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Welcome to Northern Devon Healthcare NHS Trust’s 
quality account for 2017/18. 

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 improvement in 2018/19 and review our 
progress against the priorities we set out in the 2016/17 
quality account. 

Our NHS staff survey results have once again shown us 
that staff enjoy working for the Trust – moreso, in fact, 
than staff at any other acute and community trust in the 
country. This is fantastic news, because evidence shows 
that having happy staff leads to a better experience 
for patients. Our staff again told us that they felt they 
could contribute to improvements at work, and once 
again they demonstrated this through the innovative 
ideas they have made a reality. Over the next few pages, 
you can read all about some of the improvements staff 
have made and those we are yet to make, and I hope 
this captures the spirit of NDHT staff and their ongoing 
commitment to quality improvement. 

We have made signifi cant progress with last year’s 
improvement priorities and we thank staff for their hard 
work and dedication in achieving this. The priorities 
were: 

1. Compassion as part of patient and staff experience

2. Improving the effectiveness of transfers of care

3. Learning from investigations

Examples of improvements include:

  Introducing sleeping arrangements onto wards for 
carers who want to stay with their loved one or the 
person they are looking after

  Starting discharge planning earlier, supported by 
having health and social care team professionals in 
the emergency department

  Initiating the introduction of a new incidents 
investigation process to ensure investigations are 
high-quality and timely

Welcome

It hasn’t been an easy year and we must recognise that 
our amazing staff have continued to go above and 
beyond to improve care under increasingly challenging 
conditions. However, we also need to accept that there 
are certain areas where we must and will do more to 
improve the quality of care our patients receive. 

We received an unannounced inspection from the Care 
Quality Commission in October 2017 and the report, 
published in February, highlighted a number of areas 
where we needed to take action to improve. We took 
immediate action following the inspection to address 
these areas and we thank staff for their support with 
this. We have now addressed the majority of the actions, 
but there are some areas which are more complex and 
will take longer to address. We have chosen to make 
these areas our improvement priorities for 2018/19 
within this quality account, to ensure our plans are 
monitored and scrutinised at the highest level within the 
organisation. 

These areas are:

1. Improving patient fl ow and managing our waiting 
lists

2. Implementing integrated governance

3. Strengthening the training and appraisal processes

In the ‘priorities for improvement’ section of this 
document, you will fi nd more information about these 
areas and how we aim to improve. 

Focusing on these three priorities does not mean we 
will relax our quality improvement efforts in other 
areas. You can fi nd information about all of our 
quality and performance measures on the website: 
www.northdevonhealth.nhs.uk

We look forward to reporting back on our progress next 
year. 

Roger French
Chairman

Andy Ibbs
Interim Chief 
Executive

June 2018
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The directors are required under the Health Act 2009 
to prepare a quality account for each fi nancial 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 confi rm 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 specifi ed data quality standards and 
prescribed defi nitions, and is subject to appropriate 
scrutiny and review; and

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

The directors confi rm 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  

5/6/18

5/6/18 Interim chief 
executive
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Driving quality improvements in 2017/18

Nutrition and Hydration Week
Staff and patients across the Trust got involved with this global campaign to highlight the importance of good 
nutrition and hydration.

Living Well to the 
Very End 
The Trust was selected as one of 
the sites for the national quality 
improvement programme, which is 
jointly led by clinicians and quality 
improvement experts from the 
Point of Care Foundation and NHS 
England, and aims to improve end 
of life care for patients and relatives. 
The programme’s review panel 
were particularly impressed by our 
aspirations for the project, as well as 
our clear commitment to ensuring 
that end of life care is everybody’s 
business and responsibility.

We launched our End of Life 
toolkit, one of the areas we have 
been looking at as part of the 
programme. It has been designed 
collaboratively by professionals 
who work across northern Devon to 
help teams plan and deliver care for 
people in their last months, weeks 
and days of life.

Oak Centre SARC 
chosen for pilot
The Oak Centre Sexual Assault 
Referral Centre (SARC) was selected 
to be part of a pilot to establish 
quality standards for men and boys 
who have been victims of sexual 
violence. This initiative was launched 
in the House of Lords by Baroness 
Newlove, the victims’ commissioner 
for England and Wales, and is 
provided by LimeCulture and the 
Male Survivors Partnership.

The Oak Centre SARC was one of 10 
sites chosen following a competitive 
application and selection process, 
with many organisations across 
England and Wales applying to be a 
pilot site.

Flexible staffi ng 
– nurses and 
midwives
We are now holding twice daily 
nursing and midwifery staffi ng 
meetings that use an online tool to 
help us make sure we have the right 
nursing staff in the right places. The 
tool works in real time and gives an 
overview of the care patients need 
and the availability of staff. There 
has been phenomenal support for 
this, with staff demonstrating great 
fl exibility to make sure we deliver 
the best quality care to patients. 
This has also helped us reduce 
agency usage even further.
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Care Homes Team launches 
online resource
The Care Homes Team has developed a section on the 
Trust website that contains useful information and 
resources to help independent care providers with the 
running of their service.

This project has been identifi ed by the RCN as an 
initiative that could improve the quality of care, 
promote consistency and enhance collaborative working 
between organisations.

National Kitchen Table 2018
The Trust joined Sign up to Safety members up and 
down the country taking part in the National Kitchen 
Table campaign. The quality improvement team visited 
staff across the Trust to host Kitchen Table gatherings, 
including at NDDH, Holsworthy Community Hospital and 
Torrington Community Hospital.

Red2green on Glossop 
Ward
The Trust’s Glossop Ward team was shortlisted for 
team of the year in the Nursing Times Awards 2017 
for successfully implementing the red2green project. 

The project aims to reduce the number of days 
patients spend in hospital where no progress is made 
in their care, for example where they have no tests, 
x-rays, procedures or interventions. This resulted 
in the average length of stay on Glossop Ward 
reducing from 7 days to 4.5-5 days.

Outstanding clinical research
NDHT is a research-active Trust, and staff have received recognition for 
their contribution to furthering clinical research across the UK.

Jo Harness, advanced occupational therapist – rheumatology, won the 
Outstanding Individual Research Award 2017/18 at an event organised 
by the National Institute for 
Health Research’s (NIHR) Clinical 
Research Network for the South 
West Peninsula.

Jo Adams, professor of 
musculoskeletal health at the 
University of Southampton and 
chief investigator of a national 
Arthritis Research UK funded 
clinical trial, praised research 
and therapy staff at NDHT for 
their “outstanding” enthusiasm 
to support a clinical trial that 
is of national importance for 
people living with arthritis.

TrakCare and RiO 
go live
We launched our electronic health 
records for both acute (TrakCare) 
and community (RiO) sites. This 
go-live was the fi rst stage in a 
longer-term programme of patient 
information systems upgrades that 
will continue to see changes in the 
way our systems interact. As with 
any new major IT system, there are 
always initial teething problems and 
we'd like to say a huge thank you 
to all the staff who have worked 
hard on the introduction of this 
new system and supported their 
colleagues. We would also like to 
thank patients for the patience 
they have shown to us. Bringing 
in an electronic health record is an 
important step forward for patients 
and for the Trust, starting the 
journey towards an end to paper 
notes, referrals and forms that will 
ultimately improve services.
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Improving care for dementia 
patients
Keeping people active and social supports their 
independence and wellbeing. With the support of our 
volunteers, we regularly hold activities and events for 
our patients on Fortescue Ward. These events include 
exercise classes, afternoon tea, bingo, music and crafts. 

We launched our afternoon tea events with a tea 
dance for patients and their friends and families. There 
was tea, scones and one of our nurses brought along 
some music so patients and staff could enjoy some 
dancing.  

Volunteers help patients across our wards, with 
roles including dementia companions and mealtime 
companions.

Exercise Neptune
The Trust ran Exercise Neptune, a live-play emergency 
exercise where we rehearsed our plans to deal with 
incidents involving chemical, biological, radiological, 
nuclear, explosive or other hazardous materials. This 
involved working with fi re offi cers from Devon and 
Somerset Fire and Rescue Service and students from 
Petroc, who acted as casualties needing treatment. 
Following this we published a report, which included 
lessons learned and recommendations to be taken 
forward by the Trust’s Emergency Preparedness, 
Resilience and Response (EPRR) Board.
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Sexual health team raise awareness
Our sexual health teams raised awareness of sexual health services with 
festivalgoers at Oceanfest in North Devon and Exeter PRIDE. They also took 
part in National HIV Testing Week, a national campaign that raises awareness 
of the importance of regular HIV testing, as well as increasing opportunities 
to get tested. We launched the quick and easy fi nger-prick HIV test, which 
gives results in just one minute.

New training for our student 
nurses
Student nurses and midwives undertook a training 
programme in venepuncture, cannulation and 
intravenous (IV) drug administration. This was the fi rst 
time this training for fi nal placement third year student 
nurses has been in place.

Developing 
leaders across 
the Trust
We launched our Leadership 
Development Centre 
programme, which is open to 
clinical and non-clinical staff 
in management or leadership 
roles. The programme helps 
Trust leaders develop a personal 
development plan, which 
includes individual feedback 
sessions and group sessions. 
This also helps the Trust identify 
immediate training needs for 
individuals and leadership 
opportunities for the future 
workforce. Enquiries have been 
received from other health and 
care organisations who are 
interested in running similar 
centres.Supporting our vulnerable 

patients
We held our very fi rst vulnerable patients workshop, 
which aimed to highlight the importance of 
safeguarding and protecting our vulnerable patients. 
Staff took part in an immersive experience to help 
them relate to vulnerable patients.
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Shortlisted for 
Provider Trust of 
the Year
The Trust was shortlisted for the 
Provider Trust of the Year in the 
national Health Service Journal (HSJ) 
Awards 2017. We were shortlisted 
for our work to improve the three 
key stages of a person’s journey 
through our services. Our aim was 
to:

1. Provide more support to people 
at home to prevent admissions

2. Ensure that when people are 
admitted to hospital, our services 
are as effective as possible

3. Make sure people return home 
at the right time, with the right 
support.

Mytherappy project grows
The award-winning mytherappy project, developed 
by the stroke and neuro team, went from strength 
to strength this year. They won an Academy of Fab 
NHS Stuff Award, were shortlisted for an Advancing 
Healthcare Award, were chosen to exhibit at the 
national NHS Providers conference and launched 
their training packages, helping healthcare 

professionals across the country learn more about 
using apps clinically.

The mytherappy website (www.my-therappy.co.uk) 
is an app review website that helps patients, carers 
and clinicians fi nd tried and tested apps to help with 
rehabilitation and recovery following a stroke or 
brain injury. It is now being used by clinicians and 
patients across the UK and worldwide.

Cancer CNS Awareness Day
Our team of cancer clinical nurse specialists (CNSes) put together a campaign 
for staff to highlight the importance of involving a CNS in the care of cancer 
patients from the point of diagnosis.
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Trainee physician associates 
qualify and start work at 
NDDH
We now have fi ve physician associates working at NDDH, 
in areas including general surgery, urology, medicine, 
and trauma and orthopaedics. The physician associate 
role is a relatively new role within the NHS in Devon 
– our newly qualifi ed physician associates are the fi rst 
cohort to have undertaken placements at NDDH.

Success in reducing falls
Staff across the Trust have been working hard to reduce patients experiencing harmful falls. Certifi cates were 
presented to King George V Ward, Hugh Squier Ward in South Molton Community Hospital, Lundy Ward and 
the Medical Assessment Unit for achieving signifi cant falls milestones, with some wards going for over three 
years without a patient experiencing a harmful fall on the ward.

Helping cancer patients 
get treated for sepsis more 
quickly
The acute oncology service launched neutropenic 
sepsis alert cards, which are given to all cancer patients 
receiving systemic anticancer treatments at NDDH. If a 
patient presents to the hospital as an emergency, they 
can show staff the card, which gives nurses qualifi ed in 
drug administration clearance to give the patient a dose 
of intravenous antibiotics within 60 minutes of their 
arrival, without a medical review by a doctor.
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How we decided on the content of this 
report

Each year we set annual quality priorities to help us to 
achieve our long term quality goals. 

The Trust identifi es priorities for improvement on 
an ongoing basis, in partnership with service users, 
carers, staff and partners from their feedback, as well 
as information gained from incidents, complaints and 
learning from Care Quality Commission fi ndings. 

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 
services and the care that we provide. 

The recent CQC inspection, in October 2017, highlighted 
some areas requiring improvement and a Trust-wide 
improvement programme is in place to address these 
areas.

This includes some large and complex projects that will 
improve the processes, procedures and patient pathways 
in all areas, but that will need time to embed. To ensure 
these projects are prioritised and monitored at the 
highest possible level within the organisation, we have 
chosen them as the Trust’s improvement priorities for 
2018/19. 

Each step in the process of implementation will need 
to be tested and challenged to ensure it achieves 
the intended benefi ts. The improvement process will 
be monitored through the established processes the 
Trust currently uses, such as national and local surveys, 
audits, complaints, plaudits, incident investigations, and 
meetings with partner organisations and regulators. We 
will also explore more creative methods of gathering 
feedback, such as through the patient surveys carried 
out by volunteers, the Friends and Family Test and 
Patient Safety Walkrounds. This will help us to ensure 
that our patients, their families, our stakeholders and 
partner organisations support the work we are doing 
and the progress we are making. 

The Trust Board will be kept fully up to date on the 
projects and will receive regular reports to enable 
accurate monitoring and escalation where necessary. 
The Trust Board is focussed on ensuring our patients 
receive excellent care and will ensure these projects are 
prioritised throughout 2018/19 to ensure we meet our 
improvement goals. These priorities will be refl ected in 
the quality s trategy and other Trust-wide improvement 
projects going forward. 
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Priorities for improvement in 2018/19

1. Improving patient fl ow and managing our waiting lists 
What are the issues?
There is a need to improve the fl ow of patients through 
the Trust and to manage our waiting lists to achieve 
the best possible outcomes for patients, promoting 
independence and meeting their needs. There has been 
a recent shift in the need for medical and surgical beds, 
an increase in patients attending for treatment and a 
national shortage of available nurses, consultants and 
allied health professionals. These issues have affected 
the waiting times in many of our services, including 
our outpatient clinics, where the number of people 
on waiting lists has increased. In 2018/19, the priority 
is to stabilise the waiting list position to provide the 
foundation for reducing waiting times in the future in a 
planned and managed way.

Why is it a priority?
Waiting times are important to patients because:

  The patient’s condition may deteriorate while waiting 
and in some cases the effectiveness of the proposed 
treatment may be reduced

  The experience of waiting can be distressing in itself

  The patient’s family life may be adversely affected by 
waiting

  The patient’s employment circumstances may be 
adversely affected by waiting

  Excessive waiting times may be symptoms of 
ineffi ciencies in the healthcare system and should be 
addressed as part of good management

A relatively short period of waiting, which is managed in 
the patient’s best interests, can support the appropriate 
scheduling of routine and emergency care and ensure 
the most urgent patients are seen fi rst. Excessive waiting 
times, however, must be reduced. 

How did we do in 2017/2018?
We closely monitor the capacity and demand on all 
of our services and data is collated on a wide number 
of indicators to enable the Trust to make informed 
decisions on what medical, surgical and outpatient clinics 
are required to meet patient need.

During 2017/18, the Trust monitored and recognised 
a number of urgent issues that would impact on the 
achievement of standards and the need for appropriate 
escalation in order to mitigate the risk of harm to 
patients. Data collection and reporting has improved 
to provide the intelligence needed to identify any 
impending risks to services.

The introduction of a new electronic healthcare 
record in April 2017 impacted on the Trust’s ability to 
administrate the processes for admission, discharge and 
outpatient clinic attendances as quickly as the previous 
system. Time and resources have been concentrated 
in these areas to ensure we recover this position and 
patient needs are met. However, this has created an 
increase in the numbers of people on our waiting lists 
who need to be booked in for appointments.

