

A national audit report was published with local level data sent to Trust. The 
service exceeds the national target for offering and carrying out HIV tests.

In response to the detailed results, further guidance was given to staff on 
history taking, documentation and double-checking patient’s previous tests.

There will be no further re-audit as this is monitored on a quarterly basis as 
part of quality assurance for the commissioner.

2631 BASHH chlamydia partner 
notification re-audit 2016 Exeter

A regional audit report was published with local level data. Improvement 
measures were agreed at a clinical governance meeting in September 2016 
to increase the process for partner notification and recording of offering 
written information. Re-audit suggested in one year.
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The reports of 60 local clinical audits and surveys were reviewed by the provider in April 2016 – March 2017 and 
Northern Devon Healthcare NHS Trust intends to take or have the following actions to improve the quality of 
healthcare provided.

Table 4

LOCAL CLINICAL AUDIT  
REPORT TITLE

ACTIONS TAKEN

1802 Biometry and surgical outcomes 
following cataract surgery re-audit

A re-audit of outcomes found that:

 � 90% of data is now entered into Medisoft making future audits more 
accurate. Of the five senior cataracts surgeons, the service now has good 
data on four of them, as opposed to three at the last audit.

 � The SRK T formula has been identified as the most accurate formula of 
the formulas that are currently available and this is used 79% of the time.

On-going recommendations from the re-audit are:

 � Obtain post-operative refractive data from community optometrists to:

• Validate the autorefractor accuracy.

• Customise the Haigis and SRK T formulas.

Identify the theoretical error in the biometry pathway to estimate what is 
a realistic standard to achieve given our biometry machine, IOL model and 
autorefractor.

1819 Documentation of regional 
anaesthesia efficacy in caesarean 
section re-audit

Following an initial audit which highlighted areas for improvement, 
education was undertaken at departmental mortality and morbidity 
meetings and a sticker system for improved recording was introduced. 
A re-audit was undertaken in 2016 which showed an improvement in 
documentation.

1826 Foot examination and 
management in diabetes (Exeter 
podiatry team)

An audit of foot examination and management in diabetes in the exeter 
podiatry team was undertaken. All patients had had a foot examination but 
a subset had not had a foot examination for neuropathy and a subset of 
patients had not had a foot examination for peripheral pulses. 

Actions identified  for improvement were:

 � Dissemination of findings to staff with guidance on processes for 
undertaking assessments.

 � Introduction of new system for identifying when assessments are due. 

 � Extra domiciliary sessions to be introduced following policy changes.

 � Newly appointed band 6 podiatrist to undertake domiciliary work in the 
Exeter locality.
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1827 CQUIN: acute kidney injury 
audit AKI (NICE)

Monitoring has continued in 2016/17 and the following improvements have 
been made:

 � We have continued with our multidisciplinary acute kidney injury 
workshops and developed a training tracker module for our junior 
doctors.

 � Continued improvement in the quality of our acute kidney injury patient 
discharge summaries.

 � Hotlist of acute kidney injury patients which goes to ward pharmacists 
and the resuscitation and outreach team to guide individual patient care 
and support ward staff.

 � Regular updates for staff across the Trust and in care homes, on what is 
new in acute kidney injury.

 � Promoting the importance of fluid balance through education and 
variety of resources all available on the ‘click the kidney’ page on our 
intranet.

Plans for 2017/18 include the following:

 � Aiming for Trust-wide individualised fluid management with resources 
to enable staff to provide this care, including bedside resources and an 
educational programme.

 � Improved fluid balance understanding and recording.

 � Continued promotion of ‘Is my patient thirsty? When did my patient last 
pass urine?’

 � Promote staff hydration and wellbeing by asking ‘Am I thirsty? When did 
I last pass urine?’

1836 IV peripheral cannula insertion: 
re-audit

An initial audit found that documentation of IV peripheral cannula insertion 
needed to be improved. Improvements were made in a series of PDSA cycles. 
Guidance on documentation was communicated to ward staff and a new 
sticker was introduced. Email reminders to use the sticker were circulated 
and the patient safety team included the importance of the sticker in their 
training for cannula insertion.

A follow up investigation showed the improvement after the various 
interventions that were made. The percentage of cannulas that were 
correctly documented improved from 38% to 83%.

1874 Intravenous sedation at the 
department of oral and maxillofacial 
surgery NDDH – re-audit

An initial audit identified areas for improvement. A re-audit has now taken 
place following the introduction of a new proforma which included boxes 
to record full patient observations, ASA grade and discharge criteria. The 
issues from the first audit were resolved by the implementation of the new 
proforma. The re-audit showed some missing information, dental history 
and previous GA and sedations, which were deemed to be due to different 
audit techniques. The findings were presented at the OMFS audit meeting in 
February 2017 and it was agreed that the audit could be concluded with no 
further audit cycles required.
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2137 Complex care team (CCT) 
referrals (Barnstaple)

The project was set up to enable the Barnstaple health and social care 
community team to measure and improve their performance in assessing 
and treating their patients in a timely manner, in line with priority 
guidelines. Practitioners collected detailed information on 154 client 
referrals that were made in the 25 weeks between January and June 2016. 

