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Welcome to Northern Devon Healthcare NHS Trust’s 
(NDHT) quality account for 2018/19. 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 2019/20 and review our progress against the priorities 
we set out in the 2018/19 quality account.

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

1. Improving patient flow and managing our 
waiting lists

2. Implementing integrated governance

3. Strengthening the training and appraisal processes

Examples of improvements include:

 f Exceeding our agreed performance trajectories 
for referral to treatment, diagnostic and cancer 
waiting times

 f Reducing our 52 week waiters from 107 patients in 
August 2018 to 16 by the end of March 2019 

 f Cancelling fewer operations and keeping our delayed 
transfers of care rate and length of stay low despite 
an increase in admissions

 f Enhancing our approach to governance, with a 
focus on the values and behaviours all staff need to 
demonstrate in order to keep us safe

 f Strengthening of Trustwide processes for reporting 
incidents and undertaking investigations when things 
went wrong, implementing any learning from this 
and involving the patient or their families

 f The new mandatory training day was introduced 
which links to the core skills training framework. 
Clinical staff can now access resus, moving and 
handling, infection control and fire training all in 
one day

Welcome

James Brent 
Chairman

Suzanne Tracey 
Chief executive

June 2019

2018/19 was a challenging year and it is important 
that we recognise that our amazing staff have 
continued to go above and beyond to improve care 
under increasingly challenging conditions. We have 
taken some fantastic steps forward on our journey of 
continuous improvement this year, but we recognise that 
there is more to do to improve the quality of care our 
patients receive and we are committed to driving these 
improvements forwards. 

You can find 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.
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 f the data underpinning the measures of performance 
reported in the quality account is robust and reliable, 
conforms to specified data quality standards and 
prescribed definitions, and is subject to appropriate 
scrutiny and review

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

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

By order of the Board

 Date   

 Date   

The directors are required under the Health Act 2009 to 
prepare a quality account for each financial year.

The Department of Health has issued guidance on the 
form and content of annual quality accounts, which 
incorporates the legal requirements of the Health Act 
2009 and the National Health Service (Quality Accounts) 
Regulations 2010, as amended by the National Health 
Service (Quality Accounts) Amendments Regulation 
2011.

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

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

 f the performance information reported in the quality 
account is reliable and accurate

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

Statement of directors’ responsibilities in 
respect of the quality account

6/6/19

6/6/19

Chairman

Chief executive



Quality account 2018 / 19

5



Northern Devon Healthcare NHS Trust

6

Driving quality improvements in 2017/18

#EndPJparalysis
For 70 days between April and June 2018, we 
encouraged our inpatients to get up, get dressed 
and get moving with support from staff, helping 
our patients’ recovery. We asked patients to have a 
change of clothes and shoes brought in for them.

Our response to the challenge was fantastic, and 
teams across the Trust got behind the campaign, 
which resulted in NDHT being one of the most 
successful trusts in the country in terms of the 
numbers of patients getting up, dressed and 
moving. In fact, our work was highlighted in the 
#EndPJparalysis awards.

Enhancing support for 
patients living with 
dementia
In May the Trust appointed the 
first hospital based Admiral Nurse 
in Devon to support patients 
with dementia, their carers, 
families and staff at North Devon 
District Hospital. 

The Trust recognises John’s 
Campaign, which supports the 
right of carers and family to stay with patients with 
dementia in hospital.

Sleeping arrangements have been introduced onto 
each ward for carers, dementia crockery is now used 
to help patients identify their food better, and there 
has been a trial of hot options for finger foods to give 
dementia patients more choice at mealtimes.

The Trust launched a Dementia Café, which offers 
a place where people living with dementia, their 
carers and relatives can socialise with others in similar 
circumstances, and learn more about dementia and 
the local services available.
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The Snug on Lundy Ward
The Lundy Ward team were crowned the overall winners of the Enhancing Patient Dignity Award at the Nursing 
Times Awards for their work to create an adaptable and enhanced side room called The Snug. The Snug was created 
to give patients and their carers/families a more private, welcoming and dignified space when it is most needed – such 
as when patients are at the end of life, or when patients with dementia or a learning disability are admitted.

North Devon Integrated Diabetes service North Devon 
Integrated 
Diabetes Service 

All-Party Parliamentary Group for Diabetes

North Devon Integrated Diabetes Services project team

Some of the project team with HSJ Awards certificate

The North Devon Integrated Diabetes Service aims 
to make care more joined-up for patients between 
primary care (GPs) and secondary care (hospital 
doctors), and make sure patients have the tools they 
need to manage their condition. It is a partnership 
between the NHS (including diabetes specialists and 
GPs), patients, domiciliary care and the voluntary 
sector (including Diabetes UK).