What do we need to do in 2018/2019?
We want to provide patients and their families with the 
best experience possible during their visit and therefore 
want to ensure their admission, discharge or attendance 
at an outpatient clinic goes as smoothly is possible and is 
timely for their needs.

We are monitoring the elective pathway activity through 
an internal forum and will ensure it is accurately 
recorded and reviewed to ensure we are focused on 
moving towards achieving the national operational 
standards for elective referral to treatment and cancer 
waiting times. This will ensure we deliver improvements 
to patient fl ow and discharge performance, and improve 
the sustainability of our services.

We intend to question and positively challenge 
under performing specialties to ensure all improvement 
actions are being carried out.

Outpatient departments across NDHT are the front 
door to our organisation. 150,000 new patients across 
all services were seen in the year 2017/18 and this led 
to the number of appointments for initial assessments, 
follow-ups and outpatient procedures across the 
Trust being in excess of 350,000. Our reported patient 
experience, staff conversations and performance data 
shows us that we are falling short of our aspiration to 
provide ‘high quality, sustainable services’ outlined in 
our Trust plan.

To address this we have implemented a new project 
board which is focused on making improvements to 
areas of the Trust which have a wide-reaching impact, 
through working closely with staff within those areas. 
One of these projects is an outpatient effi ciency project 
looking at the demand, capacity and fl ow of patients 
through the Trust, room-scheduling and check-in for 
patients, and the booking process, ensuring we deliver 
an appointment service that gives the best possible 
patient experience and enables effi cient use of our 
resources.

There is also a theatre productivity programme 
underway, which is focused on improving theatre 
utilisation, which in turn will reduce theatre waiting lists.
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The numbers of emergency department attendances 
and the numbers of patients who are subsequently 
admitted to hospital are putting pressure on emergency 
departments across the UK. To deal with this, the Trust 
is implementing ambulatory care pathways. Ambulatory 
emergency care is an emerging, streamlined way of 
managing patients presenting to hospital who would 
traditionally be admitted. Instead, they can be treated in 
an ambulatory care setting and discharged the same day 
– offering benefi ts to patients, carers, support workers 
and NHS trusts.

In 2017/18, we received a £1m investment from the 
department of health to refurbish our emergency 
department and to introduce a Primary Care Streaming 
service. This service will help us to use our resources 
in the best possible way to make things better for 
everybody, by allowing us to identify the most 
appropriate professional to see patients who attend 
the emergency department. Some patients will be 
streamed to return to their own GP, others may see a GP 
onsite and those requiring emergency care will be seen 
in the emergency department. As part of this, we are 
currently refurbishing the department to include two GP 
rooms and a separate waiting area for GP patients. The 
department is also getting a new entrance and single 
reception, with the whole area being modernised.

In response to the rising numbers of patients who need 
an admission, a revision of bed modelling is currently 
underway with the potential of increasing the acute bed 
stock.

How we will monitor progress?
The Trust outpatient effi ciencies project board will have 
oversight and responsibility of monitoring progress with 
this project through their meetings and updates of their 
project plans. During the implementation of this project, 
the impact on the quality of service will be measured 
continually.

We will continue to gather patient feedback which will 
inform us whether we are making the right choices to 
improve patients’ experiences of the services we provide.

The Trust has developed an overdue follow-up 
reduction plan with planned trajectories which aims 
to stabilise our waiting list position, so we can then 
move towards reducing our waiting lists in a planned 
and managed way. This plan will be monitored by the 
executive directors to ensure it stays on target and that 
improvements are made continuously.
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2. Implementing integrated governance 
What are the issues?
The governance processes within the Trust have 
remained the same for many years and have not been 
updated to refl ect the many changes and developments 
happening within a modern NHS trust. We want to 
become more proactive in dealing with risk and learning 
from incidents and near misses, and we therefore want 
to implement integrated governance to bring together 
clinical excellence, information security, health and 
safety, fi nancial control and risk management.

During our recent CQC inspection, the regulators stated 
that our governance systems were failing to make sure 
systems and processes were operating effectively. The 
Trust has pledged to ensure the processes are improved 
and governance becomes the responsibility of all staff.

Governance is as much to do with culture as it is with 
process, so as well as reviewing our processes, we need 
to educate and support staff in both reporting and 
fi nding the solutions to risks.

Why is it a priority?
We want to develop our governance processes so that 
good governance runs like a ‘golden thread’ through 
everything we do and the Board knows what is 
happening on the wards (Ward to Board reporting).

The electronic system for reporting incidents, risks, 
complaints and claims needs to change to meet the 
increasing demands and complexities of incidents and 
risks, as well as ensuring that learning is taken from any 
investigations into incidents.

How did we do in 2017/2018?
Reporting incidents is vital to ensuring that learning can 
take place when things go wrong in care. The learning 
process includes working out what has gone wrong and 
why it has gone wrong, so that effective and sustainable 
actions can then be taken locally to reduce the risk of 
similar incidents occurring again. The Trust remained the 
highest reporting trust for incidents through the year 
of 2017/2018 and there was increased demand on the 
investigation process to ensure learning was fed back 
into the services. High incident-reporting is often seen 
as a mark of a learning organisation, with a culture of 
improvement at its heart. 

The Trust has implemented a new mortality review 
initiative to allow clinicians to learn from deaths 
and ensure that the right patient received the right 
treatment at the right time

Serious incidents that require full investigation are 
prioritised and alternative methods for managing and 
learning from these have been developed. Patients and 
families should be routinely involved in investigations, 
including mortality reviews, and this has been embedded 
throughout the year.

Staff involved in the incident and investigation processes 
are engaged, using skilled analysis to move the focus 
of investigations from the acts or omissions of staff, to 
identifying the underlying causes of the incident. The 
use of human factors principles to develop solutions that 
reduce the risk of the same incidents happening again 
has been enhanced.   

What do we need to do in 2018/2019?
There is a need for the investigation process to be 
embedded throughout the operational divisions of the 
Trust and owned by the wards and clinical areas where 
the incidents take place, which will enable the learning 
to reach the right people.   

We intend to change the processes so they are timelier 
and allow investigations to happen where the incident 
took place. Wards and specialties will manage their own 
risks and incidents and will report and discuss these at 
their clinical governance days to enable multidisciplinary 
learning to take place.

The Trust has developed an overall system, which enables 
each speciality and division to develop and monitor a 
robust process to give assurance that the operational 
and clinical management teams have the opportunity 
to clinically review all signifi cant incidents, deaths, 
patient complaints, litigation claims, patient experience 
and other patient safety and quality concerns, as well 
as to discuss audits, training and appraisal data and 
projects within the division. This system needs to be fully 
embedded, ensuring each area has oversight of its own 
service performance.

The Trust will develop better systems for investigating 
serious incidents, involving specialist experts in 
investigation processes and involving the families if they 
wish to be involved.  

The Trust will develop a more involved process for 
mortality reviews, inviting families and carers to take 
an active role, should they wish to, in the investigations 
process and to assist in the learning from cases where 
there is a possibility that a death could have been 
avoided.

With an increase in the acuity of patients being 
supported by the Trust, and the increase in patients with 
mental health issues, a series of round table reviews 
have been taking place. These reviews allow all staff 
who are involved with challenging situations, involving 
patients with long-term conditions and with mental 
health needs, to get together to discuss what went well, 
what the issues were and what could be done in future 
to manage these situations better. We intend to hold 
these reviews more often to help staff to feel better 
prepared for caring for these patients going forward.
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The risk management process is undergoing a review to 
identify how it can be modernised to meet the demands 
of current services. The new process will be embedded 
over the coming year. This new process will include 
identifying the risk appetite of the Trust and developing 
a long-term strategy on how it will meet the demands of 
the organisation.

How we will monitor progress?
The Trust has introduced safety huddle sessions which 
take place fi rst thing on Monday mornings. These are 
short multidisciplinary briefi ngs designed to give staff,  
clinical and non-clinical, opportunities to understand 
what is going on across the Trust and anticipate future 
risks to improve patient safety and care. The aim 
is to create an environment where teams regularly 
communicate and feel safe in raising concerns about 
patient safety and quality. Investigations and serious 
investigations will be part of these briefi ngs, to identify 
any emerging issues or key themes across services.

The monthly Quality Information Board meetings will 
receive dashboard reports from operational divisions 
detailing incidents, risks, investigations, complaints and 
claims, to allow performance monitoring and to help 
ensure any shortfalls are addressed.

The sub-committee to the Trust Board, the Quality  
Assurance Committee has expanded to become the 
Quality Outcome and Assurance Committee, to provide 
enhanced assurance that governance is embedded and 
reporting is enabled from ward to Board.
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3. Strengthening the training and appraisal processes
What are the issues?
All NHS staff are required to undertake mandatory and 
statutory training at set intervals to ensure their skills are 
maintained and are in line with legislation. The training 
is extensive and covers a wide range of areas, including 
child protection, equality and diversity, information 
governance, including Caldicott principles, and infection 
control, to name a few examples. Clinical staff are 
required to attend further training relating to their 
clinical areas of practice. We know staff are working 
busy shifts and are often dealing with staff shortages, 
and as a result we see staff prioritising working rather 
than training. This culture has to change.

All staff have the opportunity to have an annual 
appraisal. This provides staff with time away from 
their day to day role to refl ect on their work and any 
learning needs they may have in order to improve their 
performance. Appraisals give staff the opportunity to 
have a structured conversation about their personal 
development and for appraisers to give feedback on 
job performance in a constructive and motivational 
way. Appraisals should result in effective personal 
development plans. Some staff members are not 
having their annual appraisals, so we need to make 
our plans more robust to ensure everyone takes up this 
opportunity.

Why is it a priority?
The workforce department has put in extensive effort to 
ensure that any offl ine training is available for all staff 
at times that fi t in with their busy roles and in locations 
that are easy to attend, but the monthly reporting on 
training status still does not show full compliance rates. 
The recent CQC inspection showed that some medical 
staff were not up to date with the training necessary to 
carry out their role. The Trust therefore needs to make 
the escalation process for staff members who have not 
completed their training more robust.

Staff are required to attend supervision sessions and 
their annual appraisal, in order to help them identify any 
training and development needs. Currently, not all staff 
are attending their annual appraisals, so this system also 
needs to be made more robust.

How did we do in 2017/2018?
During 2017/2018, service leads and heads of 
departments were provided with monthly training 
reports on compliance with attendance fi gures. In some 
of the multidisciplinary areas attendance was excellent, 
but in other professional areas attendance was low.  

The picture improved towards the end of the year, but 
we need to do more to ensure staff are encouraged to 
undertake training and appraisal, and that there are no 
barriers to attending. 

What do we need to do in 2018/2019?
The Trust will continue to develop the training 
programme, ensuring we are offering all statutory and 
mandatory training at times suitable for all staff and in 
various locations.

The workforce team will continue to provide monthly 
training data to managers and communicate the 
importance of attending training sessions.

Training fi gures have been added to meeting agendas 
to ensure any shortfalls in compliance are discussed and 
actions taken.

We will develop a more robust system for escalating 
non-attenders to senior managers, which encourages 
staff and managers to work together to ensure 
satisfactory outcomes for both the Trust and the 
employee.

The workforce team will work with any departments 
who have a poor training compliance rate, 
implementing recovery plans that will be monitored 
weekly until compliance is reached.

Training will be built into consultant and medical staff 
job plans to ensure they have time in their rotas to 
complete their training, without confl icting priorities.

Appraisal provision will be monitored and any 
departments failing to meet the required standards will 
be provided with further support to ensure appraisals 
are completed for all staff. 

We are refreshing our People Strategy to include our 
talent management process, which aims to support and 
develop our leaders of the future through leadership 
development centres, enabling succession planning 
through talent review boards. This programme also 
includes support for managers with ensuring that team 
members receive the training they need.

How we will monitor progress?
We have revised the terms of reference and 
arrangements of the Workforce and Organisational 
Development Committee and sub-committee to provide 
enhanced assurance that actions are being taken to 
ensure compliance.

The monthly reports will continue to be supplied 
to all heads of departments. Training is part of the 
integrated performance report which is presented at 
the Trust Board meetings. The new escalation processes 
will ensure specifi c directors will be aware of any 
department failing to meet compliance standards.



Northern Devon Healthcare NHS Trust

20

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 four 
years we have signifi cantly increased the breadth and 
intensity of the studies we are involved with. 

In 2017/18 we were very proud to have Jo Harness, 
one of our occupational therapy practitioners, win the 
Outstanding Individual Research Award at an event 
organised by Clinical Research Network South-West 
Peninsula.

In 2017/2018, 617 patients were recruited (against 
a target of 550) to studies in more than twenty 
medical specialty areas. We currently have 35 principal 
investigators within our Trust from a variety of 
professions, including non-medics working with their 
various clinical teams and with the support of a small but 
dedicated and enthusiastic research and development 
team. For the third year in a row we have signifi cantly 
exceeded our annual target for recruitment to studies.

We have continued to focus 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 2017/18 we successfully 
increased the proportion of patients recruited to 
interventional studies to 30%, from 26% the previous year. 

As part of our fi ve 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 benefi t of the entire healthcare community. 

Review of services

During 2017/18, 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 
84% of the total income generated from the provision 
of services by Northern Devon Healthcare NHS Trust in 
2017/18.

Participation in clinical audits

During April 2017 to March 2018, 43 national clinical 
audits and fi ve national confi dential enquiries related to 
NHS services that Northern Devon Healthcare NHS Trust 
provides. During that period, Northern Devon Healthcare 
NHS Trust participated in 41 (95%) national clinical 
audits and four (80%) national confi dential enquiries 
of the national clinical audits and national confi dential 
enquiries which it was eligible to participate in. (Details 
of these can be found in Annex A (tables 1 and 2).

The published reports of 29 national clinical audits were 
reviewed by the Trust in April 2017 to March 2018. The 
reports and actions that the Trust intends to take as a 
result are included in Annex A (table 3). 

The reports of 66 local clinical audits and surveys were 
reviewed by the Trust in April 2017 to March 2018. The 
actions the Trust intends to take are included in Annex A 
(table 4). 
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Goals agreed with commissioners

A proportion of Northern Devon Healthcare NHS Trust's 
income in 2017/18 was conditional on achieving quality 
improvement and innovation goals agreed between the 
Trust and any person or body we entered into a contract, 
agreement or arrangement with for the provision of 
relevant health services, through the Commissioning for 
Quality and Innovation (CQUIN) payment framework. 
More information about the CQUIN framework is 
available at: www.england.nhs.uk/nhs-standard-contract/
cquin/cquin-17-19/

Further details on the agreed goals for 2017/18 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

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 Trust has 11 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 or 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

  St Georges Road, Barnstaple

The Trust did not participate in any special reviews or 
investigations by the CQC during 2017/18.

The Trust underwent an unannounced core service 
inspection in October 2017 and the CQC rated us as 
‘requires improvement’. The report received by the 
Trust contained formal regulatory action the Trust was 
required to take.  The regulatory action formed the basis 
for a Section 29A Warning Notice recommending actions 
to improve the regulated activities of diagnostic and 
screening procedures, treatment of disease, disorder or 
injury, and maternity and midwifery services.

The Trust was required to undertake action as a result 
of an enforcement notice after the inspection visit in 
October 2017.
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Enforcement actions 
Regulation 12: Safe Care and Treatment 
The Trust was deemed to be failing to prevent people 
from receiving unsafe care and treatment to prevent 
avoidable harm or risk of harm. Signifi cant improvement 
was required in maternity, outpatients and urgent and 
emergency care.

Action taken by the Trust 

Maternity

We have undertaken a review of the current set of 
guidance, guidelines and policies to ensure they meet 
nationally recognised guidance and pathways. The 
membership of the Maternity Guidelines Group was 
reviewed to ensure all maternity staffi ng groups were 
represented. A series of audits were scheduled to 
ensure compliance with the policies and guidelines was 
maintained.

The outcomes of these audits became a standing agenda 
item on the Maternity Services Patient Safety Forum to 
ensure any shortfalls were addressed, and the actions 
were monitored through the Quality Improvement 
Board.