Positive conclusions included:

 � GPs (39%), NDDH therapists (28%) and community nurses (14%) refer in 
high numbers to the community therapy service and 62% recognise the 
eligibility criteria to refer to our service.

 � Rehabilitation (66%) and provision of equipment and adaptions (25%) 
are the main reasons for referral, 90% of the priority 3 patients are seen 
within their 4 week time scale. Areas for improvement identified were 
the coverage of the ‘priority guidelines’ and being able to see priority 2 
patients within time scales.

The team plan to update their guidelines for prioritising patients and carry 
out a re-audit.

2344 Gynae-oncology patient survey 
2015 & 2016

The feedback provided by patients for the gynae-oncology team was 
overwhelmingly positive, with 95% of respondents rating the service as 
good or excellent.

Feedback on individual questions was over 80% positive for all questions 
specifically about the service provided by the team, other than the provision 
of written information – not all patients are offered all types of information. 
Where patients did receive written information, they rated it positively. 
Comments made in the open-ended questions were largely positive, with 
some very complimentary feedback from patients. For example: ‘everyone 
was friendly and offered all the help I wanted’, ‘I think all staff in this area 
are just amazing, supportive and so caring’. Issues raised tended to relate to 
other areas of the Trust – comments relating to delays in chemotherapy are 
being addressed by the Seamoor Unit.

The team will continue to monitor the quality of their service by conducting 
further patient surveys.

2352 Nexplanon (progestogen-only 
contraceptive implant) audit 2015, 
re-audit 2016

The care of women receiving progesterone only implants was audited in 
2015. As a result, the implant problem template was adjusted to allow 
specific recording of impalpable/broken implants and bleeding problems. 
A re-audit in 2016 showed improvements in documenting problems with 
implants. A further improvement phase was planned to address the small 
percentage of women who were not offered opportunistic STI screening.

2360 Podiatry diabetic foot care 
education audit (NICE)

This audit aimed to address whether or not the podiatry team are 
providing patients with the required foot care education as stated by NICE 
guideline CG10 (and subsequently NG19 and NG28) and whether they are 
documenting the evidence in clinical notes. 

Although the clinician gave the patient education about their feet in the 
majority of cases, a large number of patients were not given any form of 
written information.

The service has introduced new management plans which should help to 
ensure that patients receive the required education. They will also add 
emergency contact numbers to patient leaflets and make sure that leaflets 
are available in all clinics. 
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2362 PSA tracker audit A patient survey was undertaken alongside an analysis of PSA tracker data 
to date.  

Some patients commented on length of time it took to receive results. As a 
result, administrative support to manage the system has been increased.

Some patients were unsure of whether a result is good or bad. An initial 
plan to amend patients’ letters may be difficult to achieve for each patient 
so further plans for improvements are being consulted upon.

The service plans to assess GP satisfaction with the system in the coming year.

2375 Cataract surgery – intra-
operative complications and surgical 
outcomes audit

The ophthalmology service undertook this audit to evaluate practice and 
review its intra-operative rate of cataract surgery complications compared to 
national audit findings. Across nearly all performance measures, the Trust’s 
service performed to a comparable standard or better than the national 
average: 

 � The median visual acuity improved from 0.5 logMAR (6/18) before surgery 
to 0.2 logMAR (6/9) after surgery (the same as the national average).

 � Analysis of post-op visual acuity showed that 85% of eyes achieved a 
vision between 0.0 and 0.3 logMAR, which is similar to but slightly lower 
than the national average.

 � The intra-operative complication rate was better (3.36%) than the 
national average (4.2%).

 � PCR complication rate was also found to be better (0.92%) than the 
national average PCR rate (1.95%).

 � Individually the PCR rate was better in each surgeon grade in comparison 
to the national average.

 � Visual outcomes and rates of PCR or vitreous loss or both were very stable 
in the local audit.

The audit report recommended that the service routinely enter co-pathology 
data on Medisoft to enable future data analysis. This recommendation was 
shared at the ophthalmology governance meeting.

2385 Cellulitis management: South 
West regional audit

The findings from the report found North Devon guidelines are consistent 
with those used elsewhere and that North Devon management of cellulitis is 
similar to that used elsewhere. The audit also found that the Trust does not 
use inappropriate broad spectrum antibiotics.  

Following the audit it was felt that there were no local recommendations 
arising from the report and no further action needed to be taken.

2400 Service evaluation of upper 
limb regional anaesthesia (PRO 
ULTRA)

Patient feedback was collected across the South West on upper limb regional 
anaesthesia. The project found that regionally high numbers of patients 
would choose to avoid general anaesthesia and would be happy with 
sedation or regional anaesthesia alone. More than half of patients did not 
receive information about regional anaesthesia blocks. Only 18% patients 
received information before admission. 

