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Presented by  Sarah James, Head of Quality and Safety  

    
 

EXECUTIVE SUMMARY 
 

1 Purpose and Key Issues 
 
The purpose of this paper is to present the Patient Safety Annual Report 
2012/13.  It should be noted that this report contains key issues relating to the 
overall improvement programme, and is not an exhaustive list.  In addition to 
the improvement work outlined in this report, there are many other local 
workstreams at ward and divisional level, in addition to projects designed to 
deliver, for example, CQUINS and the Quality Account. 
 
Key issues include 
 

• There has been a significant reduction in the number of harmful falls 
occurring in inpatient settings; 

• Catheter associated urinary tract infections have reduced; 
• Cardiac arrests occurring outside of the Emergency Department have 

continued to reduce in number; 
• A full review of the Essential Patient Safety Review mandatory training 

to reflect a case study approach to learning has taken place; 
• A system of Patient Safety Alerts has been implemented to ensure staff 

receive information quickly and in an easy to understand way; 
• Full implementation of new nursing documentation has taken 

placeacross the Trust; 
• The Patient Safety Walkrounds have been rolled-out to include 

community nursing; 
• Further improvement work is required to reduce healthcare acquired 

pressure ulcers. 
 

Key priorities for 2013/14 include: 
 

• Continuing to improve organisational capability in recognising and 
rescuing deteriorating patients, including increasing awareness of early 
warning systems and communication frameworks in GP colleagues; 

• Reduction of pressure ulcers acquired in our care; 
• Continuing to reduce the risk of patients falling and injuring themselves 

in our care; 
• Embedding bedside handover and safety briefings in all inpatient areas 

so that this becomes ‘business as usual’, and exploring ways of 
applying the same principles to community nursing; 



Patient Safety Annual Report 2012-13  Northern Devon Healthcare NHS Trust 
Trust Board 23 July 2013  Incorporating community services in Exeter, Mid and East Devon 
 

Patient Safety  Page 2 of 3 
 

• Continuing to reduce catheter associated urinary tract infections and the 
use of urinary catheters generally. 
 

2 Supporting Information  
 
The report is attached. 
 

3 Controls and Assurance 
 
The Safer Care Delivery Committee reports to the Quality Assurance 
Committee, which is a sub committee of the Trust Board.  The Safer Care 
Delivery Committee reports exceptions through its minutes. 
 

4      Legal Implications 
 
The legal implications have been considered and none have been identified. 

 
5 Equality and Diversity Implications 

 
The Trust aims to design and implement services, policies and measures that 
meet the diverse needs of our service, population and workforce, ensuring that 
none are placed at a disadvantage over others.  No adverse or positive impacts 
have been identified from this report. 
 

6 Patient, Public and Staff Involvement 
 
The Trust ensures that patients, the public and staff are involved in the decision-
making process when appropriate. 
 

7 Cost Implications 
 

For 2013 – 2024, the Trust is required to reduce the incidence of NDHT 
acquired pressure ulcers by 25% via the CQUIN framework.  There is a cost 
implication if this is not achieved. 
 

8     Potential Risk to the Organisation 
 

Failure to comply with policies relating to clinical record keeping, including 
recording of physiological observations, may result in failure to communicate 
risks relating to a patients clinical status and ongoing care, and could result in 
harm.  This could lead to complaints, negative feedback and potentially 
litigation. 
 

9 Committee Prompts 
 
• Is the Board assured that sufficient progress is being made in relation to a 

reduction in harm events? 
• Does the Board require any additional information? 

 
11 References  

 
Not applicable. 
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12    Strategic Objectives 
 
The Trust’s Strategic Objectives were reviewed by the Board in February 2012. 
 

X Highest quality  Flexible and multiskilled workforce 
 Sustainable services X Efficient and effective 

X Integrated health and social care  Local provider of choice 
 

13     Principal Risks 
 
The Trust’s Principal Risks have been identified through the Trust’s risk 
management processes. They are updated as they are identified by the Risk 
Management Committee. 
 

X Financial planning & management X Clinical records management 
 Strategic & business planning X Leadership & management 
 Workforce numbers X Unsafe behaviour 

X Workforce skills X External demands 
 Procedural management  Partnership arrangements 
 Equipment & facilities arrangements  Communication 

 