End of life care

In end of life care, we have strengthened our processes 
to ensure the outcomes of the national care of the dying 
audit have been implemented and the end of care life 
service is monitored by the Mortality Review Committee 
on an ongoing basis.

Emergency department

We recognised that infection prevention and control 
needed to be improved in the emergency department 
environment. We organised a deep clean of the 
department and altered the cleaning schedules to 
ensure cleaning is undertaken more regularly in the 
department.

Outpatients

The Trust was not seeing patients in a timely way and 
did not have a robust process in place to review patients 
on waiting lists who were at risk of harm through delays. 
A Trust-wide review of all outpatient clinics is currently 
underway to ensure we optimise the use of clinic space 
and resources to manage the waiting lists. Clinical 
reviews are being scheduled for any patient who has a 
delayed follow-up appointment to ensure there is no risk 
of harm to patients.

Training

The training of some sections of the workforce was 
not fully compliant, with shortfalls in some services. 
The workforce team completed recovery plans for each 
service and worked with the teams to ensure all staff 
underwent their mandatory training to ensure they 
returned to compliance.

Regulation 17: Good Governance
The Trust’s governance systems were failing to make 
sure systems and processes were operating effectively.  
Signifi cant improvement was required in maternity, 
outpatients and end of life care. 

Action taken by the Trust 

A review of the governance processes across the whole 
Trust was already underway at the time of the inspection 
and we are implementing a new integrated governance 
process within the operational divisions. The governance 
structure and risk management arrangements will 
ensure risks are now being managed within the divisions 
and teams can review the risks and incidents within their 
own area. This process will ensure that learning from 
incidents and investigations takes place within the teams 
to ensure learning. The governance process will ensure 
there is clear sight of issues from the ward through to 
the Board.    

The judgement score for Northern Devon Healthcare 
NHS Trust was as follows.
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Ratings for North Devon District Hospital

Safe Effective Caring Responsive Well-led Overall

Urgent and emergency 
services

Requires 
improvement 


Oct 2017

Requires 
improvement 


Oct 2017

Good


Oct 2017

Good


Oct 2017

Good


Oct 2017

Requires 
improvement 


Oct 2017
Medical care 
(including older people’s care)

Good
Jul 2014

Good
Jul 2014

Outstanding
Jul 2014

Good
Jul 2014

Good
Jul 2014

Good
Jul 2014

Surgery
Good

Jul 2014

Good

Jul 2014

Good

Jul 2014

Requires 
improvement

Jul 2014

Good

Jul 2014

Good

Jul 2014

Critical care
Good

Jul 2014

Good

Jul 2014

Good

Jul 2014

Requires 
improvement

Jul 2014

Good

Jul 2014

Good

Jul 2014

Maternity
Requires 

improvement
Oct 2017

Requires 
improvement

Oct 2017

Good

Jul 2014

Good

Jul 2014

Requires 
improvement

Oct 2017

Requires 
improvement

Oct 2017

Services for children and 
young people

Good

Jul 2014

Good

Jul 2014

Good

Jul 2014

Good

Jul 2014

Good

Jul 2014

Good

Jul 2014

End of life care

Requires 
improvement 


Oct 2017

Requires 
improvement 


Oct 2017

Good


Oct 2017

Good


Oct 2017

Requires 
improvement 


Oct 2017

Requires 
improvement 


Oct 2017

Outpatients
Inadequate
Oct 2017

N/A
Good

Oct 2017

Requires 
improvement

Oct 2017

Inadequate
Oct 2017

Inadequate
Oct 2017

Overall

Requires 
improvement 


Oct 2017

Requires 
improvement 


Oct 2017

Good


Oct 2017

Requires 
improvement 


Oct 2017

Requires 
improvement 


Oct 2017

Requires 
improvement 


Oct 2017

Ratings for community health services 

Community health services 
for adults

Good

Jul 2014

Good

Jul 2014

Good

Jul 2014

Good

Jul 2014

Good

Jul 2014

Good

Jul 2014

Community health inpatient 
services

Good

Jul 2014

Good

Jul 2014

Good

Jul 2014

Good

Jul 2014

Good

Jul 2014

Good

Jul 2014

Community end of life care
Requires 

improvement
Jul 2014

Good

Jul 2014

Good

Jul 2014

Good

Jul 2014

Good

Jul 2014

Good

Jul 2014

Overall
Requires 

improvement
Jul 2014

Good

Jul 2014

Good

Jul 2014

Good

Jul 2014

Good

Jul 2014

Good

Jul 2014
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Outstanding practice
The Care Quality Commission identifi ed some 
outstanding practice in its report: 

  "Since the last Care Quality Commission inspection 
in 2015, the palliative care team had worked 
very hard at raising their profi le and improving 
liaison between themselves, staff in the hospital 
and external stakeholders, for example the local 
hospice. They attended a number of multidisciplinary 
meetings where decisions were made about patients’ 
treatment. We spoke with senior members of staff 
who had links with the local hospice and this Trust 
who confi rmed how integrated working had greatly 
improved the services they offered."

  "The rheumatology department was part of a 
patient-reported outcome project in which patients 
suffering from infl ammatory arthritis used a 
computer system from home to record how their 
treatment was working for them. Patients received 
an email with a link and login details for the system 
that then prompted different questionnaires. These 
recorded things such as fl are ups of symptoms in the 
arthritis. The clincians then collated this, reviewed it 
and used the system to monitor stable patients from 
their own home."

  "In the physiotherapy and pain management teams, 
staff had access to a newly formed depression and 
anxiety outpatient service where they could refer 
patients they felt needed additional mental health 
support."

  "The Trust’s community strategy and partnership 
working, including ‘One Northern Devon’, was 
innovative and provided a strong model for providing 
the most effective care to patients away from the 
acute hospital site."

Ionising Radiation (Medical 
Exposure) Regulations 
(IR(ME)R) 2000
At the same time as the CQC core service inspection, 
the Care Quality Commission conducted a short-notice 
announced inspection of compliance against the Ionising 
Radiation (Medical Exposure) Regulations (IR(ME)R) 2000 
to assess compliance with all aspects of IR(ME)R.

The Care Quality Commission asked what actions were 
being taken in the following areas:

Regulation Action

Regulation 4 
(1) (3) (a) (c): 
Duties of the 
Employer 

The Trust must ensure that the medical 
physics expert and practitioners 
are appropriately entitled in Trust 
procedures. 

The Trust must ensure that they 
establish referral criteria for medical 
exposures, including radiation doses, 
and ensure that these are available to 
the referrer.

The Trust must ensure that there is 
establishment of diagnostic reference 
levels for radio-diagnostic examinations.

Regulation 
6: 
Justifi cation

The Trust must ensure that there are 
clear justifi cation and authorisation 
procedures for all medical exposures 
and that this is carried out by an 
appropriately trained and entitled 
practitioner.

Regulation 
7 (1): 
Optimisation

The Trust must ensure that all doses 
arising from medical exposures are kept 
as low as reasonably practicable.

Regulation 
7 (3) (c): 
Optimisation

The Trust must ensure that a robust dose 
audit programme is in place and that a 
regular review of doses and diagnostic 
reference levels is undertaken.

Regulation 
7 (7): 
Optimisation

The Trust must ensure that there is clear 
information in procedures in order for 
the practitioner and operator to pay 
special attention to exposures cited in 
Regulation 7 (7) (a),(b),(c),(d),(e).

Regulation 
8: Clinical 
audit

The Trust must ensure that there is 
the establishment of a clinical audit 
programme.

The Trust was given six weeks to implement actions 
to return the radiology processes to compliance. 
The Trust ensured the procedures were subject to a 
governance review forum, and under document control 
and reinforced by departmental standard operating 
procedures. The Care Quality Commission confi rmed that 
the procedures were clinically appropriate, whereby the 
information contained within them was relevant and 
comprehensible to all staff bound by them, they were 
comprehensive and incorporated all of the necessary 
Schedule 1 requirements. The Care Quality Commission 
confi rmed the improvement notice had been lifted.
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For 2017/18, the latest published data submitted to the 
NHS Digital Secondary Uses Service (SUS) was for January 
2018, as follows:

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

(i) Valid NHS number is 99.9%, 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 100%, 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 99.1%, 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 fi t for purpose 
and current.

During 2017/18, the Trust implemented an electronic 
health record application within acute care (TrakCare) 
and a complementary application across the community 
(RiO). As with the introduction of all new systems, 

Data quality

there have been a number of data quality challenges, 
particularly around RTT reporting locally and nationally.  

A task and fi nish group has been formed to address 
the data quality issues arising from the new ways of 
working and their work has, in the last quarter of the 
year, started to see a signifi cant improvement in the RTT 
data. The SUS data quality dashboard is also showing a 
marked improvement.

Monthly checks of data quality are undertaken by the 
DAG, including: 

  Reviewing the SUS data quality dashboard. 

  Reviewing the Dr Foster data quality reports. 

  Reviewing and resolving issues notifi ed from other 
groups such as the Mortality Review Committee. 

The clinical coding audit programme has been expanded 
to include an independent external coding audit to be 
undertaken annually.

With reference to internal reporting, a number of 
reports which pinpoint data quality issues have been 
developed, including lists of appointments that have not 
been outcomed. The Trust has also created a temporary 
‘hub’, where staff can work on backlogs and data quality 
issues, supported by application support colleagues.

Data quality relating to staff details has also been the 
subject of a signifi cant amount of validation work. 
The introduction of a new identity management 
system to support the electronic health record was 
supported by a major review of all staff details. This 
was consolidated with the introduction of a new digital 
telecommunications system which required all staff 
location details to be reviewed. The Trust is confi dent that 
data relating to staff details is the best it has ever been.

Information governance toolkit 
attainment level

Northern Devon Healthcare NHS Trust's Information 
Governance Assessment Report overall score for 
2017/2018 was 66% and was graded satisfactory (green 
rating) in accordance with the IGT grading scheme. The 
Trust is therefore compliant with the IG Toolkit.
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Clinical coding is used to record morbidity data for 
operational, clinical, fi nancial and research purposes. It 
is currently carried out using ICD-10 diagnosis and OPCS 
4.8 procedure classifi cations.  

Alongside the head of clinical coding and support staff, 
the team at NDDH consists of 12 clinical coding staff, 
10 of whom have achieved Accredited Clinical Coder 
status (the profession’s qualifi cation), which provides 
assurance that clinical coding is being carried out to a 
high standard.

The department also has an NHS Digital terminology 
and classifi cations delivery service qualifi ed auditor. 
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 
fi t for purpose.

During 2017/18, the department had an external 
clinical coding audit (alongside the regular in-house 
audit programme) in order to comply with Information 
Governance (IG) Toolkit Requirement 505.

The audit was performed on a random sample of 200 
FCEs (fi nished consultant episodes) from April 2017 to 
July 2017 according to the Clinical Classifi cations Service 
Audit Methodology Version 11.0. The selection chosen 
by the Trust consisted of deceased patient records. The 
audit was based on morbidity data as, whilst coders 
are not responsible for coding the cause of death (i.e. 
mortality), it was felt that this target area would give 
the Trust (and the wider health community) confi dence 
that the activity was being recorded accurately.

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

2017/18 2016/17
IG 505 level 2 

target
Primary diagnosis 94.00 % 91.5 % 90 %

Secondary diagnosis 93.91 % 89.6 % 80 %

Primary procedure 90.09 % 85.0 % 90 %

Secondary procedure 90.19 % 89.7 % 80 %

This places the Trust at IG Level 2 in all areas of coding, 
and shows that the Trust has improved on the fi gures 
achieved in 2015/16 and 2016/17.

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 classifi cation 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. Additional audits include 
individual coder audits, Dr Foster analysis audits and 
mortality review audits.

Conclusions
Most of the errors were due to omitted codes and this 
appeared to be due to poor data extraction. This can be 
addressed through continued training and development. 
It should be borne in mind that the audit sample only 
represents a small proportion of episodes and the 
fi ndings cannot, and should not, be extrapolated to 
represent the picture for coding as a whole.

Formal clinician validation of both the morbidity and 
mortality coded data is helping to promote the quality 
of the coded information.

The links that have been developed with the various 
specialties should be considered good practice and 
should continue to be built upon. In addition, the 
external audit commented that there is a high level of 
commitment from the head of clinical coding in striving 
to enhance the clinical coding function for the Trust.  

Recommendations
The coders should:

   Correctly follow the four step coding process at 
all times, in order to achieve the greatest level of 
specifi city within the classifi cation.

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

   Maintain clinical coding training and receive 
refresher training as mandated by the Clinical 
Classifi cations Service.

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

Additional Information
The clinical coding team attended the mandatory 
professional four day refresher training course and 
all surpassed the 85% pass mark which, again, should 
demonstrate that the data the Trust uses for reporting 
purposes is accurate. This also means that the Trust has 
achieved IG Level 2 with respect to Requirement 510 
relating to training.

2017/18 has been a challenging year for the department 
following the implementation of the new electronic 
health record. There remain issues with the completeness 
of the documented clinical information that continue to 
be addressed. However, the Trust and wider community 
should be assured that the Trust’s data reporting is 
accurate and refl ects the activity that is taking place.

Clinical coding error rate
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Mortality review

The Trust is required, as part of the quality account, to 
report on a number of key statistics relating to mortality 
between April 2017 and March 2018. 

1. The number of patients who have died 
during the reporting period, including 
the quarterly breakdown of the annual 
fi gure.

During April 2017 and March 2018, 858 patients died. 
This comprised the following number of deaths which 
occurred in each quarter of that reporting period:

210 in the fi rst quarter

172 in the second quarter

242 in the third quarter

234 in the fourth quarter

2. The  number of deaths included 
in 1 which were subject to a case 
record review or an investigation to 
determine what problems (if any) 
there were in the care provided to 
the patient, including a quarterly 
breakdown of the annual fi gure.

198 case record reviews and 0 investigations have been 
completed, although four have been opened in relation 
to four of the deaths included in item 1. (Figures to 25 
April 2018). 

In 0 cases a death was subjected to both a case record 
review and an investigation. The number of deaths 
in each quarter for which a case record review or an 
investigation was carried out was:

69 in the fi rst quarter

61 in the second quarter

58 in the third quarter

10 in the fourth quarter

3. An estimate of the number of deaths 
during the reporting period included in 
item 2 for which a case record review 
or investigation has been carried out 
which the provider judges as a result 
of the review or investigation were 
more likely than not to have been 
due to problems in care provided to 
the patient (including a quarterly 
breakdown), with an explanation of 
the methods used to assess this. 

0 representing 0% of the patient deaths during the 
reporting period are judged to be more likely than not 
to have been due to problems in the care provided to 
the patient.

In relation to each quarter, this consisted of:

0 representing 0% for the fi rst quarter

0 representing 0% for the second quarter

0 representing 0% for the third quarter

0 representing 0% for the fourth quarter

These numbers have been estimated using the Northern 
Devon Healthcare NHS Trust clinical audit form 
developed from a format suggested by the CQC, which 
includes both narrative and tick box questions along 
with Hogan and NCEPOD scores and meets the Royal 
College of Physicians criteria of a structured judgement 
review. SIRI investigations are carried out following 
national guidelines and haven’t been counted as 
complete unless closed on STEIS.

4. A summary of what the provider has 
learnt from case record reviews and 
investigations conducted in relation to 
the deaths identifi ed in item 3.

Fluid and or electrolyte disorders

There is a national picture of problems with fl uid 
prescribing (NICE CG174 May 2017) and the Trust has 
had an HSMR alert for over 12 months and received an 
Imperial College Dr Foster Unit mortality outlier letter 
with regards to issues within the fl uid and electrolyte 
diagnosis group.

We were already working towards improving our 
intravenous fl uid management including fl uid balance 
and electrolyte imbalance guidance in advance of the 
outlier alert, but the projects have not yet gone live.