The findings on patient preferences have been fed back to anaesthetists. In 
order to improve communication about regional anaesthesia before the day 
of surgery, a leaflet is now given to patients at the pre-op clinic.
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2412 Respiratory clinical nurse 
specialists - patient survey

Following on from an initial patient survey in 2009 the respiratory nursing 
service re-ran the survey to assess where they are meeting patient needs and 
where there is still room for improvement. 85 patients completed the survey.

Results show that the service continues to perform very well, with 98% of 
patients saying the care they receive is ‘excellent’ (74%) or ‘good’ (24%). 
Key strengths include respecting and listening to patients, as well as 
communicating clearly and providing information.

Going forward there is a need to ensure that patient expectations are 
managed with regard to call back and waiting room times, and to that end 
the team has already revised its telephone answer message and revised 
the clinic schedule to ensure that no more than three complex patients 
are booked into clinic on any given day. An additional telephone clinic has 
been established for patients who struggle to make it in for face-to-face 
appointments, and new leaflets have been developed to provide 
information on how to use CPAP/NIV machines, and giving the details 
of other organisations and charities which may provide more advice and 
support for patients, their families and carers. New admin staff have been 
reminded that all patients should be posted out a summary letter of their 
appointment and an internal audit was carried out to ensure that this was 
being done.

2426 Hot gallbladders - are we 
offering the best service to patients 
who present with acute cholecystitis? 
(NICE)

The report highlights several areas of work which need to be undertaken to 
improve our performance.  The plan is to re-audit once this work has been 
done.

2433 Oral and maxillo facial dept 
(OMFS) - patient satisfaction 
questionnaire

The OMFS department conducted a patient satisfaction survey in 2015, 
with the aim of understanding how well it was meeting patient needs and 
whether there might be areas for improvement. The survey was conducted 
with patients attending new and review clinics over the course of one month 
and in total 36 surveys were completed. The questionnaire was adapted 
from the PSQ-18 and patient reported experience measures (PREMS) from 
2015 and contained a total of 26 questions.

The findings of the survey were very positive, with all questions scoring at 
least 85% satisfaction and most above 95%. Questions around the technical 
ability and communication skills of staff scored over 95% and lowest scoring 
questions were related to facilities (85% satisfied) and accessibility (89% 
satisfied).
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2435 End of life care of patients in 
hospital 2015-16 - survey of bereaved 
relatives/carers

A survey of bereaved relatives and friends of patients who died at an 
NDHT hospital between the 1 October 2014 and the 31 March 2015, was 
undertaken. From an initial sample of 85 patients, 22 responses were 
received (26%).

Of the 10 areas covered in the survey, four received positive feedback from 
over 85% of respondents. 

Actions were planned for the following areas that received less positive 
feedback: 

Sensitive communication with patients – a communications skills workshops 
has been arranged for staff

Information about your patient’s care and support for relatives/friends to 
make decisions about patient’s care – an information leaflet on end of life 
care has been produced.

Patient handovers are to be improved – staff are to be supported to 
recognise the dying phase, further staff training has been set up.

Consideration and support for spiritual and religious needs – a faith resource 
for staff has been made available on the Trust’s intranet with details of 
appropriate end of life care for different religious groups, and further staff 
training has been set up.

Sensitive communication following the death  – a communications skills 
workshop has been arranged for all staff

Information provision following the death  – community hospital staff have 
been instructed to provide a bereavement leaflet to all patients.

In addition, a survey of staff will be undertaken to identify further training 
needs.

2440 Prolonged jaundice in 
newborns (NICE) (re-audit)

This audit was originally undertaken at the end of 2015/beginning of 2016, 
and as a result, a new proforma was introduced. The audit was re-run in 
the summer of 2016 when much improvement was seen in terms of history 
taking, consistency in blood tests used and a complete elimination of 
patients waiting over four hours. There remain some actions over the next 
six to 12 months with regard to further improvements to the proforma and 
then the aim is to re-audit again in 12 months’ time.

2446 Surgical antibiotic prophylaxis The hygiene code compliance requires audit of surgical prophylaxis to ensure 
ahigh quality service is being provided. 59 patients undergoing surgical 
procedures were audited. High adherence to local guidelines was observed 
in the majority of the cases being evaluated, although 100% adherence was 
not achieved. The report was submitted to the antibiotic working group. 

Actions for improvement were to publish updated guidelines and investigate 
repeat doses.