The project team were shortlisted in the HSJ Awards 
2018. The Acute or Specialist Services Redesign award 
recognised teams that have successfully changed 
the way they deliver services to better meet the 
needs of patients.
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NHSquicker app
The NHSquicker app shows people in Devon and 
Cornwall up-to-date waiting times for the five closest 
emergency departments and minor injuries units, as well 
as how long it would take them to get there, based on 
the user’s location. 

The app was produced by the 
local NHS and the University 
of Exeter and was shortlisted 
in two national awards: the 
Health Service Journal (HSJ) 
Awards and the Times Higher 
Education (THE) Awards.

Get help to choose the 

right service and spend 

less time waiting

Find information 
about services 

close to you
Get up to date 

travel and waiting times

Download the 
free mobile NHSquicker app

In need of 
urgent NHS care 
across Devon 

and Cornwall??

Getting Medicines Right case 
study highlighted by NHS 
Improvement 
The Trust’s Getting 
Medicines Right 
project that has 
benefited our 
patients and reduced 
medicine waste 
was highlighted 
as a case study by 
our regulators, NHS 
Improvement.

The pharmacy and Medical Assessment Unit teams 
worked together to identify opportunities to improve 
the medicines management pathway for patients 
receiving acute, unplanned episodes of care. This work 
triggered other initiatives within NDHT to improve 
medicines management.

Stroke Café
Our Staples Ward team worked with the Stroke 
Association to launch a Stroke Café which runs every 
fortnight. The Café supports patients and relatives 
following initial diagnosis and helps them look towards 
discharge. The Café provides emotional support and help 
people access further support and information, including 
advice about caring for someone after a stroke and the 
Stroke Association stroke recovery service. Speech and 
language therapy is also available at the Café to support 
patients with any communication issues.
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SCBU achieves Unicef’s baby 
friendly accreditation
The Special Care Baby Unit team passed stage one of 
the Baby Friendly Initiative in Neonatal Services. The 
initiative has been developed by Unicef and successful 
completion demonstrates we have met their standards 
to support all mothers with feeding and to help parents 
build a close and loving relationship with their baby.

The SCBU team will continue working jointly with 
maternity services towards passing the stage two 
assessment, which we are aiming to achieve in 
autumn 2019.

Improving support for people 
who have experienced rape 
or sexual assault
NDHT provides 
sexual assault 
referral services 
across Devon, 
Cornwall and the 
Isles of Scilly. 

In February 2019, 
the Trust opened a 
new purpose built 
Sexual Assault 
Referral Centre 
(SARC) in Plymouth to provide support to people who 
have experienced rape or sexual assault.

The new SARC provides improved 24-hour access 
to services for adults and children. Services include 
immediate medical care, medical advice, crisis workers, 
forensic medical examination and onward referral 
to sexual health and independent sexual violence 
advisors (ISVAs).

The state-of-the-art adult forensic facility is 
complemented by a new website that provides clear 
advice, support and self-referral options for those who 
have experienced rape or sexual assault, which can be 
with or without the need for police involvement.

International accreditation 
for pathology team
The pathology service at NDHT has maintained its ISO 
accredited status following a series of assessment visits 
in autumn 2018. This accreditation from UKAS (United 
Kingdom Accreditation Service) means that the Trust’s 
medical laboratories have met international standards 
for quality.

The report highlighted that the service has a robust 
management and staffing structure, with a culture of 
continual quality improvement embedded across all 
staffing groups in the department.

NDHT launches nationally acclaimed Red bag scheme
NHS staff and care homes in North Devon have partnered up to 
improve the experience for people who are admitted to hospital from 
a care home, simply by using a red bag.

When a care home resident becomes unwell and needs hospital care, 
the care home staff will pack a dedicated red bag that includes their 
medication, clothes, toiletries and other personal items, as well as 
specially designed paperwork containing information about their 
health and personal items.

This bag travels with the resident and ensures that the hospital 
staff and resident have everything they need, making the handover 
smoother between care home, ambulance and hospital.
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Reducing hospital-acquired 
pressure ulcers
Teams across the Trust have put great efforts into 
increasing everyone’s awareness of the damaging impact 
of pressure ulcers and how they can prevent them.

Our pressure ulcer champions help to educate and support 
the other members of their teams with regards to pressure 
ulcers. This could be through teaching about the different 
categories of pressure ulcer, how to reposition a patient 
effectively, the causes of pressure damage or how to 
educate patients.

In March the Lundy Ward team achieved an astounding 
365 days without a patient acquiring a pressure ulcer 
when in hospital. They also achieved the biggest reduction 
in hospital-acquired pressure ulcers from last year.

Patient Voice group
A new group was set up to help us make sure the 
patient voice is at the heart of everything we do to 
improve cancer services. 