Case review has resulted in an increased sense of 
urgency around these projects and greater support from 
within the organisation.
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The key fl uid and electrolyte themes were:

  Incomplete or inaccurate fl uid balance charts

  Management of electrolyte abnormalities 
(hypokalaemia and hyponatraemia) was queried

  Incorrect intravenous fl uids given

  Risk of intravenous fl uid overload

  Education around the different fl uids available and 
their use

  Medical review/consultant review was not timely 
given the patient’s condition – lack of escalation

  Resuscitation fl uids given over the wrong time period

  Lack of escalation to senior clinician which may have 
resulted in earlier end of life care

  Lack of awareness of the availability of a symptoms in 
palliative care document that covered hyponatraemia

  Additional training and support for junior doctors 
from the time of their induction into our Trust

  Clinical support for medical coding department to 
clarify any issues around the primary diagnosis

It has also confi rmed, supported by internal audit, 
that the perceived concerns around inaccuracy of fl uid 
balance chart completion, especially regarding the use of 
unhelpful terms such as ‘wet pad’ and ‘wet bed’, are true 
concerns. This has prompted the development of both 
quality improvement projects and a research project to 
make changes in this area.

The reviewing of deaths has focussed the need for 
guidance on certain electrolyte abnormalities as a 
priority over others, for example hyponatraemia, 
hyperkalaemia and hypokalaemia.

It should be noted that there were examples of good 
care and high quality communication with patients 
and relatives. There were examples of good fl uid 
management, both in resuscitation and general routine 
intravenous fl uids. There were other cases where 
the management of the electrolyte imbalance was 
considered appropriate and good.

There were examples of good care and responsiveness 
to the changing clinical picture with regards to fl uid 
balance e.g. poor urine output – early bladder scan to 
check for retention.

There were several examples of excellent collaborative 
care being provided across specialties – this was across a 
variety of teams, not just one pairing.

End of life care

The end of life stage of care is the area with the highest 
number of problems identifi ed at clinical reviews. In 
part, this is because of the high number of questions 
asked on the audit forms about this stage of care. The 
areas with problems centre on care planning, setting and 
team working.

Frequent audits are carried out in addition to the 
medical reviews on treatment escalation plans (TEPs), 
National Early Warning Score (NEWS) track and trigger 
tools, with the patient’s relatives by the chaplaincy 
department, and quarterly checks of notes and TEP 
forms for all inpatients on the audit day identifi ed as 
end of life.

Issues identifi ed and addressed this year:

  There is not always appropriate planning for end of 
life. Patients often don’t make their wishes known or 
inform relatives of the prognosis

  The TEP forms needed updating 

  Information for relatives following a death needed 
revisiting

  NEWS forms needed to be completed in a timely 
fashion

  Emotional comfort issues for dying patients

Initial diagnosis

Most but not all failings recording history, examination, 
investigations and diagnosis occur when a batch of 
new doctors are being inducted onto the wards, which 
demonstrates a need for enhanced training in this area.

Staff and team working 

There appear to be instances of delayed reviews 
(sometimes at weekends) which are most likely linked to 
staffi ng levels on the wards. 

Discharge delays

Delayed discharges can lead to secondary acquired 
infections.

Documentation

Problems have been identifi ed at most stages of care.

5. A description of the action which the 
provider has taken in the reporting 
period, and proposes to take 
following the reporting period, in the 
consequence of what the provider has 
learnt during the reporting period (see 
item 4).

Fluid and or electrolyte disorders

A comprehensive action plan has been developed 
responding to each of the above key themes and 
outlined in greater detail in the action plan. 

Again it is worth noting that some of these actions had 
been started prior to the mortality outlier alert but the 
alert has now provided impetus.

The main themes in the action plan are:

  Individual electrolyte imbalance guidance

  Intravenous fl uid management programme in line 
with NICE CG 174
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  Raising awareness of the symptom control in 
palliative care document

  Encouraging early escalation to senior staff

  Developing improved support for the junior staff 
including an education programme and app with 
the engagement and support of the existing junior 
doctors

  Work to improve the accuracy and raise the profi le of 
fl uid balance

  Question and answer session for clinical coding, 
similar to that previously held about acute kidney 
injury

End of life care

  Conversations with patients and relatives (with the 
patient’s permission) are carried out sooner rather 
than later regarding the patient’s needs and wishes, 
and are recorded

  Draft TEP form ready to be implemented with 
training across the Trust. The end of life / outreach 
team meets with individual staff and carries out 
training on an ongoing basis

  Improvements made to the information leafl ets given 
to relatives

  The end of life / outreach team regularly monitors 
patients with high NEWS scores to ensure appropriate 
management plans are put into place. This can mean 
escalating to a higher level of care or recognising the 
approach of the end of life, allowing patients to plan 
for this. Feedback and training are given to individual 
areas and annual training is given to clinicians 

  Patients may wish to have a beloved pet with 
them, or special pillows or cushions and whereever 
practicable these wishes are met

As part of improving care for patients who are at the 
end of life, the Trust has been working with the Point of 
Care Foundation as part of a national project to improve 
the provision of care for patients and their families. The 
Trust is involved in devising an end of life electronic 
toolkit, and it is hoped that this will include: 

  How to activate the rapid discharge process if a 
patient decides they would prefer to die at home

  Where there are quiet rooms in the hospital that 
can be used for quiet time and privacy for delivering 
news

  Who to call for advice on symptom control

  Relevant policies and procedures

  How to access the chaplaincy service and what 
numbers to call

  Advice on specifi c care needs for patients of different 
religions

Initial diagnosis

Additional support needed for new doctors during 
induction and at other times more senior staff should 
audit the reviews.

Staff and team working 

Seven-day services programme will enhance weekend 
workforce.  

Discharge delays

The role of discharge co-ordinators has been expanded.

Documentation

A record keeping audit will be undertaken.

6. An assessment of the impact of the 
actions described in item 5 which 
were taken by the provider during the 
reporting period.

Fluid and or electrolyte disorders

The main aim is to no longer alert and to improve the 
outcomes for all our patients with regards to their fl uid 
and electrolyte management.

The majority of these projects are being developed and 
fi nalised currently.

The aim is to start the individualised intravenous fl uid 
project in July 2018 – this will be assessed using an audit 
tool.

The ‘wet pad’ project aims to start at the beginning of 
June 2018 and this will be audited through the Meridian 
monthly ward audit tool.

The ‘wet bed’ research project is ongoing.

The development work for the training of junior doctors 
is underway with the aim to start in July 2018 during the 
junior doctors’ induction.

The fi rst electrolyte guidance should also be available on 
our intranet by the end of May.

The symptom control in palliative care document was 
promoted through a coffee table newsletter, leafl ets and 
emails. This received positive, complimentary feedback 
and has resulted in one specialty requesting additional 
bespoke face to face training.

End of life care

The changes that we are making for our end of life 
patients benefi t both them and their relatives. This will 
be achieved by an earlier recognition of the dying phase 
by staff, thus allowing better care for the patient and 
their loved ones. Education and refl ection will continue 
in order to provide outstanding care for all.
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7. The number of case record reviews 
which related to deaths during the 
previous reporting period but were 
not included in item 2 in the relevant 
document for that previous reporting 
period.

This is a new reporting requirement and as agreed with 
NHS Improvement, we will report on this indicator in 
the next quality account when we have data covering 
12 months. 

8. An estimate of the number of deaths 
included in item 7 which the provider 
judges as a result of the review or 
investigation were more likely than 
not to have been due to problems in 
the care provided to the patient, with 
an explanation of the methods used to 
assess this.

This is a new reporting requirement and as agreed with 
NHS Improvement, we will report on this indicator in 
the next quality account when we have data covering 
12 months. 

9. A revised estimate of the number of 
deaths during the previous reporting 
period stated in item 3 of the previous 
reporting period, taking account of the 
deaths referred to the item 8.

This is a new reporting requirement and as agreed with 
NHS Improvement, we will report on this indicator in 
the next quality account when we have data covering 
12 months. 
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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 2017/18. 

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 
fi gure to account for variations in factors such as the age 
of patients and complexity of their conditions, so the 
fi nal 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 fi gures, given the characteristics of patients 
treated at the Trust. 

The expected SHMI is 1, though there is a margin for 
error to account for statistical issues. 

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

Value SHMI banding

2017 / 2018 1.0439 2 (as expected)

2016 / 2017 1.0381 2 (as expected)

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:

%

2017 / 2018 32.6

2016 / 2017 42.8

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.

Procedure Adjusted 
average 
health gain 
– TRUST – 
EQ-5D index

Adjusted 
average 
health gain 
– ENGLAND – 
EQ-5D index

April 17 – 
September 
17

Groin hernia 0.083733 0.0885427

Varicose vein Too few to 
quantify

0.464569

Hip 
replacement 
primary

Too few to 
quantify

0.327532

Knee 
replacement 
primary

Too few to 
quantify

0.0960454

 

April 16 – 
December 
16

Groin hernia 0.101819 0.0873892

Varicose vein Too few to 
quantify

0.0931912

Hip 
replacement 
primary

0.480281 0.449267

Knee 
replacement 
primary

0.338957 0.330258
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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: 

Children of ages 0 – 15 Adults of ages 16+

Indirectly age, sex, 
method of admission, 
diagnosis, procedure 
standardised percent

Indirectly age, sex, 
method of admission, 
diagnosis, procedure 
standardised percent

8.32% against a national 
average of 10.01%

11.04% against 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. 

VTE risk 
assessment

Trust

VTE risk 
assessment

England

2017 / 2018 77.8% 95.3%

2016 / 2017 96.8% 95.7%

The highest rate nationally for 2017/18 was 100% and 
the lowest rate was 76.08%.  

With the introduction of our new electronic health 
record, VTE assessment compliance is now audited 
through this system and is no longer a mandatory step as 
it was with the previous electronic system. We are now 
reliant on staff accessing an additional system to confi rm 
the VTE assessment has taken place and we have seen 
our compliance percentage reduce as a result.

We should see this improve over time, as staff get more 
comfortable using the system. 

Clostridium diffi cile infection
Clostridium diffi cile (C. diffi cile) is a dangerous infection, 
which can cause serious symptoms and even death. 
Although naturally present in some people, it can spread 
quickly in a confi ned 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. The most 
recent available data is published below.

Year

C. diffi cile 
infection 
rate per 

100,000 bed 
days 

Trust

C. diffi cile 
infection  
rate per 

100,000 bed 
days 

England

Total 
number of 
C.diff cases 
reported 

(Trust)

2016 / 2017 6.00 13.20                       6

2015 / 2016 10.4 14.9 11

In 2016/17, there were a total of 106,946 bed days 
available, including maternity and community hospitals. 
This gives a rate of 6 per 100,000 bed days. 

In 2015/16, there were a total of 106,996 bed days 
available, including maternity and community hospitals, 
giving a rate of 11 per 100,000 bed days. 

The lowest rate nationally (published data for 2015/16) 
for the rate of C.diffi cile infection per 100,000 bed days 
was 0 and the highest rate was 66. 

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 defi ned 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.

The rates detailed below are per 1,000 bed days. 

Patient safety incidents reported

Year Period of coverage
Indicator value 

(rate)

2016/17 Oct 2016 – Mar 2017 51.0

2016 Apr – Sep 2016 71.8

2015/16 Oct 2015 – Mar 2016 70.7

2015 Apr – Sep 2015 74.7

2014/15 Oct 2014 – Mar 2015 72.1
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Safety incidents involving severe harm or 
death

Year Period of coverage
Indicator value 

(rate)

2016/17 Oct 2016 – Mar 2017 0.18

2016 Apr – Sep 2016 0.60

2015/16 Oct 2015 – Mar 2016 0.63

2015 Apr – Sep 2015 0.49

2014/15 Oct 2014 – Mar 2015 0.57

Total number of incidents vs. number 
leading to severe harm or death

Six-month period
Total number 
of incidents 

reported

Number leading 
to severe harm 

or death

Oct 2016 – Mar 2017 2,278 8

Apr 2015 – Sep 2016 3,620 30

Oct 2015 – Mar 2016 3,722 33

Apr 2015 – Sep 2015 3,948 26

Oct 2014 – Mar 2015 4,014 32

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.

Responding to the personal 
needs of patients
The Trust collects information on its responsiveness 
to patients’ personal needs, adding to the feedback 
collected as part of the national inpatient survey. 
Patients are asked fi ve questions in order to compile an 
overview:

  Were you as involved as you wanted to be?

  Did you fi nd 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?

Year
Indicator value

Trust

Indicator value

England

2016 / 2017 68.9 68.1

2015 / 2016 79.5 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.’

Agree

Trust

Strongly 
agree

Trust

Agree

Combined 
acute and 

community

Trusts

Strongly 
agree

Combined 
acute and 

community

Trusts

2017
48%
71.42

23%
68.37

48% 20%

2016
49%
74.13

25%
68.33

48% 20%

Would patients recommend 
the Trust?
Patient Friends and Family Test: 

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

Response rates

Inpatients A&E

Jan 2018 18.6% 2.4%

Mar 2017 13.9% 3.0%

% recommended

Inpatients A&E

Jan 2018 98% 76%

Mar 2017 99% 84%

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. 
We recognise the drop in the would recommend rate for 
the emergency department. It has been a challenging 
year for the service, with more patients attending and 
subsequently needing admission than ever before. We 
recognise that, as a result, some patients without a 
life-threatening need have had to wait longer to be seen 
in the department.
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Staff survey
We received excellent results in the 2017 NHS Staff 
Survey, placing us as the top acute and community trust 
nationally for overall staff satisfaction. 

We have been asked to include two key fi ndings in our 
quality account. 

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

Trust score: 91%, compared to 90% in 2016

National average for combined acute and 
community trusts 2017: 85%

Best 2017 score for combined acute and community 
trusts: 93%

Key fi nding 26 – percentage of staff experiencing 
harassment, bullying or abuse from staff in the last 12 
months (the lower the score the better):

Trust score: 22%, compared to 25% in 2016

National average for combined acute and 
community trusts 2017: 24% 

Best 2017 score for combined acute and community 
trusts: 20%

Although we performed extremely well overall, with our 
top fi ve key fi ndings also being the top scores nationally 
for trusts of our kind, we have identifi ed areas for 
improvement. 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 2017/18

This section sets out the improvements we have made in 
the priority areas we set for 2017/18 in our last quality 
account. 

1. Compassion as part of patient and staff experience

2. Improving the effectiveness of transfers of care

3. Learning from investigations

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. Compassion as part 
of patient and staff 
experience

Compassion is fundamental to patient care based on 
empathy, respect and dignity. It is central to how people 
perceive their care and treatment. All of 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.

Our staff appreciate that some patient groups fi nd 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 
diffi culties and dementia. 

What did we do in 2017/18?
Being compassionate is about asking what is important 
to patients during their care and having meaningful 
conversations, so we have encouraged health 
professionals to ask patients the question ‘what matters 
to you?’. 

We have made sure compassion is central to care for all 
of our patients with a particular focus on mental health, 
dementia and end of life care.

The Trust’s psychiatric liaison team have supported staff 
with training on caring for patients with specifi c mental 
health conditions, with a focus on compassion, respect 
and dignity.

Often we see specifi c patients who are in our care for 
extended periods of time and who need special care for 
their conditions and often display challenging behaviours. 
In 2017/18, we arranged round table reviews for all the 
staff involved in the care of these patients to discuss the 
care and identify where improvements could have been 
made and what we could do in future.

To enhance the care of patients on the end of life care 
pathways, we merged the end of life care service with the 
specialist palliative care team to provide better support 
for patients through an integrated service. This was 

further enhanced by working in conjunction with the 
Hospice to provide a seamless service to patients. We were 
honoured to be accepted on the national Living Well to 
the Very End project, delivered through the Point of Care 
Foundation. This quality improvement project has helped 
us to shape the way we deliver care at the end of life and 
has enabled us to put a renewed focus on what matters 
to our patients and their families. 