2448 Management of diabetic 
paediatric patients undergoing 
surgery (NICE)

This local audit looked at the current treatment of diabetic paediatric 
patients undergoing procedures at NDDH against national guidelines. 
A retrospective case note review was undertaken that showed that 
improvements could be made in providing a consistent approach to pre, peri 
and post-operative care for paediatric diabetic patients. A local guideline is 
being produced.
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2454 The use of patients’ own 
medication in hospital (with re-audit)

A small project was undertaken to assess the frequency with which patients 
bring their own medication into hospital. A total of 16 patients were audited 
during the initial survey and it was found that in total, 62.5% of patients 
brought some form of medication into hospital. The main reasons for not 
bringing medication in was a lack of knowledge, patients not thinking about 
medication at the time, or that patients didn’t think they would be staying 
overnight. Reasons people gave for bringing their medication were largely 
based on previously experiences in hospital or paramedics encouraging 
patients to bring medication in with them. 

As an action from the audit, in March 2016, posters and staff information 
sheets were developed to promote the benefits of patients bringing 
medication into hospital. These were sent out to community pharmacies, GP 
surgeries and to outpatient departments within the hospital, to encourage 
patients to bring in medication and to educate staff on the benefits so they 
can help to encourage patients. 

A follow up was undertaken after four weeks, to begin to assess the impact. 
A total of 14 patients were audited and it was found that 11 (79%) of these 
patients had brought their medication into hospital, an increase of 16%. The 
reason for this increase appeared to be due to information from the GP, at 
18% up from 0% (one of the areas targeted with leaflets and posters). 

Although this was a small scale project, it is hoped that as more patients are 
exposed to the promotional materials, their impact will increase. In addition, 
the NHS NEW Devon Clinical Commissioning Group is currently discussing a 
plan surrounding the use of a green bag system for patients’ own medicines 
with the Trust and ambulance service.

2456 Nasolacrimal probing and 
intubation audit

The project audited the cases of 15 children listed for probing, syringing and 
tube insertion from March 2010 – July 2015, with reference to Paediatric Eye 
Disease Investigator Group (PEDIG) standards.

Results matched the standards set out in PEDIG results (80% success rate). 
No surgery was carried out on children < 1 years old in accordance with 
recommendations.

2468 Audiology service: adult This survey was a repeat patient survey which is carried out each year. 

The survey results highlighted a few issues with clinic rooms, relating to 
temperature, soundproofing, and location away from the main audiology 
department. Staff have been advised to report any air conditioning faults, 
avoid problem rooms and use fans. Staff have also been reminded to use 
only sound proofed rooms for hearing tests. Funding would be required to 
sound proof more rooms closer to the audiology department.

Waiting times were also highlighted. Staff have been advised to liaise with 
reception and other team members if running late.

The patient survey will be repeated in 12 months’ time.

2470 Audiology: paediatric This is a repeat annual patient survey undertaken by the audiology 
department for paediatric patients.

Similar problems were raised as in the adult audiology survey.

In addition, respondents reported problems making appointments. Further 
advice has been given to the team regarding telephone answering, dealing 
with cancelled appointments, and confirming short notice appointments.

Patients would like a map on the back of the appointment letter. This will be 
taken forward with the TrakCare team.

Communication by audiologists was also raised. Feedback has been given 
and further training is planned.

A repeat patient survey is planned for 12 months’ time.
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2471 Audiology service: tinnitus/
balance

This is an annual patient survey. 

The survey raised issues with patient information leaflets missing from 
appointment letters. Staff have been reminded to include leaflets. Some 
respondents felt it was difficult to ask questions in the appointment. This 
has been discussed at a tinnitus group meeting. Staff have been reminded to 
ensure patients are asked if they have questions and managers will allocate 
adequate time for complex patients through effective triaging.

Survey to be repeated in 12 months.

2477 Outcomes of TED (thyroid eye 
disease) patients on DMARDs at 
NDDH

The outcomes of a small number of thyroid eye disease (TED) patients 
were investigated. Initial findings indicated some improvement in the 
clinical and laboratory picture of patients with TED who were treated with 
immunosuppressants. To standardise treatment regimens and outcome 
monitoring, the following actions were planned:

 � Treatment guidance for the NDDH eye department. 

 � An update for doctors requesting that baseline investigations are done 
at the start of treatment, including immunological and radiological 
investigations, and that CAS scores should be documented clearly by 
clinicians throughout the treatment course of TED patients. 

It is planned that a larger scale audit will be done at a later date when more 
TED patients have been seen.

2484 Palliative care referrals The specialist palliative care team used a referral tool in use at other trusts 
to monitor the numbers of end of life patients admitted to two wards. The 
results indicated that 33% of patients admitted to the trial wards were 
end of life patients as defined by the Gold Standards Framework (www.
goldstandardsframework.org.uk). Of these end of life patients, the specialist 
palliative care team saw 13% (100% of level 3 patients and 6% of level 2 
patients). The findings have been fed back to the end of life steering group.

2485 Management of obstetric 
cholestasis

The audit of the current management of patients with obstetric cholestasis 
showed improvements were required, with the recommendation that a local 
guideline and protocol needs to be put into place and education on this 
given to staff. The project lead is planning to re-audit once these have been 
achieved.