Through the Patient Voice group, patients who have 
first-hand experience of our cancer services can share 
their understanding and feedback in great detail. This 
information is both deeply personal and incredibly 
valuable, and it can help us improve our cancer services 
for all service users – patients, relatives and carers.

Learning from Excellence
Learning from Excellence was launched on Petter Ward 
as a pilot during 2018, with support from the quality 
improvement team. Learning from excellence (LfE) is a 
peer reporting system which supports us to document 
and focus on the things we’re getting right, in addition 
to the systems we have to help us learn from mistakes. 
This initiative formally recognises colleagues for 
excellence and spreads excellent practice.
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Contributing to research
The chief investigator of a national clinical research trial praised the sexual 
health team at NDHT for their ‘extremely valuable contribution’ to the study.

The safetxt study looks at whether sending text messages containing 
safer sex advice has an impact on preventing chlamydia and gonorrhoea 
infections. The sexual health team recruited to the study between 2016 and 
November 2018.

National Kitchen Table Week
The Trust joined Sign up to Safety members up and down the country 
taking part in National Kitchen Table Week. Our quality improvement 
team joined staff at our kitchen table event at South Molton 
Community Hospital to talk about patient safety.

CLIPS
Our ICU clinical educator and IV intravascular fluid 
CNS have been working on a project to improve the 
management and ongoing care of 
patients with central lines.

As part of this project, a Central Line 
Infection Prevention (CLIP) score 
was introduced across the Trust. This 
follows NICE guidance for the care of 
central lines.  

A sticker was developed for interim 
use with the inpatient drug chart to 
record the CLIP score, posters were 
produced for inpatient wards and 
flyers were shared with community 
staff.

Vygon (UK) Ltd, The Pierre Simonet Building, V Park, Gateway North, Latham Road, Swindon, Wiltshire SN25 4DL 
Tel: 01793 748800  Fax: 01793 748899  Email: vygon@vygon.co.uk  vygon.co.uk    @vygonuk    vygonuk    vygonuk    vygonuk   Copyright Vygon (UK) Ltd 2018  Content correct as of: 05/2018  Code: BUCC-BSP012

CRIT ICAL CARE

Central Line Infection Prevention Score (CLIPS)
Site appears healthy

Is one of the  
following evident?
• Pain near insertion site
• Erythema at insertion site
• Serous discharge

Any of the following
Insertion site:
• Inflammation (pain, redness,

swelling, induration, purulent
discharge)

Systemic symptoms with no 
other obvious source:
• Hyperthermia >38 °C /

Hypothermia <36 °C
• Chills with rigors especially when

flushing the line
• Raised CRP and/or abnormal WCC(>12.0 or <4.0)

Good 0

Caution 1

Immediate 
action 

required 2

No sign of infection 
Observe & record insertion site & score each shift

Possible insertion site infection
  Observe and record insertion site appearance & score each shift
   Take swab if red or discharge present, inform medical team 
   Drs to discuss with Microbiologist, if result is positive and continues to show signs of infection   Consider line removal & replacement

Insertion site infection +/- Catheter suspected blood stream infection   Stop using CVAD if possible
   Swab insertion site, escalate to medical team immediately
   Obtain paired blood cultures , peripheral (or arterial in ICU) & central venous access device.
   Obtain bloods for FBC, CRP
   Drs to discuss with microbiologist, initiate antimicrobial therapy if advised
   If line removed due to suspected infection, send tip for culture and sensitivity

Assessment Score Action
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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 identifies priorities for improvement on 
an ongoing basis, in partnership with service users, 
carers, staff and partners from their feedback, as well 
as information gathered from incidents, complaints 
and learning from the Care Quality Commission (CQC) 
findings and other assessments and reviews.

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 
engaging with our service users and workforce to help 
us to deliver high quality care and sustainable services 
effectively and efficiently. We will continue to seek every 
opportunity to obtain their views on our services and the 
care that we provide.

In July 2018, the CQC visited the Trust and recognised 
the progress that had been made since the inspection in 
October 2017. Following this visit, the Trust implemented 
a Trust-wide quality improvement programme to address 
the areas where further improvements were needed. 

Some large, complex projects were implemented to 
improve the processes, procedures and patient pathways 
in all areas which are now embedding and showing 
the required improvements. To ensure the sustained 
progress of the projects they are monitored through the 
governance structure to provide assurance to Trust Board 
of continued improvement.

The next step in the improvement programme is 
to progress the three priorities chosen for 2019/20, 
these are:

 f Promoting patient involvement and feedback

 f Promoting staff health and wellbeing

 f Improving discharge communication and 
effectiveness

As we implement improvements in these three priority 
areas, we will test and challenge the improvements 
to ensure they continue to achieve the intended 
benefits. We will continually monitor outcomes through 
established processes, such as national and local surveys, 
audits, complaints, plaudits, incident investigations and 
the learning we take from any errors.