We have taken time to consider what improvements need 
to be made to our care environment – being mindful 
that we are continuing to work on our commitment to 
John’s Campaign – by introducing sleeping arrangements 
onto each ward for carers. We have also started an 
improvement programme of providing additional 
resources and decoration into side rooms, with an overall 
aim to provide a home from home approach to end of 
life.

We arranged a workshop, presented at our senior 
nursing and midwifery forum, highlighting the 
importance of compassion in practice, and ensured that 
compassion was a golden thread that ran through our 
educational agenda and was integrated into clinical 
training programmes, such as preceptorship and 
essential patient safety days.

We held a bespoke vulnerable adults day where staff 
were encouraged to walk a moment in the shoes of the 
vulnerable patient. This renewed focus helped us to 
revisit mental capacity assessments for patients, ensuring 
that our quality of documentation was of a high calibre.

What will we aim to do in 2018/19?
We will continue to ensure that the end of life care 
pathway is as high-quality as it can be and that it offers 
the best possible patient experience, working together 
with patients in the community to ensure all their wishes 
can be met, even when they come into hospital.

The newly formed Quality Improvement Board will 
have oversight and responsibility for monitoring the 
continued gathering of patient feedback and ensuring 
compassion is delivered as part of care.

We will continue to work towards ensuring the patient’s 
voice is heard in all we do, with consideration given to 
how we can involve patient representatives within our 
services and committees.  

The Trust has committed to the development of the 
Advanced Care Planning project to ensure every patient 
with a life limiting illness on admission to hospital or 
change of care setting is given the opportunity to discuss 
their wishes/preferences for care.

We will work on transitioning children with a learning 
disability compassionately into adult services, and 
continue to deliver excellent services to people with 
dementia and their families by launching a new admiral 
nursing service.
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2. Improving the 
effectiveness of transfers 
of care

The patient journey is complex, with different 
professionals linking together for the benefi t of the 
patient. The patient who is central to those efforts needs 
to experience the most effi cient and seamless processes 
possible, and this relies on the sharing of verbal and 
written information which is accurate, personalised and 
timely.

Our patients have their care provided by several teams 
and 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 knew that improvements were 
needed.

What did we do in 2017/18?
We improved our investigation processes and case 
reviews into patient care where a number of different 
professionals had been involved, with the aim to 
ensure that we celebrate good practice, whilst learning 
from areas of care or treatment where we could make 
improvements.

The Trust has a non-traditional workforce model, 
working across health and social care with the aim 
of providing the right care for our patients, in the 
right place, with the right people involved. We have 
integrated health and social care community teams, 
and with our Devon Cares team we are able to provide 
local domiciliary care providers with 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, enabling the 
patient to benefi t from more joined-up care.

We started our integration journey with the Rapid 
Intervention Centre and Social Care Reablement. Leads 
from both teams now attend the Trust-wide daily tactical 
meetings and are managed by a single manager to 
ensure a cohesive approach. Both teams work together 
and have a daily ‘huddle’ to ensure delayed transfers of 
care from the hospital are reduced and that the patient 
is on the correct pathway.

The knowledge that delays in discharge can be harmful 
to patients led our community health and social care 
Pathfi nder and care homes teams to explore trusted 
assessor models for care homes. Recent guidance from 
the Department of Health has described how trusted 
assessment is a key element of best practice in reducing 
delays in transfers of care between hospital and home. 
Through the use of a trusted assessor, we can reduce the 
numbers and waiting times of people awaiting discharge 
from hospital and help them to move from hospital back 
home, or to another setting, speedily, effectively and 
safely.

We developed and started to test a trusted assessor 
model with local care homes and the Pathfi nder team. 
Working together has enabled us to co-design the right 
trusted assessor model for northern Devon, giving care 
homes the confi dence needed in the assessment process 
and the ability to facilitate timely and safe transfers 
from hospital to the person’s home within a care home 
setting. This has reduced delayed transfers of care and 
time waiting for care homes to attend to assess people 
on the wards.    

Discharge planning needed to start earlier, in the 
emergency department, and support had to be in 
place sooner within our hospitals to prevent delays in 
discharge. A change in the Pathfi nder team’s structure, 
culture and working hours ensured we had a fully 
integrated team that could work across professional and 
service boundaries.

Some specifi c changes were:

  Collaborative discharge planning between acute and 
community staff

  Increased health and social care presence in the 
emergency department

  Discharged patients followed up with phone calls / 
home visits 

  Earlier identifi cation and support for inpatients – 
complex discharge, daily triage, joint health and 
social care caseload

  Extended seven-day working across team 

  Regular team handovers – shared responsibility of 
caseload

  Improved documentation and signposting to 
community services 

  Fully accurate reporting of delayed transfers of care 
(acute hospital length of stays longer than seven 
days)

We held a kitchen table event across care home 
providers and the Trust to innovate and develop new 
ways of moving people through the system with dignity 
and care. Our yearly care homes conference, a forum 
that encourages system-working and exchange of 
creative concepts, was held with excellent attendance. 
Our care homes education team continued to provide 
bespoke training packages for care home providers, in 
an attempt to avoid admissions into our acute hospital. 
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What will we aim to do in 2018/19?
We will continue to ensure that the right information is 
transferred with the patient to support seamless care, 
working with our new electronic healthcare record, 
TrakCare, to enhance this. We have enabled more 
effective methods of information sharing with the 
introduction of the community electronic healthcare 
record, RiO.  

We will be making changes to the referral process for 
ongoing care, urgent care and reablement, making this 
easier for acute staff by introducing a single point of 
access through the Rapid Intervention Centre. This will 
ensure ease of information and assessment sharing and 
a more timely discharge for people from hospital.

We will continue to integrate the Rapid Intervention 
Centre and Social Care Reablement further to develop 
a short term services team and a multi-skilled workforce 
to deal with crisis/urgent care, reablement and 
independence building. 

We intend to widen the trusted assessor work and get 
more care homes signed up to this.

We are exploring changes to our fast-track discharge 
processes from hospital for end of life patients, 
increasing timeliness and choice for the patient and 
their families. The Pathfi nder team, Rapid intervention 
Centre and community teams will work closely to ensure 
an effective pathway, which removes current barriers, 
facilitating rapid, safe and appropriate discharge, both 
to the patient’s own home and a care home setting.

Acute and community teams are working together to 
explore identifi cation of frail patients and frailty scoring, 
and completion of comprehensive geriatric assessments 
on admission, whilst reducing the length of stay for frail 
patients.

We continue to use and promote the ‘This is me’ tool 
for dementia patients and passports for people with 
learning disabilities, and will continue to work to 
develop other personalised passports throughout the 
Trust and with our care partners. 

Compliance and quality will continue to be monitored 
through established audit processes to ensure we are 
providing the best service and can improve where 
shortfalls are identifi ed.

We will continue to work to minimise the number of 
times a patient is transferred during their stay within 
our hospital setting, improving the effectiveness of care, 
reducing risk, building relationships and enhancing the 
experience of patients, carers and families.

3. Learning from 
investigations

This organisation has an elevated HSMR (mortality rate). 
Whilst there are a number of factors that can infl uence 
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 2017/2018?
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 continued to 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 then focussed on ensuring that the quality of our 
investigations is high and that they are carried out 
in a timely fashion, to identify Trust-wide learning to 
improve the quality and safety of patient care. The 
introduction of the new investigation process will 
support us to achieve this. 

We integrated Duty of Candour training into our 
essential patient safety reviews, as well as exposing 
the participants to the importance of good quality 
documentation in patient records. 

We have already demonstrated tremendous 
improvements with our mortality reviews and feel able 
to further embed these principles across the organisation 
and in the community.

What will we aim to do in 2018/19?
We will continue to review the incident and 
investigation process with the aim of streamlining, 
simplifying and improving it. The process will ensure that 
it embeds the learning, and ensures any changes made 
as a result will have a positive effect on patient care.

A new governance process from ward to Board is 
being implemented, ensuring the multidisciplinary 
teams caring for patients can review the fi ndings of 
investigations and take the learning as a team.

Issues that are more complex will be raised for a Serious 
Incident Requiring Investigation (SIRI), which ensures 
they undergo a stringent investigation, which includes 
the patient and their families. 

We want to build on our learning from internal 
mortality reviews already undertaken and extend the 
work in the publication of avoidable deaths to drive the 
quality of care and focus on any areas for improvement.
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Northern, Eastern and 
Western Devon & South 
Devon and Torbay Clinical 
Commissioning Groups
NHS Northern Eastern and Western Devon Clinical 
Commissioning Group (NEW Devon CCG) & South Devon 
and Torbay Clinical Commissioning Group (SDT CCG) 
would like to thank Northern Devon Healthcare NHS 
Trust (NDHT) for the opportunity to comment on its 
quality account for 2017/18. It is right that NDHT aspires 
to continuous improvement in patient safety, care 
effectiveness and patient experience.

NDHT is commissioned by NEW Devon CCG & SDT CCG to 
provide a range of secondary and Integrated Community 
Services across Devon. We seek assurance that 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.

As commissioners we have taken appropriate steps 
to review the accuracy of data provided within this 
quality account and consider that it contains accurate 
information in relation to the services provided and 
refl ects the information shared with the commissioner 
over the period reviewed.

NEW Devon CCG & SDT CCG monitor progress and seek 
appropriate assurance from the provider that the key 
‘Darzi’ principles of quality are met throughout the year. 
Where these principles have not been met, we have 
continued to seek further assurance from the provider.

We recognise that it has been an extremely challenging 
year for the provider and we welcome and support 
the Trust’s honesty in that they confi rm in this quality 
account that they are falling short of their aspiration to 
provide ‘high quality, sustainable services’ as a result. 
Again we welcome the Trust’s confi rmed commitment 
and recognition that more must be done to improve the 
quality of care for patients.

Statements from our stakeholders

The Trust has faced issues both from a wider health 
system perspective, (with regards to service demand and 
winter pressures on the emergency department) and 
internally with respect to waiting times for treatment, 
impact on patient ‘fl ow’ through the hospital system, 
challenged governance and IT systems and processes 
and resultant pressure on staff training and appraisal. 
We recognise the Trust’s issues in respect to their 
patient information system, (TrakCare), and expect to 
see prompt resolution of the outstanding issues during 
2018/19.

The quality account highlights a number of positive 
results against key objectives for 2017/18. These include:

  Compassion as part of patient and staff experience: In 
spite of the diffi culties faced the Trust has continued 
to ensure that patients are cared for with compassion 
and dignity, that ‘what matters to you?’ is part of 
all conversations and we also recognise the Trust’s 
continued focus on key patient groups; (mental 
health, end of life care and dementia) and the 
targeted work undertaken in these areas. We look 
forward to seeing this work continue in the coming 
year.

  Improving the effectiveness of transfers of care: the 
Trust has continued to recognise that a seamless 
patient journey leads to better outcomes for the 
patient and more effective provision of care.

The Trust’s joint health and social care model has 
helped to ensure that patients benefi t from a 
more joined up approach to care, with ongoing 
development of the Rapid Intervention Centre (RIC), 
Social Care Reablement and Pathfi nder teams.

We also note that the Trust was shortlisted for 
Provider Trust of the Year in the Health Service 
Journal (HSJ) Awards 2017 in respect to their work to 
improve key stages of the patient journey.

  Learning from investigations: We recognise the Trust’s 
commitment to this key objective during 2017/18 
and the issues that have impacted on their ability 
to fully address this objective. We strongly support 
and welcome the continued governance focus that 
the provider will ensure is in place during 2018/19 
in respect to incident identifi cation, investigation, 
reporting and learning and we are keen to see a 
more strengthened governance process in place 
throughout the Trust, that includes the Mortality 
Review Committee and sub-committees.
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Care Quality Commission (CQC) 
involvement

We welcome and support the Trust’s open and 
transparent communication of their involvement with 
the CQC during 2017/18 in this quality account. We 
note their unannounced CQC inspection in October 
2017 and the resultant report published in February 
2018, indicating a continued overall rating of ‘requires 
improvement’.

We also note the actions taken to date and that the 
improvement priorities set for the coming year refl ect 
those key CQC concerns identifi ed:

  Improving patient fl ow and managing waiting lists;

  Implementing integrated governance;

  Strengthening the training and appraisal processes.

We can confi rm that, as a commissioner, we have 
worked very closely with the Trust during 2017/18 and 
will continue to do so in respect to all current and 
future CQC reviews undertaken in order to receive the 
necessary assurances that actions have been taken to 
support safe, high quality patient care.

The CCG looks forward to working with the Trust in 
the coming year in continuing to make improvements 
to the quality of the services provided to the people of 
northern Devon.

 

 

Lorna Collingwood-Burke 
Chief Nursing Offi cer

Northern, Eastern and Western Devon & South Devon 
and Torbay Clinical Commissioning Groups

Healthwatch Devon
As in previous years, the Trust sent the 2017/18 quality 
account to Healthwatch Devon to give them the 
opportunity to comment. 

Healthwatch Devon responded to say that they 
commend the work of Northern Devon Healthcare 
NHS Trust, but that this year, due to exceptional 
circumstances, they were unable to provide a 
commentary on the quality account.

Health and Adult Care 
Scrutiny Committee
Devon County Council’s Health and Adult Care Scrutiny 
Committee has been invited to comment on Northern 
Devon Healthcare NHS Trust’s draft quality account for 
the year 2017 to 2018. All references in this commentary 
relate to the reporting year 1 April 2017 to 31 March 
2018 and refer specifi cally to the Trust’s relationship with 
the Scrutiny Committee and its Members.

The Scrutiny Committee believes that the quality account 
for 2017/18 is a fair refl ection and gives comprehensive 
coverage of the services provided by the Trust, based on 
the Scrutiny Committee’s knowledge.

The Committee appreciates the work undertaken by the 
Trust in 2017/18 to improve the effectiveness of transfers 
of care. Although Members understand the challenges 
the Trust faces, it has been an issue of signifi cant concern 
to the Committee that an inspection by the Care Quality 
Commission in October 2017 rated the Trust as ‘requires 
improvement’ in several key areas. 

Members found it useful that the Trust could attend the 
Health and Adult Care Scrutiny Committee meeting in 
March, in which the Trust outlined the action plan which 
was being implemented in response to the fi ndings of 
the CQC inspection. The Committee is pleased to hear 
that a Trust-wide improvement programme is in place 
to address the areas requiring improvement and that 
these areas have been included in the Trust’s priorities 
for 2018/19. The Trust undertook to keep the Committee 
informed on the progress of the action plan.

Members also found it useful that the Trust could attend 
the meeting of the Health and Adult Care Scrutiny 
Committee Standing Overview Group in May 2018 in 
which the Trust outlined its Quality Account for 2017/18 
to Members.   

The Committee welcomes the Trust’s quality priorities for 
improvement in 2018/19 and expects that the Trust will 
continue to work on improving patient fl ows, reducing 
waiting lists, and implementing integrated governance. 
Members also endorse the Trust’s aim to strengthen 
training and appraisal processes for staff.  

The Members of the Health and Adult Care Scrutiny 
Committee look forward to following the Trust’s 
improvements in 2018/19 and hope for a continued 
positive working relationship to continue to ensure the 
best possible services for the residents 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 
2018 (“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 2018 subject 
to limited assurance consist of the following indicators: 

  Patients admitted to hospital who were risk assessed 
for venous thromboembolism, page 33; and

  Rate of C.diffi cile infection, page 33.

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 fi nancial 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 confi rm 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 specifi ed data quality standards 
and prescribed defi nitions, 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 confi rm 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 specifi ed in the NHS Quality 
Accounts Auditor Guidance (“the Guidance”); and 

  the indicators in the Quality Account identifi ed 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 2017 to June 
2018; 

  papers relating to quality reported to the Board over 
the period April 2017 to June 2018; 

  feedback from the Commissioners; 

  feedback from Local Healthwatch; 

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

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

  the latest national patient survey; 

  the latest national staff survey; 

  the Head of Internal Audit’s annual opinion over the 
Trust’s control environment dated 15/5/2018; 

  the annual governance statement dated 22/5/2018; 
and

  the Care Quality Commission’s Intelligent Monitoring 
Report. 
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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 suffi cient 
appropriate evidence are deliberately limited relative to 
a reasonable assurance engagement. 