2487 Physiotherapy staff service (Mid 
and East) - first 100 patients survey

The aim of this project was to assess the experience of early users of the staff 
physiotherapy service in the Mid and East Devon regions, with a view to 
improving the service going forward. 56 members of staff discharged from 
the service were given questionnaires and 30 were returned completed. 
Results of the survey were very positive, with over 80% satisfied or very 
satisfied with the referral process, wait times, choice of locations and 
appointment times, the clinical environment, and with communication and 
decision making. 80% strongly agreed or agreed that because they had 
access to staff physiotherapy, the problem they were referred with had 
improved. Having had access to staff physiotherapy, 89% were able to stay 
at work on full duties and the remaining 11% on light duties.
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2488 Wound pressure ulcer 
prevalence in nursing care homes 
(North Devon) 2016

The tissue viability service was commissioned in 2009 to provide a service to 
the nursing care homes in North Devon. As part of this service, homes were 
contacted to measure the wound and pressure ulcer prevalence among their 
residents. Homes were asked to collect the data during a specified week to 
aid consistency in reporting.

The data shows an overall reduction in pressure ulcer prevalence from 8.9% 
last year to 4.2% this year.

The service will continue to provide the following:

 � A regular education programme is provided to each individual care home 
covering basic skin and pressure area care, wound management and 
dressing selection. 

 � A quarterly flyer with key messages and contact details is sent to the care 
homes every quarter.

 � Tissue viability advice and support to the care homes via telephone and 
resident visits are provided as required.

The nursing home audit paper was presented at the STVG meeting in 
December 2016. The results were noted and there were no further actions.

The project will be repeated next year.

2498 Review of In-hospital deaths 
2015/16 -  renal failure (report)

A retrospective audit of notes and coding review led to the development 
of a comprehensive action plan for improvement, monitored by the Trust’s 
mortality review committee. 

Actions for improvement included the following:

 � Delivering coding and clinical training to coding staff and clinicians 
around AKI and recording.

 � Planning ahead for the impact of changing to the electronic health 
record on the AKI flagging process.

 � Continuing to audit/develop auditing of ward handovers, fluid balance, 
TEP forms.

 � On-going end of life care awareness raising, including use of TEP form in 
ED, Seamoor Unit, and among GPs.

 � Formalising the Trust’s mortality review process and mortality and 
morbidity meetings procedures.

 � Investigating primary care AKI testing issues.

 � Monitoring ED documentation.

 � Reviewing and improving coding department procedures.

2520 Post-operative complications in 
anaesthetic techniques for elective 
total hip replacement

The conclusion of the project was that all anaesthetic and analgesic 
techniques have similar efficacy. There was no need to implement changes as 
a result of this project.
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2530 Lung cancer services: patient 
survey 2016 (annual)

As required by the National Cancer Peer Review Programme, the lung 
cancer service team conduct annual patient surveys in order to help plan 
improvement of the service for patients in North Devon.

The survey included all patients diagnosed between January and December 
2015 and judged well enough to be able to participate by the clinical nurse 
specialist for lung cancer – 25 questionnaires were returned completed.

The survey found that the service continues to perform extremely well, with 
88% of patients surveyed saying the care they received was ‘excellent’ or 
‘good’. The same percentage were ‘extremely likely’ or ‘likely’ to recommend 
the service. 

Key strengths of the service are communication during appointments 
(with both consultants and nurse specialists) and the provision of written 
information at the right time for the patient. Whilst the majority of patients 
were given written information at the right time, only 64% found it helpful, 
compared with 36% who found some of it helpful and a small percentage 
who felt it was too complicated. 

Areas where some improvement was felt to be warranted were in ensuring 
that copies of letters to GPs were also sent to patients (16% didn’t remember 
receiving these), ensuring that patients know who to ask for help (16% 
didn’t always know who to ask), and providing support (20% would have 
liked more support). 

On the basis of the above, actions to take forward included:

 � Reviewing patient information leaflets and considering developing a 
website for patients

 � Reminding administrative staff to send out copies of letters to patients 
after each appointment

 � Clarifying with patients who they can turn to with questions or for help

All action points have been completed.

2535 Neonatal infection:  antibiotics 
for prevention and treatment (NICE)

The purpose of this audit was to assess and improve performance in a) the 
initial treatment of babies with early onset neonatal infection and b) the 
timely cessation of antibiotics in babies for whom the initial suspicion of 
infection is not proven. Overall we are doing lots of things well, including 
taking blood cultures and CRP prior to antibiotics, administering the correct 
antibiotics at the correct doses, and repeating CRP with a gentamicin level 
24 hours after presentation. However, improvements are required in the 
amount of time from decision to treat to administration of antibiotics. Issues 
with documentation were also identified. 

Actions to address these issues include creating proformas that will improve 
documentation and make it easier to determine the time of decision to 
treat and whether cultures are available. Staff need to be reminded to sign 
and enter the time of administration on the drug charts. There is also an 
action to remind junior doctors of options if cannula insertion is going to 
be significantly delayed and the baby is clinically unwell. A plan is proposed 
with the consultant for teaching juniors about suspected sepsis in neonates 
towards the start of their rotation.

There is a plan to repeat the audit within the next year.
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2536 Nebulised magnesium for 
asthma/wheeze in paediatrics

An audit was undertaken to assess the use of nebulised magnesium sulphate 
in children against the standards set in the SIGN guidance. Nine patients who 
had received nebulised magnesium sulphate were identified. Although the 
numbers were small, the audit indicated that there was a need to provide 
information and guidance on the use of this new treatment.

An MDT simulation session is being arranged in the emergency department 
to educate/inform about its use.

The audit will be extended to the South West region.

2539 NPSA 2015/007 - addressing 
antimicrobial resistance through 
implementation of an antimicrobial 
stewardship programme

Antimicrobial resistance (AMR) has risen alarmingly over the last 40 years 
and inappropriate use of antimicrobials is a key driver. The consequences 
of AMR include increased treatment failure for common infections and 
decreased treatment options where antibiotics are vital, such as during 
certain cancer treatments. To purpose of this project was to provide 
assurance to the CAS (central alerting system) group that all actions as a 
consequence of this notice have been implemented.

There is evidence that the appropriate action has been taken and is 
evidenced in the AWG (antimicrobial working group) annual report and the 
antimicrobial prescribing policy. The report was presented to the CAS group 
and they agreed with the recommendation that the Trust is compliant with 
the recommendations in this notice.

2543 Management of hepatitis 
vaccination

In auditing hepatitis vaccination, 20 at risk cases were checked for tests of 
immunity and vaccination offers. The service was found to be compliant 
with standards for testing patients at risk of hep B infection, using the 
appropriate test and for offering vaccination to patients at risk. One area 
for improvement was in documenting hep B status. Also as part of the audit, 
20 patients undergoing vaccination were checked for course completion. 
Patients who did not attend were routinely sent text reminders but the 
number given the full course and tested for post vaccination was a lower 
than hoped. 

Actions for improvement included altering the current templates used as 
part of the electronic patient record to make information more readily 
available and easy to follow, investigating use of alternative methods for 
appointment reminders, and reviewing and updating local guidelines.

2548 Documentation of urethral 
catheter use in medical inpatients 
(with re-audit)

An audit was undertaken to assess current urethral catheter insertion 
documentation and compare to present guidelines. The notes of 18 medical 
inpatients were audited. The main areas of poor documentation were 
consent, aseptic technique, indication, chaperone, and review at 48 and 96 
hours. 

The leads have developed a sticker system to improve recording and 
are providing information to medical and nursing staff on the catheter 
guidelines. An initial re-audit focusing on the documentation of consent has 
indicated that the stickers have had a positive impact. 

It is planned that the re-audits will continue monthly and the stickers will be 
rolled out onto different wards.
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2559 Exeter GUM clinic: patient 
survey 2016

Feedback had improved overall since the previous survey.  

Findings requiring action were as follows: 

Patients continue to report problems at reception (this has been a persistent 
problem since the clinic buildings were developed in 2007). The team have 
introduced triage forms to cut down the number of questions required at 
reception and staff will also investigate self-book-in systems.

Staff talking in front of patients also appeared to be an issue. All clinical 
staff are very aware of the importance of asking patents’ permission to 
discuss their case with other clinicians in the same room and all clinical staff 
felt confident that they are doing this. The findings will be fed back and 
guidance will be provided to all staff in the department. 

This is an annual survey.

2560 Under-recognised 
hypoglycaemia

Audit was a repeat audit from 2013/2014, and aims to improve patient safety 
and raise awareness with a long term aim to reduce admissions for acute 
confusion, and reduce risk of falls, fractures and hypoglycaemia.

2595 Barnstaple contraception 
service: patient survey 2016

The survey feedback was very positive, with 100% of respondents rating the 
service as good/excellent and 100% reporting being treated with respect 
and being involved in decisions about their care. Last year we planned to 
offer more written information to patients either on paper or electronically. 
81% of respondents said they were offered written information in 2016 
compared to 75% in 2015, so this has improved.

Areas identified for improvement from this year’s results were the reception 
area, the doctor’s room, being seen straight away, and doctors definitely 
introducing themselves.  

Since the survey, the clinic rooms have been soundproofed and consultation 
times have been adjusted to allow for increased workload. 

Further actions are:  

 � To improve the reception area by trying to improve confidentiality.

 � To aim at the doctor introducing themselves 100% of consultations.