Limitations

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

The absence of a signifi cant 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 2018:

  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 specifi ed 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 2018
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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:  ndht.QIT@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 confi dential 
enquiries that Northern Devon Healthcare NHS Trust 
participated in, and for which data collection was 
completed during April 2017 to March 2018, 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 that Northern Devon 
Healthcare NHS Trust was eligible to participate in 
during April 2017 – March 2018 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)  

Awaiting confi rmation of number of 
cases submitted

National Vascular Registry 
 

Awaiting confi rmation of number of 
cases submittedAngioplasty

UK Cystic Fibrosis Registry  
Awaiting confi rmation of number of 
cases submitted

National Joint Registry (NJR)   695 (100%)

Falls and Fragility Fractures Audit Programme

 National Audit of Inpatient Falls 30 (100%)

National Hip Fracture Database 279 (100%)

National Diabetes Audit – adults

National Diabetes Foot Care Audit (NDFA)   NDFA – 17 (100%)

National Diabetes Inpatient Audit (NaDIA)  
NaDIA – 36 bedside audits & 24 PREM 
(100%)

National Pregnancy in Diabetes Audit (NPID)   NPID – 10 (100%)

National Core Diabetes Audit (NDA)   NDA – 4281 (100%)

National Audit of Dementia – Spotlight 
Module – Delirium Screen & Assessment   20 (100%)

National Ophthalmology Audit  
1283 between 01/09/2016 and 
31/08/2017 – (100%)

Diabetes (Paediatric) (NPDA)   87 (100%)

Elective Surgery (National PROMs Programme)   422 (100%) 

Neonatal Intensive and Special Care (NNAP)  
262 admissions with 10 of those 
being readmissions (100%)

Acute Coronary Syndrome or Acute Myocardial 
Infarction (MINAP)   386 cases (100%)

Case Mix Programme (CMP) (ICNARC)   520 cases (100%)

Sentinel Stroke National Audit Programme 
(SSNAP)   445 cases (100%)

Maternal, Newborn and Infant Clinical 
Outcome Review Programme (MBRRACE-UK)  

2017/18 – 6 cases submitted across all 
of the reports.  (100%)

National Comparative Audit of Blood 
Transfusion:

 

Re-audit of the 2016 audit of red cell and 
platelet transfusion in adult haematology 
patients

29 (100%)

2017 National Comparative Audit of 
Transfusion Associated Circulatory Overload 
(TACO)

24 (100%)
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TITLE
TRUST 

ELIGIBLE
TRUST 

PARTICIPATED
Nos INCLUDED – status 31/03/2017

National Emergency Laparotomy Audit (NELA)  
59 cases on system for NELA year 
4 (Dec 16 to Nov 17) – 61% of HES 
expected fi gures

Bowel Cancer (NBOCAP)   146 (100%)

Head and Neck Cancer Audit   23 (100%)

National Audit of Rheumatoid and Early 
Infl ammatory Arthritis   Data collection not yet started

National Audit of Seizures and Epilepsies in 
Children and Young People   Data collection not yet started

Learning Disability Mortality Review 
Programme (LeDeR)  

Awaiting confi rmation of number of 
cases submitted

National Lung Cancer Audit (NLCA)   159 (100%)

National Prostate Cancer Audit   189 (100%)

Oesophago-gastric Cancer (NAOGC)   22 (100%)

National Chronic Obstructive Pulmonary 
Disease (COPD) Audit Programme

Pulmonary Rehabilitation   23/23 (100%)

Secondary Care  
145/162 (90%) 01/10/2017 to 
31/03/2018 (only started collecting 
data from Oct 17)

National Heart Failure Audit (NICOR)   236 (100%)

National Audit of Breast Cancer in Older 
Patients (NABCOP)  

100 (fi gures reported to the nearest 
100)

National End of Life Care Audit   Data collection not yet started

Maternity and Perinatal Audit  
Awaiting confi rmation of number of 
cases submitted

Serious Hazards of Transfusion (SHOT): UK 
National Haemovigilance Scheme   5 (100%)

RCEM Audits

Pain in Children   47/50 (94%)

Procedural Sedation in Adults (care in 
emergency departments)   47/50 (94%)

Fractured Neck of Femur   38/50 (76%)

UK Parkinson’s Audit  
10 PREM forms and 20 case note 
audits (100%)

Adult Cardiac Surgery X

BAUS Urology Audits X

Cardiac Rhythm Management X

Congenital Heart Disease X

Coronary Angioplasty/National Audit of 
Percutaneous Coronary Interventions

X

Endocrine and Thyroid National Audit X

Fracture Liaison Service Database X

Infl ammatory Bowel Disease  X Trust not participating

Mental Health Clinical Outcome Review 
Programme

X

National Audit of Anxiety and Depression X

National Audit of Intermediate Care  X Trust not participating

National Audit of Psychosis X

National Bariatric Surgery Registry X
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TITLE
TRUST 

ELIGIBLE
TRUST 

PARTICIPATED
Nos INCLUDED – status 31/03/2017

National Cardiac Arrest Audit  X Trust not participating

National Clinical Audit of Specialist 
Rehabilitation for Patients with Complex 
Needs following Major Injury

X

Neurosurgical National Audit Programme X

Paediatric Intensive Care X

Prescribing Observatory for Mental Health X

The national confi dential enquiries that Northern Devon Healthcare NHS Trust was eligible to participate in during 
April 2017 to March 2018 are shown below:

Table 2

NCEPOD STUDY TITLE
TRUST 

ELIGIBLE
TRUST 

PARTICIPATED
Nos INCLUDED

Child Health Clinical Outcome Review Programme

Chronic neuro-disability  
3 admission questionnaires

2 lead questionnaires

Young people’s mental health   3 admission questionnaires

Medical and Surgical Clinical Outcome Review Programme

Cancer in children, teenagers and young 
adults  

No eligible patients at NDHT

Completed organisational questionnaire

Acute heart failure study  

Trust did not participate in

Only organisational questionnaire 
completed

Perioperative diabetes  
2 cases submitted and 1 organisational 
questionnaire completed

The published reports of 29 national clinical audits were reviewed by the Trust in April 2017 to March 2018 and we 
intend to take the following actions to improve the quality of healthcare provided: 

Table 3

REF.
NATIONAL CLINICAL AUDIT 

REPORT TITLE
ACTIONS TAKEN

660 Myocardial Ischaemia National 
Audit Project (MINAP)

The MINAP published report was shared with the service to determine 
any relevant actions.

2719 National Bowel Cancer Audit 
Report  (NBOCAP)

There is a rolling action plan for bowel cancer and any newly 
published reports are reviewed by the cancer services team and actions 
arising added to the plan.

2568 Case Mix Programme (CMP) The Q1 ICNARC (April–June) was reported to the mortality review 
committee in August with the following summary: 'The ICNARC 
quarterly quality report has not identifi ed any major issues with the 
care provided in ICU/HDU at NDDH.'

1953 Elective Surgery (National PROMs 
Programme)

The report is with the service for review and to determine any actions 
arising.

2971 Fracture Liaison Service Database The Fracture Liaison Service Database (FLS-DB) is a clinically-led 
web-based national audit of secondary fracture prevention in England 
and Wales commissioned by the Healthcare Quality Improvement 
Partnership (HQIP) as part of the Falls and Fragility Fracture Audit 
Programme (FFFAP). 

We did not provide patient data to this audit as we are a non-FLS site. 
We do provide necessary tests when clinically indicated.
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REF.
NATIONAL CLINICAL AUDIT 

REPORT TITLE
ACTIONS TAKEN

2514 National Audit of Inpatient Falls The audit and subsequent report look at whether we are undertaking 
a full falls risk for over 60s being admitted to hospital as an emergency.  
The report found we were performing well in areas such as assessing 
cognitive impairment, asking about falls history and making care plans 
for toileting, delirium and mobility issues. We fell short in three areas: 
measuring lying and standing blood pressure, assessing medications 
that increase falls risk and undertaking vision assessments. An action 
plan is now in place to address these and local audits and QIPs are in 
place.

2700 National Hip Fracture Database Published fi ndings and recommendations have been shared, and as 
a result actions have been completed to improve the services offered 
including:

  Implementing an early supported orthopaedic discharge service to 
work on reducing hospital length of stay. 

  Including AMTS recording on orthopaedic handover sheets.

2569 Major Trauma Audit (TARN) The report is with the service for review and to determine any actions 
arising.

2449 MBRRACE – Perinatal Mortality 
Surveillance

Having reviewed the 2016 and 2017 Perinatal Mortality Surveillance 
Reports and the 2015 Perinatal Confi dential Enquiry, the maternity 
service was felt to be compliant with many of the recommendations.

Actions agreed were as follows:

  Conduct a bereavement audit, looking at community midwife 
support provision; documentation of follow-up appointment, 
post-mortem and placenta submission to histology; as well as the 
post-mortem itself.

  Implement a checklist to ensure recommended maternal tests are 
undertaken following stillbirth, prior to discharge. 

  6 week postnatal follow up with the consultant.

  Summary of follow up to be sent to the patient.

  Incident form will be submitted for stillbirths, neonatal deaths, and 
viable pregnancy losses.

  Incident forms will be subject to local MDT review for closing or 
escalation.

  All obstetricians to receive training re consenting for post mortem 
examinations.

2813 MBRRACE – Perinatal Mortality 
and Morbidity confi dential 
enquiries

The report is with the service for review and to determine any actions 
arising.

2469 MBRRACE – Maternal Mortality 
Surveillance and Mortality 
confi dential enquiries

The report is with the service for review and to determine any actions 
arising.

2816 MBRRACE – Maternal Morbidity 
confi dential enquiries

The report is with the service for review and to determine any actions 
arising.

2504 Medical and Surgical Clinical 
Outcome Review Programme 
(NCEPOD): 
Non-Invasive Ventilation

In response to the report published in July 2017 a meeting was held to 
discuss the fi ndings and a presentation given. The areas highlighted 
for improvement were the time to initiation, appropriate use of and 
effective delivery of NIV, the monitoring of vital signs and blood gases 
and the use of escalation plans.  

A new policy has been written to cover ward based NIV and a fl ow 
chart and checklist to support this. The policy is due to be launched by 
the end of March 2018.
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REF.
NATIONAL CLINICAL AUDIT 

REPORT TITLE
ACTIONS TAKEN

2745 National Audit of Breast Cancer 
in Older Patients (NABCOP) – 
Report

The NABCOP reports are reviewed by service and clinical leads and 
there is a rolling action plan in place which is monitored and updated 
regularly.

The following actions are currently in progress:

  Local protocols to be developed to improve identifi cation and 
assessment of older patients in order to guide decision making and 
ensure they benefi t from access to teams caring for older people.

  Monitoring of data completeness and accuracy.

2235 National Audit of Dementia The Trust dementia lead is pulling all dementia actions into one central 
action plan and this will include any actions arising from the 2016 
National Audit of Dementia report.

2606 National Comparative Audit of 
Blood Transfusion Programme:

Audit of Patient Blood 
Management in Scheduled 
Surgery – Re-audit

The audit report was presented at the December Transfusion 
Committee meeting and a comprehensive action plan created using 
the recommendations from the audit.  The majority of these actions 
are now complete. There remain a handful of actions where a barrier 
to implementation exists – the majority of these are in progress.  
Progress and updates on the action plan will be requested in July 2018.

2697 National Diabetes Audit – Adults:

National Diabetes Foot Care 
Audit Report

The report is with the service for review and to determine any actions 
arising.

2510 National Diabetes Audit – Adults:

National Pregnancy in Diabetes 
Audit Report

The 2016 report was published in Oct 2017 and covers the three years 
of data collection 2014-2016. The report was shared with the diabetic 
service and the lead midwife. We have a low number of eligible 
patients for this audit, but the South West overall is performing on par 
or above the rest of England in all areas. NDHT performed very well 
against the standard for pregnant women with diabetes taking 5mg 
of folic acid prior to pregnancy and exceeded both the England and 
South West average rate.  

There were no actions to take forward for NDHT.

2869 National Emergency Laparotomy 
Audit (NELA) – reports

The report is with the service for review and to determine any actions 
arising.

2722 National Heart Failure Audit There is a rolling heart failure action plan in place which is reviewed 
and updated regularly. Any arising actions stemming from newly 
published reports are added to the plan so that they can be 
monitored.

2421 National Joint Registry (NJR) 
Reports

The report is with the service for review and to determine any actions 
arising.

2882 National Lung Cancer Audit 
(NLCA) – Report

There is a rolling action plan for lung cancer and any newly published 
reports are reviewed by the cancer services team and any actions 
arising added to the plan.

2533 National Neonatal Audit 
Programme (NNAP) (Neonatal 
Intensive and Special Care)

The report is with the service for review and to determine any actions 
arising.

2762 National Ophthalmology Audit The report is with the service for review and to determine any actions 
arising.

2654 Oesophago-gastric Cancer 
(NAOGC) – Report

There is a rolling action plan for oesophago-gastric cancer and any 
newly published reports are reviewed by the cancer services team and 
any actions arising added to the plan.
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2738 Prostate Cancer (NPCA) – Report NPCA reports are reviewed by service and clinical leads. There is a 
rolling action plan in place where additional actions are added when 
new NPCA reports are published.

The actions being undertaken currently are:

  The current prostate pathway is being reviewed. 

  Review of data completeness to be undertaken with any issues and 
gaps fed back to the MDT co-ordinators.

2925 Sentinel Stroke National Audit 
programme (SSNAP) – Reports

The data collected for SSNAP and the reports and dashboards are used 
in a range of ways.

There is a multidisciplinary stroke exception meeting who meet 
monthly to discuss exceptions where patients’ care fell short of the 
targets. The individual circumstances around each case are discussed by 
clinicians and this ensures that risk or harm following their admission/
treatment pathway is evaluated and escalated where appropriate. This 
is also an opportunity for lessons to be learnt and to determine any 
actions arising.

There is also a stroke business meeting which meets monthly and 
is attended by all the clinical teams, including medical staff, ward 
manager, clinical nurse specialists, therapists, ED and service lead. 

The two areas that are currently being worked on to improve 
performance are:

  Swallow screening.

  Pathways for medically expected patients.

The actions being taken are:

  CCG representative attending the stroke exception meetings each 
month.

  Training programme for ward nurses and therapy staff.

  Add stroke bed availability to daily bed status.

2884 Serious Hazards of Transfusion 
(SHOT) – Reports

The 2016 report was published July 17.

All transfusion related incidents are discussed by the transfusion team 
and those meeting the criteria are reported nationally to SHOT. A 
document was produced which details Trust compliance with each 
of the key messages and recommendations. Apart from laboratory 
staffi ng the Trust has appropriate policies, training and tools in place 
to meet the recommendations of the report. No action plan is deemed 
necessary.

2701 UK Parkinson's Audit The report is with the service for review and to determine any actions 
arising.
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The Trust reviewed the reports of 66 local clinical audits and surveys in April 2017 to March 2018 and intends to take 
or has the following actions to improve the quality of healthcare provided (full details of the audit outcomes can be 
obtained if required):

Table 4          

REF.
LOCAL CLINICAL AUDIT 

REPORT TITLE
ACTIONS TAKEN

2527 Upper GI cancer service:  
questionnaire for patients 
2016

A patient survey was developed and given to 80 patients judged 
well enough to participate between April 2016 and March 2017. 
33 completed responses were returned. 

Positive fi ndings from the survey included:

  94% described the care they had received as either excellent or good.

  85% of patients felt they had enough time with the doctor to think 
about treatment choices.

  100% said they had the opportunity to ask the SN questions.

  94% had never had any diffi culty contacting the SN and the same 
number were given contact details for their key worker / SN at the 
right time.

  >80% were given information about tests, possible treatment 
options, possible side effects and support at the right time.