 � To continue to offer written information to all our patients.
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2596 Staff end of life confidence 
survey (acute inpatients)

The survey indicated that staff feel reasonably confident in caring for 
people in the last year of life and caring for dying patients in the last days 
of life. Areas where staff felt less confident were in identifying patients in 
last year of life, having discussions with patients and their families about 
wishes and preferences, planning care for patients nearing their final days 
of life, assessing patients’ clinical needs, and assessing and supporting carers, 
including bereavement care.

A new Hospice training package has been developed which covers most of 
the areas which received lower confidence ratings from the staff surveyed. 
As a result of the feedback from this survey, additional material will be 
added to the package relating to the identification of end of life patients.

Communication training for staff was planned for roll out in January 2017 
which aims to give staff more confidence in having discussions with patients 
and their families.

Guidance will be provided to staff on contacting the Hospice for advice in 
administering ‘as required’ medications.

 The resources available on BOB will be highlighted to staff so that this 
becomes their go to reference, with details of appropriate end of life care 
for different religious groups, signposting to the Hospice telephone advice 
line, and educational modules available through STAR. 

The end of life steering group will continue to work to raise the profile of 
end of life care in the Trust.

2597 Individualised IV fluid 
prescribing (NICE)

The notes of 28 adult inpatients receiving IV fluids (covering a short period 
of admissions across surgery/T&O/medicine/ O&G) were audited.

The findings showed that although fluid balance charts were well 
completed, there was a need for improvements in fluid management 
including IV fluid plans and recording of daily weights.

2600 Paediatric early warning score 
(PEWS) audit 

The paediatric service undertook this audit to determine if PEWS charts are 
being used and escalated according to guidelines. 13 sets of notes were 
analysed and the audit revealed that standards are not currently met, 
with the exception of the observations being completed according to the 
child’s individual care plan. There was a significant lack of escalation being 
documented, and PEWS scores not being calculated.

As a result of the audit the following recommendations were made:

 � Ensure staff familiarise themselves with the PEWS escalation plan.

 � Ensure the correct selection of the appropriate age chart.

 � Highlight the importance of documentation to staff.

 � Encourage the use of SBAR to contact the doctors if concerns are raised.

 � Repeat audits on a biennial basis to assess for improvement.

2603 Re-audit: measurement of tip 
apex distance in pertrochanteric 
fractures fixation 2015

Tip apex distance (TAD) is the distance between the tip of the fixation 
screw to the central part of the femoral head. The project aimed to raise 
awareness of the tip apex distance rule and reduce complications arising 
from fixation failure. An initial audit was undertaken in 2013/14. There were 
72 patients in the re-audit of 2015 cases. The re-audit found that only one 
case needed re-operation, and this appeared unrelated to the TAD. The 
previous goal of avoiding aiming for super low TADs was met. There was 
less variability in the range of TADs at re-audit. In the audit and re-audit, the 
team were unable to identify a correlation between tip apex distance and 
rate of fixation failure. The recommendations following the re-audit were to 
continue to aim for TAD Less than 20-25 mm, and to ensure images are saved 
and images are adequate.
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2608 Audit of sexually transmitted 
infection screening in patients 
requesting intrauterine 
contraception

The audit showed that we are meeting standards in three out of four key 
areas. The solution to the outlying standard may be down to template 
design for recording information about sexual history. This will be discussed 
by the team and changes will be implemented. A re-audit was planned for 
January 2017.

2609 Re-audit of compliance with 
using < 16 template for all <16yr olds 
attending the contraception service 
from January 2016

The new under 16s template is working well and the re-audit shows it is 
being completed appropriately. Further improvements will be made in 
relation to patients returning for subsequent visits and documenting of 
Gillick competency at every visit.

2610 Compliance with Badger 
discharge

The purpose of this audit was to check that the introduction of a Badger 
discharge checklist was proving effective and Bassett and SCBU are working 
together to ensure all relevant documentation is provided to correct 
professionals and families on discharge.

Overall this audit shows 100% compliance with the Badger discharge 
checklist. Only one issue was highlighted, that of the record being filed in no 
consistent order within the notes.

2618 Opioid prescribing knowledge 
amongst junior doctors

The aim of this project was to determine the status of opioid prescribing 
familiarity amongst junior doctors in North Devon District Hospital. A 
questionnaire was sent out to 100 junior doctors across all specialities 
assessing their knowledge on equivalent doses of codeine, tramadol, oral 
and intravenous morphine, oxycodone and diamorphine. They were also 
asked if they would find a standardised hospital conversion chart useful. 
There was a response rate of 30%. The survey identified a need for further 
training and guidance.

The actions currently being undertaken are:

 � Create a detailed laminate of dose conversions and potency for each 
ward for reference.

 � Additional laminate on doctor’s badges for quick reference.

It is planned that a follow up survey will be undertaken (timescales to be 
confirmed).