The following actions were developed based on areas from 
improvement identifi ed within the results:

  Referral pathway to be investigated to identify breakdown of 
communication between patients and clinicians.

  Team to involve local support group to develop patient information.

  Develop a support and information centre.

  Face to face support groups will continue to run alongside internet 
support groups.

  A seven day service model is being considered.

2565 Neutropenic sepsis audit – 
door to needle time

Acute oncology review of patients receiving anti-cancer drug therapy 
(inpatients and outpatients) who presented unwell and with a 
temperature of >38 or <35. 

The audit found that 72% of patients were given antibiotics within an 
hour of presentation, but there was variation across wards. Data capture 
was identifi ed as another issue.

As a result of the audit, the following key actions were identifi ed:

  Arrange training sessions for ED staff and also deliver training at 
grand rounds.

  Visit wards and speak with staff about neutropenic sepsis.

  Create neutropenic sepsis alert cards for all new cancer patients.

  Recruit cancer link nurses to all wards.

  Develop AOS information boards on all wards.
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2613 National Cancer Patient 
Experience Survey conducted 
2016

  Scores from patients were mostly in the expected range.

  They were higher than expected for eight questions (information 
about diagnostic tests, waiting times for diagnostic tests, ease of 
contacting the clinical nurse specialist, staff asking patient’s preferred 
name, support from health or social services, support from general 
practice staff, hospital and community staff working well together, 
overall administration of care).

  Scores were below the expected range for two questions - being 
given understandable information about whether radiotherapy was 
working and being given a care plan.

  Patients’ average rating of care scored from 0 (very poor) to 10 (very 
good) was 8.9.

  There were no signifi cant changes from last year’s results.

2623 Patient and family feedback in 
specialist palliative care

Results were all very positive and no action plan was warranted. A larger 
audit is intended for next year.

2628 Metastatic Spinal Cord 
Compression (MSCC) outcomes

The audit found that all primary imaging was done within 24 hours of 
the request being made.

All patients with confi rmed MSCC received defi nitive treatment within 
2-6 days of the request for imaging. Cause of delay in treatment may 
be attributed to the patient being too ill to travel, delay in being 
transferred to RD&E due to transport issues/staff availability at weekends 
or lack of capacity at RD&E.

30 day mortality – two patients died within 30 days.

Three months functional outcomes were hard to ascertain as this data is 
currently not captured. Six patients were still alive at three months post 
treatment. 

There is no data for the two year outcome as this is the fi rst audit but 
only two of the nine patients receiving defi nitive treatment were alive at 
the time of the audit.

Actions: 

  To improve data capture for the three month functional outcome. 

  To improve the time to treatment – should be within 24hrs.
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2713 2017 Lung cancer patient 
satisfaction survey (2016 data)

Results from this latest audit of lung cancer patients were extremely 
positive, with nearly all key measures showing an improved patient 
experience. Areas where it was felt there might be room for 
improvement were:

Ensuring patients know they can have someone with them during their 
diagnosis.

  Providing written information at the right time about where to get 
fi nancial advice, hospice help and family support.

  Increasing support post radiotherapy.

Following on from the audit the following actions were agreed:

  Develop standard information pack and ensure benefi ts advice and 
other relevant information is given at fi rst visit.

  CNS to signpost relevant websites when giving information.

  Telephone clinic to support patients following radiotherapy to be 
reinstated.

  There is an ongoing awareness campaign to ensure that the CNS is 
called to be present at diagnosis. CNS always ensures that the patient 
has been offered the opportunity to have family or friend present at 
diagnosis. 

2725 Skin cancer patient feedback 
survey 2016/17 (re-survey)

The survey results were largely positive with 100% of the patients 
who responded feeling that they had enough time to talk about their 
diagnosis and what would happen next, that they had an opportunity to 
ask questions, that the doctor explained their treatment and that they 
had enough time to discuss their options. In regards to the clinical nurse 
specialist, 100% of the patients who responded felt they were given the 
opportunity to ask questions and that they were able to contact the CNS 
easily.

The action plan below was put in place to ensure patients feel well 
supported after diagnosis:

  Give all patients direct contact details for CNS.

  Change the re-audit questionnaire to look more specifi cally at patient 
support and their views.

  Explore a possible business plan to consider recruitment of another 
CNS.



Northern Devon Healthcare NHS Trust

54

REF.
LOCAL CLINICAL AUDIT 

REPORT TITLE
ACTIONS TAKEN

2523 National Patient Survey 
Programme: NHS Emergency 
Department Survey 2016 

The Trust was rated as 'about the same' as other trusts in eight areas and 
'better' than other Trusts for questions under the heading of 'care and 
treatment'. 

The lowest scoring area was waiting times. This issue also stood out 
among the individual comments.

Changes that should  improve patient experience are as follows:

  A new streaming process is being introduced which will ensure that 
the most appropriate patients are seen in ED. 

  Reception staff have been reminded to regularly update the waiting 
times display on the waiting room television. A second screen is to 
be installed in the waiting area for displaying notices such as waiting 
time information more prominently.

  The entrance, foyer and waiting room are being refurbished. There 
will be a disabled toilet, baby changing facilities, and additional (and 
improved) seating.

  The refurbished department will have CCTV and security doors to 
improve security.

2663 Lymphoedema service 
non-medical prescribing 
patient survey

Patient experiences were very positive and the Friends and Family Test 
score was 100%. The general feeling was that patients prefer the nurses 
to prescribe garments for them rather than handing over to their GP. 
The conclusion is to continue current practice at present.

2387 Bronchoscopy patient 
satisfaction survey

12 completed questionnaires were received. All were from Dr Hands' 
patients. Feedback on the service in question was very positive. No areas 
for improvement were identifi ed and therefore no actions were deemed 
necessary.

2528 Parkinson's: information at 
diagnosis

The results of the patient survey show that about 1/3 of patients with 
Parkinson's did not feel they were given enough information at the time 
of diagnosis. 

An action plan was developed with three actions:

Ensure leafl ets about local support groups, exercise groups, PDNS 
telephone contact details and Parkinson's UK support are up to date and 
available in all clinic rooms of clinicians who are involved in making a 
diagnosis of Parkinson's.

  Clarify what options for telephone advice are available when the 
PDNS is on leave.

  PDNS to attend MAU and SAU daily to pick up any PD patients daily.

All of these actions have been addressed and completed.

2532 Transient Loss of 
Consciousness (TLOC) (NICE)

The study showed that we are not fully compliant with guidelines 
and also identifi ed differences between inpatient and outpatient 
management of suspected cardiac TLOC. 

Since the project was undertaken a new First Fit service has been 
implemented to aid adherence to the NICE guideline, once the service is 
embedded a re-audit will take place. 
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2620 Non-medical prescribing: 
multiple sclerosis nurse 
specialist practice

Five measurable indicators of performance derived from the Trust's 
Non-Medical Prescribing Policy were audited. Positive results were 
found for monitoring and assessing patients’ progress, completion of 
prescribing reviews, recording prescribing decisions, recording correct 
information on prescriptions and informing GPs/consultants. However, 
letters were not always fi led in the patient medical record.

An action arising from the audit was to ensure that all correspondence 
relating to MS nurse non-medical prescribing activity is recorded in the 
individual patient record through the use of a letter template. This 
action has been completed.

2682 Nurse-led consent for 
endoscopic procedures

The endoscopy unit is required to undertake an annual audit to meet 
the requirements of the Joint Advisory Group (JAG) on GI Endoscopy 
accreditation process. The audit found that there was nearly 100% 
compliance for all questions asked. In one case where a patient had 
given consent prior to the day of the procedure, consent was not 
confi rmed on the day. There were three cases where an interpreter 
may have been helpful and one instance where applicable forms 
for a Jehovah's Witness patient were not completed. With a view to 
improving nurse training a new competency workbook was developed 
for new staff. All staff will undergo annual competency checks and a re-
audit will be undertaken in a year's time.

2683 Monitoring the accuracy of 
fl uid balance charts

The project found that improvements were needed in the following 
areas:

  Ensuring that all patients who require a fl uid balance chart have one.

  The documentation of indications for fl uid balance charts. 

  Clarity around abbreviation use.

  Frequency of monitoring.

  Training levels on the use of fl uid balance charts.

  Fluid balance monitoring methods.

A project is in development to improve the use of fl uid balance charts. 
This is currently at the research application stage

2687 Phototherapy service – patient 
satisfaction survey 2017

Following the publication of the best practice guidance from The 
British Photodermatology Group, further to self-assessment, a patient 
satisfaction survey was created. 

The results were discussed at the Phototherapy Governance meeting 
and this survey  was acknowledged as excellent practice that needs to be 
shared. The results were positive and areas for improvement have been 
discussed during the service’s refl ective meetings which are now held 
once a quarter.

Actions include:

  To submit survey to the British Association of Dermatologists and the 
British Dermatology Nursing Group National Conference for a poster 
presentation.

  Survey to continue to be sent out and a review of fi ndings annually.

  Continue with refl ective meetings to identify learning from patient 
experience.
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2711 First Fit clinic – quality 
improvement project

In order to improve compliance with NICE guidance on neurology follow 
up for fi rst fi t patients and neurological outpatients, a First Fit clinic was 
proposed. Electronic data was examined to identify eligible patients, 
and a First Fit clinic slot was developed within the neurology outpatients 
clinic in September 2017. 

A comparison of patient pathways before and after the implementation 
of the new service showed an improvement in the time taken for patient 
to receive their fi rst appointment. New guidelines and leafl ets have been 
drafted.

2842 Test of change using Moviprep The aim of this local audit was to look at a more patient friendly bowel 
prep for patients undergoing bowel cancer screening. This was identifi ed 
as an issue in a previous patient questionnaire. Following positive results 
of the trialled bowel prep it was decided to replace the use of the 
existing bowel prep with the new one.

2862 Improving insulin safety for 
inpatients

Following the completion of an action plan, improvements have been 
seen and evidenced.  

The waste and subsequent cost of insulin has reduced. Education has 
been put in place which has improved patient safety. There has also 
been a vast improvement in reducing unsafe practices. New processes on 
insulin storage have been implemented.

A competency check list has been developed for staff so that they are 
fully aware of how to safely administer insulin. Joint working with 
pharmacy has proved invaluable.

Many of the actions implemented as a result of the audit fi ndings will be 
on-going to ensure that training is being undertaken and understood.

2434 End of life Care of patients in 
hospital 2015/16 – audit

Improvements were found in a large number of areas. Actions put in 
place for areas where are our care could be better included staff training 
and guidance on end of life care and promoting attention to spiritual 
and cultural needs.

Action plan in place 2016 / 18

Actions completed 2017 / 18

2599 Safeguarding children – MASH  
enquiry form audit and 
re-audit

There were improvements in the completion of many sections of the 
forms, but areas for further improvement were identifi ed. 

Actions for improvement form part of the safeguarding children's 
workplan for 2017/18 which identifi es the need for continued 
safeguarding children training and a focus on MASH referrals and 
gaining the ‘child’s voice’ as well as improving staff training compliance 
at Level 3. These are ongoing actions.
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2693 End of life care of patients in 
hospital 2016/17 – survey of 
bereaved relatives/carers

A repeat survey of bereaved relatives and friends of patients who died at 
an NDHT hospital was undertaken. 

Seven areas received positive feedback from over 85% of respondents.

The three areas that received less positive feedback were:

  Information about the patient’s care. 

  Support for relatives/friends to make decisions about patient's care. 

  Information provision following the death.

In relation to the comments made by respondents:

  There were a large number of positive comments about the care 
given by staff.

  A very clear description of the impact of the lack of privacy on the 
wards was given by one respondent.

  One of the comments is being followed up through PALS. 

Actions:

  The end of life care plan template has been updated and is currently 
being trialled. The outreach team are now proactively encouraging 
end of life discussions.

  A spiritual care bundle is currently being rolled out by the chaplaincy 
offi ce with support of ward staff.

Further actions recommended include:

  Exploring options for providing privacy for patients and the family 
group when bad news is being delivered.

  Further developing the volunteer programme.

  Investigating back-up systems for the bereavement team and 
administrative roles in community hospital settings.

  Investigating options for making a follow up contact for next of kin 
as soon as possible after the death. 

  Undertaking a further round of the survey in early 2018.

2727 Wound pressure ulcer 
prevalence in nursing care 
homes (North Devon) 2017

The detailed fi ndings provide assurance that whilst there is improvement 
to be made in relation to all patients receiving all elements of a full 
wound assessment, there does not appear to be a signifi cant gap in 
what could be considered the key elements of wound assessment.

Recommendations: 

  Share the audit results with the community nursing teams.

  Re-audit as per the CQUIN requirement during Quarter 4 of 2017/18. 
Target for improvement within Q4 is that 50% of patients with 
a wound four weeks or older will have received a full wound 
assessment.

  Continue to use the paper version of wound assessment form until 
the re-audit in Q4 has been completed. 

  Consider how any additional gaps in wound assessment 
documentation can be addressed when devising the wound 
assessment form for the electronic health record currently being 
implemented.
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2631 BASHH chlamydia partner 
notifi cation 2016 Exeter

The service achieved a very good standard of partner notifi cation – 
above the national standard for both index patient and HCW verifi ed 
attendance of contacts. It was also good at following up patients for 
compliance and partner notifi cation resolution. 

Recommendations to improve standards of data: 

  Check 'Lilie' for contact attendance at time of compliance call.

  Contact other clinics for x-ref of partner attendance if out of area.

  Offer and document any written info given to patients.

2638 Dental Access Centre – 
information-giving

Final conclusions from the survey were that the service is providing a 
reasonable amount of information with very few parents / guardians 
feeling they needed anything more. No action plan was deemed 
necessary and the project was closed.

2665 Sexual health patient 
satisfaction survey – Exeter 
2017

Results were very positive across the board, however the following 
areas for improvement were noted which informed the following 
recommendations:

  Add walk through video to our website. Update website to explain 
the process within clinic.

  Source more recent magazines/reading material via magazine 
companies as done in the past.

  Remake service DVD to run continuously on the waiting room TV 
screen. 

  Increase frequency of toilet cleaning in clinical areas. Decorate toilets.

  Consider use of standard written information sheets detailing s/e of 
our most frequently used medicines.

2689 Sexual health patient 
satisfaction survey – 
Barnstaple 2017

Overall the responses received were very positive and the very few 
negative response received have been taken on board and actions 
identifi ed:

  One patient felt they received contradictory information. The team 
have refreshed themselves on all guidelines and protocols to ensure 
that all staff are completely familiar with both national and local 
policies. A staff development day also concentrated on this. 

  A designated staff member has been tasked with ensuring the leafl et 
racks are well stocked and updated when necessary. In addition, staff 
have been retrained in how to send leafl ets via SMS link as PDFs. 

  One patient felt they were talked about as if they were not there. 
This has been discussed in the team meeting to prevent this 
happening again.

2873 Podiatry diabetic foot care 
education audit

The audit found that all patients did receive foot care education and 
all notes included a management plan. Most patients were advised to 
phone if they had a foot emergency and most were given footwear 
advice. Only 56% received a leafl et and only half had the importance of 
foot care explained.

Recommendations:

  Ensure leafl ets are easy to order to outlying clinics and are up to date 
so that these can be given out to all new patients.

  All clinicians to document risk status and hand out appropriate risk 
leafl et.

  All clinicians to issue leafl ets with a contact number and appointment 
cards with contact numbers.
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2551 Audit of adherence to 'Nerve 
blocks for Pain Relief in 
Trauma' SOP

The audit found that the SOP was not routinely adhered to by all parties 
carrying out nerve blocks.

Recommendations:

  Results of this audit and the importance of adherence to the SOP 
was discussed in the anaesthetic governance meeting July 2017/
anaesthetic M&M. 

  The SOP checklist should be made available in all appropriate 
locations (ED, resus, recovery, theatres). 

  The checklist created and used by ED will be updated and made 
available as sticker/printed documented in these locations.

  Posters displaying the key elements of the ‘stop before you block’ 
will be present in all locations where nerve blocks are carried out (ED, 
resus, recovery, theatres).

2615 Satisfaction with pre-operative 
assessment service

Overall the audit results highlighted a high level of patient satisfaction. 
A few minor areas for improvement were identifi ed, informing the 
actions below:

  Develop a more standardised approach to the information given to 
each patient.

  Improve the reception environment.

  Keep personal discussion with patients to a minimum when in the 
reception area.

2666 Chemotherapy / 
Immunotherapy service 
in Seamoor Unit – Patient 
Satisfaction Survey 

Feedback was very positive. 88% of patients rated the service as 
'excellent'. 96% felt the service works as well as it did before the move 
to Seamoor. 97% are satisfi ed with the new booking process.  

The vast majority of patients were 'very satisfi ed' or 'satisfi ed' with wait 
times for their fi rst appointment and with available times and days.

2704 Pain Management for Chest 
Trauma (Rib Fracture) – 
re-audit

The effects of prompt referral and specialist intervention resulted in 
excellent pain management. However, in the majority of cases patients 
were not being referred to appropriate services in a timely manner.

Recommendations: 

  Acute pain management team to review each fractured ribs 
referral on an individual basis and act upon delayed referrals with 
communication to the relevant department. 

  On-going training to be provided within the Trust. 

  The referral pathway has been shared with all departments in the 
hospital.

2712 Prescription chart audit 
(re-audit)

The audit found that allergy information was completed 
comprehensively within the charts, and that the majority of prescriptions 
were written appropriately and legibly. Some areas for improvement 
were identifi ed.

The actions taken to improve performance were:

  Educating all prescribers on the need to ensure they document 
legible name/signature, registration number and ideally contact 
number. They also need to ensure block capitals are used when 
prescribing.

  Educating all prescribers on how to cancel/alter prescriptions 
correctly.

  Updating the medicines policy to give clear information on how to 
cancel/alter prescriptions correctly.
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2728 Audiology service: adult 2017 The overall response from the three audiology audits was very positive. 

Areas for improvement have informed the recommendations below:

  Staff to only use soundproof rooms in hearing tests to avoid 
unwanted background noise.

  During summer months especially, turn any unnecessary lights off 
in waiting areas and clinic rooms. Put fans in areas as available and 
ensure any faulty air con units are reported.

  Admin team to send information leafl ets with all appointment 
letters.

2729 Audiology: paediatric 2017/18 As per 2728

2730 Audiology: tinnitus/balance 
2017/18

As per 2728

2736 Re-audit of TPN prescription 
in NDDH

The audit highlighted low dietician input, poor documentation/
investigation of re-feeding syndrome, very quick to get vascular access, 
high proportion had TPN <5 days, high complication rate of TPN. 

Results were shared at the nutrition meeting, however no actions were 
deemed necessary at this stage.

2744 Ultrasound guided regional 
anaesthesia probe utilisation 
audit

The audit assessed whether anaesthetists using ultrasound for regional 
anaesthesia are utilising the probe in a manner consistent with infection 
control principles and optimal machine preservation. 

The audit identifi ed two action points:

  There is a need to increase use of appropriate ultrasound probe cover 
for regional anaesthesia to reduce the possibility of infection and to 
maintain the probe’s lifetime.

  There is a need to use aseptic needle insertion technique for regional 
anaesthesia when ultrasound is used.

Both of these actions are being met with awareness-raising of this need 
taking place during governance meetings and teaching.

2764 To assess compliance with 
regulation 7(8) of Ionizing 
Radiation Medical Exposure 
Regulations IRMER 2000 
legislation amongst 
non-radiologists reporting 
radiographs

This audit showed that the reporting of radiographs by non-radiologists 
fell below the 100% standard. 

Recommendations:

  All applicable non-radiologists were informed of the results of 
the audit and identifi ed case notes provided for further local 
investigation.

  Awareness of the strict IRMER criteria raised to prevent further 
oversights.

  Re-audit due in July 2018. 

2769 A quality improvement project 
to prioritise the order of 
venepuncture in NDDH

A change in the phlebotomy team's route was implemented and 
turnover times were compared.

Changing the order in which phlebotomists prioritise wards led to 
an earlier time at which results are available to clinicians to view. 
Implementation of this change led to pathology samples on Lundy ward 
being requested earlier, and results being available earlier. With blood 
results available at an earlier time, nursing and medical staff are able to 
identify bloods that haven’t been taken at an earlier stage in the day 
and facilitate earlier discharges.

2794 ‘Stop before you block’ audit This audit showed that the majority of cases (96%) were compliant with 
the 'stop before you block' initiative.

As a result of the audit awareness regarding the initiative was raised at 
both the governance and M&M meetings.
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2843 Time taken for the on-call 
consultant radiologist to 
issue a fi nal report on a CT 
trauma series following image 
acquisition

This audit showed only half of cases were compliant with the RCR 
recommendations despite implementation of a reminder poster and 
awareness emails. 

Recommendations:

  Further awareness raising continues throughout the department.

  Radiologists to manually document the time of the fi nal report in the 
report text as well as any reasons for delay in reporting.

  Radiologists to be present during CT trauma scans. 

  A direct CT trauma code should be implemented to allow for simpler 
data collection.

2848 IRMER employers procedure 
– Assessment of Patient 
Dose; Interventional and 
Fluoroscopy Dose Audit

Investigation of higher radiation doses revealed that the majority were 
due to image quality, differing technique and diffi cult examinations. 
An adjustment of parameters by Siemens subsequently lowered doses 
considerably in the re-audit. 

A further re-audit will be scheduled in July 2018.

2849 IRMER employers procedure 
– Radiological Examination 
of Women with Reproductive 
Capacity; Audit of Pregnancy 
Form Completion

In the majority of cases pregnancy forms were completed (94%) in one 
form or another. 

On the whole the procedure for the Radiological Examination of Women 
with Reproductive Capacity is being followed and being documented 
correctly, however there is room for improvement.

Awareness has been raised through local presentations and distribution 
of the audit results. A re-audit is due in May 2018.

2850 IRMER employers procedure 
– Patient Identifi cation; 
Audit of Evidence of Patient 
Identifi cation

On the whole the procedure for the identifi cation of patients in 
radiology is being followed and being documented correctly (82%), 
however there is room for improvement.

Awareness has been raised through local presentations and distribution 
of the audit results.

2866 CT head in young adults – 
Avoiding irradiating the lenses 
of the eyes.

80% of the scans looked at had both lenses included in the CT scan, 
therefore we are not meeting the target of 0%.

Suggestions for change are to develop a protocol for brain CT in which 
the baseline is set so as to exclude the eye lens, however, the constraints 
of the current CT scanner and the inability to tilt the gantry mean this is 
diffi cult.

2870 Audit to assess level of 
compliance with AAGBI 
recommendation with oxygen 
monitoring and alarm settings 
at NDDH

There was no overall consensus regarding the oxygen alarm limits in the 
anaesthetic department.

Recommendations:

  Disseminate information on anaesthetic equipment/monitor checks 
to everyone in the department to improve compliance with AAGBI 
recommendations.

  Disseminate information about and encourage the application 
of recruitment manoeuvres for re-expansion of atelectasis after 
prolonged periods of 100% oxygen delivery e.g. during insertion of 
lines and blocks in the anaesthetic room.

2871 An audit of hypoxic alarm 
settings in all theatres in 
NDDH

As per 2871
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2889 Creation and implementation 
of a team coordinator role 
(trauma and orthopaedics)

A new system was put in place where one of the junior doctors working 
on the ward was nominated as team coordinator for the day. Their role 
would be identifi ed by carrying a clipboard on ward rounds.

Overall the change has increased effi ciency of the ward round, clearer 
documentation and delegation of jobs, and improved communication 
between MDT members leading to safer patient care.

2890 Blood test request forms 
(trauma and orthopaedics)

A new system was put in place using an A4 ring binder folder with clear 
plastic pockets labelled with days of the week to place blood forms 
requested for specifi c days of the week. 

The change has improved the process of requesting blood tests for 
multiple days on Tarka ward, making it clearer, more effi cient and easier 
for both doctors and phlebotomists.

2891 Ward rounds – job list 
template (trauma and 
orthopaedics)

A ‘doctor’s job list template’ form was created and put it in place. This 
template has six headings which separate the jobs according to type.

The change has improved the process of recording, prioritising and 
delegating jobs amongst the team which is likely to improve effi ciency 
thereby improving patient outcomes.

1729 NICE QS57 neonatal jaundice 
(audit project)

This audit showed that whilst babies are being managed according to 
the latest NICE guidance on jaundice, for most babies it was not possible 
to tell the length of time from jaundice being noticed to bilirubin being 
measured. It was not possible to tell for babies admitted from the 
community exactly what time the jaundice was noticed.

The following actions were agreed as a result of the audit:

  Parents should be given written information on jaundice, what to 
look out for and what to do if they notice jaundice and how jaundice 
is treated.

  Ensure that the time that jaundice is noted is documented in the 
baby’s notes.

2345 Paediatric asthma audit 
(re-audit)

This audit concluded that most of the children did not require HDU 
admission or IV therapy. There was a low rate of re-admission (only 
13%). 91% of the children received a written asthma plan on discharge 
home and 87% had their inhaler technique checked. 

Recommended actions stemming from the audit included:

  Reminding colleagues to ask about and document whether there are 
smokers at home.

  Highlight to parents the information on the back of the asthma 
management plan to book a follow-up appointment with their GP in 
the next 48hrs.

  Improve documentation that an asthma plan has been given and 
inhaler technique checked (using the space on the back of the blue 
admission sheet and in main body of notes).

2485 Management of obstetric 
cholestasis – re-audit

The Trust had no local guideline for managing obstetric cholestasis. The 
audit lead undertook an audit, assessing the incidence and management 
of this condition. A local guideline was subsequently drafted and 
approved in April 2016. 

Other actions identifi ed and completed included:

  Carry out SHO teaching on the condition.

  Send an email to all midwifes with the new guideline attached.

  Offer a teaching session at clinical governance meetings.

A re-audit was undertaken which demonstrated improvement.
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2633 Actim PROM – a test 
to diagnose rupture of 
membranes prior to labour. 
(NICE)

In 2015, NICE published a new guideline for preterm labour and birth, 
and in it encouraged a new test for diagnosing Preterm Premature 
Rupture of Membranes (P-PROM) – an insulin like growth factor binding 
protein -1 test or placental alpha microglobulin -1 test of vaginal fl uid, 
such as Actim PROM. 

The service undertook an audit of Actim PROM to ensure new guidance 
was being followed and that consistent results were obtained. The audit 
found that two of the women from the P-PROM group and 17 from the 
PROM group would have been sent home and placed at increased risk of 
developing chorioamnitis and therefore sepsis, had they be diagnosed 
from speculum examination (previous standard) alone. 

As the new NICE guidance was followed in all cases no action plan was 
deemed necessary.

2637 National Patient Survey 
Programme: Maternity 2017

In the 2017 National Maternity Survey,  we are showing as ‘better’ than 
other trusts for:

  F8  Did the midwife or midwives that you saw appear to be aware of 
the medical history of you and your baby?

And ‘worse’ than other trusts for:

  B7   During your pregnancy were you given a choice about where 
your antenatal check-ups would take place?

  C12 Did the staff treating and examining you introduce themselves?

We are also shown as having a drop in our scores from 2015 to 2017 for 
the following:

  B4  Were you offered any of the following choices about where to 
have your baby?

  D8  Thinking about your stay in hospital, if your partner or someone 
else close to you was involved in your care, were they able to stay 
with you as much as you wanted? 

77 additional comments were made – 60 contained positive feedback 
and 41 contained negative feedback. Issues raised by three or more 
women were:

  Consistency of antenatal care – seeing the same midwife.

  Compassionate care/staff attitude.

  Monitoring in labour.

  Breastfeeding advice and help.

  Postnatal information.

2642 Colposcopy clinic patient 
survey

Results from this latest survey were overall very positive. 

The report was shared at the colposcopy business meeting and with 
individual consultants. No action plan was deemed necessary.
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2668 Audit of national guidance 
for investigation and 
management of Infl ammatory 
bowel disease

Overall care met national recommendations. Improvement was needed 
in time to diagnosis.

As a result of the audit, the following actions were identifi ed:

  Present fi ndings to Bristol and adult teams.

  Create a local register using the data collected.

  Set up a transition clinic with the adult team from December 2017. 

  Gather patient feedback and views to develop a local service.

  Liaise with other gastro leads in the South West to develop shared 
guidelines.

A re-audit was planned for September 2019.

2677 Induction of labour following 
caesarean section

The fi ndings of the audit are being incorporated into the new induction 
of labour guideline for the Trust, with the recommendation to use a 
balloon catheter for induction of labour after caesarean section as it 
appears to be safe and effective.

No further action was deemed necessary.

2706 Management of pelvic 
infl ammatory disease (PID) – 
re-audit

This audit found that:

  The service is good at testing and treating male partners as per the 
PID guidelines.

  Women documented as using contraception other than condoms has 
increased to 75% (from 63%) and 55% of women were using LARC.

  70% were offered a pregnancy test (up from 50%), but actually only 
one patient who was not offered one was not on LARC.

  Advice on abstinence remains high at 95%.

  Offers of follow up dropped slightly to 93% (from 97%) but 
attendance to follow up remains good at 90% (this includes 
telephone consultations).

  Discussions with health advisors remain consistently high quality.

Room for improvement was identifi ed around the consistency of 
treatment regimes and documentation. The audit was discussed at a 
service audit meeting and changes made already to standard treatment 
were confi rmed. A re-audit was planned for a year's time.

2707 Urinary tract infections in 
children and young people – 
audit (NICE QS36)

This audit was carried out in 2016. It also looked at compliance with 
the NICE recommendation that infants, children and young people 
presenting with unexplained fever of 38°C or higher have a urine sample 
tested within 24 hours. 100% of patients had a urine sample sent to lab. 
The Trust does not document risk factors for proven UTI infection. Risk 
factors are consistently recorded in outpatients. The audit fi ndings are 
to be discussed within the department to address contributing factors 
during inpatient stay.

An action plan was put in place to:

  Discuss audit fi ndings around documenting risk factors for UTIs.

  Audit discharge advice given to parents of children with UTIs.

Following on from these two actions it was agreed that further actions 
would be added to the plan if required.

2770 Endocarditis advice in 
paediatric cardiac patients at 
risk of developing endocarditis

The audit of notes found that we were poor in recording the advice 
given in correspondence. In response to this fi nding, a default statement 
is to be applied to all letters and deleted if not applicable. 

There will be a re-audit undertaken to hopefully highlight the successful 
change in practice.
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2785 Audit and service evaluation 
of transition in paediatric 
diabetes

Results from the patient satisfaction questionnaire were overwhelmingly 
positive, recommendations from the rest of the audit are as follows:

  Plan and discuss transition from a younger age i.e. more specifi cally 
to introduce topic at 14 years and to give transition ‘folder’ in clinic at 
14 years, with planned discussion at each annual review.

  Consider and plan further group education clinics and potentially a 
specifi c transition event.

  To consider reminders to reduce DNA rates.

2847 Audit of newly diagnosed 
children and young people 
with type 1 diabetes

This audit highlighted areas of good practise such as documentation 
of medical history, input from the diabetes teams and dieticians, 
appropriate laboratory investigations and use of insulin calculations. 

The agreed action plan to arise from this audit was:

  Psychologist review at diagnosis.

  Ensure all team members (specialist nurse, doctor, dietician, 
psychologist) are informed as soon as child admitted to the ward. 
Ward doctors and nurses to ensure this happens and to clarify on an 
updated guideline.

  Education check list to be included in the updated guideline, used 
whilst on the ward (by medical and nursing staff), and printed off for 
the medical notes once complete.

  Print off the guideline for the notes – would also ensure appropriate 
general care, nursing and monitoring whilst on the ward.
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