2639 Discharge co-ordinator impact 
on clinicians, patient experience and 
morning discharges (staff feedback)

A discharge co-ordinator role has been on trial on Tarka Ward since April 
2016. After six months, staff were asked to give feedback on the role. All 
29 staff members who responded gave positive feedback about the role 
and said that they would like the post to be made permanent. Faster, more 
efficient, safer discharges were the main impact of the role. Pre-empting 
discharges, liaising with staff, patients and other teams, alongside sorting 
out problems were seen as key to this perceived outcome. Staff described 
how, by taking on tasks around the discharge process, the co-ordinator 
released their time for other activities, and relieved workload pressures 
and stress on the ward. The co-ordinator also helped staff by keeping them 
informed about discharge planning, improving communication with other 
teams and patients, and providing advice on discharge processes. Staff felt 
that patients were helped by the co-ordinator role through having better 
planned discharges, improved communication, shorter hospital stays, better 
information about discharge plans, better care from staff and more available 
beds. 

Actions:

 � Develop and present business case to Tri-U to formally establish DC role 
across all general wards.

 � Monitor impact of role annually.
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2646 Consent forms for laparoscopic 
cholecystectomy

A prospective study was conducted examining consents for laparoscopic 
cholecystectomy. 

The audit found that bleeding, infection, bowel injury and bile leak 
were documented in all consents but other possible complications were 
documented less consistently.

In response, a pre-filled consent form has been designed and submitted for 
approval. It is planned that this will be implemented as part of the patient 
preoperative pathway.

2647 Intravenous fluid therapy in 
neonates (NICE)

SCBU undertook this audit to assess its current practice around intravenous 
fluid therapy for neonates against current NICE guidance. The unit selected 
10 sets of case notes at random and assessed each against four relevant 
statements from NICE NG29. For all statements and across all cases the unit 
met the standard, with one exception where clinical assessment required a 
deviation from the recommendation.

2648 MDA 2016/011 – Babytherm® 
infant warmer

The CAS meeting asked for this MDA to be audited to check full compliance 
with the alert.

Checks have been undertaken on SCBU. An MDA summary report has been 
completed and signed off.

2650 MDAs 2016/15 and 2016/16 
insulin pumps

The CAS meeting requested that these two MDAs be audited. Compliance 
has been confirmed with both.

2658 National patient survey 
programme: inpatients survey 2015

The Trust appears to be performing reasonably well in comparison to 
others, and results are improving. However, the question responses and free 
text comments show that there are areas we can work on to improve our 
care further. Following a review of the 2015 results and individual patient 
comments, the lead divisional nurses, matrons, ward managers, and all staff 
caring for inpatients will focus on the following areas:

 � Noise at night – a poster encouraging staff to keep noise to a minimum 
has been designed. The poster uses quotes from the inpatient survey 
to illustrate how patients have been disturbed. This is displayed on 
all wards, in staff only areas. Unannounced night audits have been 
undertaken by ward matrons. Recent results relating to noise and light 
levels have been very good (November 16).

 � Hospital food and mealtimes – a collaborative group on nutrition and 
hydration has been set up and nutrition and hydration was a priority for 
2016/17 within the 2015/16 Quality Account. The Trust has developed a 
strategy to improve mealtimes and patient friendly menus have been 
introduced that can be used at the bedside, with pictures and clear 
information on gluten free foods. The Trust will continue to collect 
patient feedback throughout the year.

 � Communication – both positive and negative comments have been fed 
back to inpatient areas.  

2674 Standardisation of inguinal 
hernia repair consent forms

A prospective study was conducted examining consents for elective open 
and laparoscopic inguinal hernia repair with a focus on documented 
complications. 30 consents were examined between 1 November 2016 
and 30 December 2016 with reference to the Royal College of Surgeons 
guidelines on management of groin hernia in adults, published in 1993. The 
audit identified inconsistencies relating to the documented complications of 
the procedure. 

Action plan: 

 � A pre-filled consent form has been designed to address the necessary 
changes. This has been forwarded to the relevant teams to be approved 
and to be implemented as part of the patient preoperative pathway.
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2676 Record keeping – inpatients Results from the January record keeping audit undertaken across all wards 
have been shared with clinical leads, who will feedback to teams on areas 
for improvement. A daily sheet with prompts will be devised for specialties 
that do not use the clerking proformas and will initially be trialled on ITU.

2679 VTE prophylaxis post total hip/
knee replacement in NDDH and 
re-audit

The discharge summaries of 50 patients with either total hip or knee 
replacement admitted to Tarka Ward from November to December 2016 
were audited. 

The audit findings were presented and guidance was been given to 
orthopaedic department staff. 

A re-audit was undertaken in February with the conclusion that all patients 
are prescribed appropriate post-operative VTE prophylaxis according to 
the new local policy for VTE prophylaxis post total hip/knee replacement 
in NDDH but documentation of consent for deviation from NICE guidance 
when prescribing aspirin may need to be improved.

Regular reminders on the policy will be distributed and a further re-audit is 
planned later in 2017.
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