We will continue to explore more creative  methods of 
gathering patient feedback on these improvements, in 
addition to the established patient surveys carried out 
by volunteers and the Friends and Family Test which we 
promote at all opportunities. 

The Trust Board will be kept fully up to date of these 
improvements though the new governance structure 
and processes which are now in place, which was one of 
our priorities for 2018/19. We will continue to work to 
fully embed these governance processes during 2019/20. 
We will provide assurance through regular reports and 
accurate monitoring and through escalating any issues 
identified. The Board is focussed on providing excellent 
care to our patients and their families and will monitor 
the projects prioritised for 2019/20 against the goals we 
have set.
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Priorities for improvement in 2019/20

1. Promote patient involvement and feedback 
What are the issues?
As a Trust we have recognised the need to increase 
the involvement of patients and carers. We want to 
build collaborative relationships working with patients, 
service users, carers and the public. Increased patient 
involvement is a key enabler to helping the Trust achieve 
its vision, ‘delivering high quality and sustainable services 
that support your health and wellbeing’. 

We participate in many national surveys and carry out 
many local surveys in order to obtain feedback from 
patients and carers, however we recognise that we 
need to strengthen the way we use and build upon this 
information to inform our future service development.

Why is it a priority?
The Trust’s quality improvement plan recognises the 
importance of patient and carer involvement and 
feedback in supporting us to put patients at the centre 
of all we do. 

We want to ensure we are shaping and developing our 
services in a way which meets the needs of our local 
communities, and learns from positive and negative 
experiences. We can only do this through ensuring we 
are taking every appropriate opportunity for patient 
involvement and feedback, and through ensuring that 
we are using this feedback in the best way to help 
inform us about how we need to develop our services.

How did we do in 2018/2019?
We recognised the need to further opportunities for 
patient involvement and as a Trust we have invested 
additional resource to support this. A matron for patient 
experience role has been created, with a key function of 
the role being the development of this priority during 
2019/20. The Trust already has a well-established process 
for collating ward-based real-time patient feedback 
using volunteers, which gives a snapshot of daily 
experience.

What do we need to do in 2019/2020?
Throughout 2019/20, we will be reviewing how 
we involve patients and we will be developing the 
Trust-wide patient experience and involvement strategy. 
This will include the development of patient voices 
forums, where we can listen to patients and learn from 
their experiences, and where patients can describe their 
experiences in more depth than through other routes, 
such as surveys, providing us with more detailed insight 
to support service development. We also aim to increase 
the number of patient involvement activities happening 
across the Trust. 

We will be exploring how we can enhance the 
patient voice at speciality, divisional and Board level 
to ensure the patient voice is represented at all levels 
of the organisation. The establishment of the patient 
experience committee (PEC) is the first step in this 
process and this will be supported through the review 
and relaunch of the patient experience and involvement 
strategy, which will be informed by and monitored by 
the PEC.

The Trust has committed to increasing the amount 
of feedback we receive from patients with a plan to 
increase our Friends and Family Test response rates 
to 25% during the year. This is ambitious given the 
national position on the Friends and Family Test, 
but demonstrates our commitment to learning from 
feedback received. The matron for patient experience 
will be working with the teams to ensure widespread 
learning from feedback received.

How we will monitor progress?
The Trust’s patient experience committee will have 
oversight and responsibility for monitoring progress with 
this priority through their meetings and it will form part 
of their workplan for the year. 

We will continue to monitor the feedback we receive 
and we will be analysing the information to ensure we 
use it to improve the experience of patients and carers 
using our services. Friends and Family Test response rates 
will be monitored at divisional level with reporting and 
oversight through the patient experience committee. 

The patient experience committee will oversee the 
patient involvement activity taking place across the 
Trust, including the patient voices forums and any 
other activities.
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2. Staff health and wellbeing 
What are the issues?
We recognise that staff are our most valuable asset and 
every day they are delivering excellent care in sometimes 
challenging situations. We recognise that investment in 
our staff is key to the success of the organisation. The 
2018 national staff survey demonstrated that NDHT 
performed very well with staff feeling motivated at work 
and feeling able to contribute towards improvements 
at work. It did however identify that staff felt under 
pressure to come to work and there was a feeling that 
there were not enough staff to do their job properly.

Why is it a priority?
 f We want to ensure that all staff feel valued and well 

supported so they can undertake their job roles to 
the best of their ability

 f We want to work with staff to learn from the staff 
survey results so we fully understand and develop the 
areas for improvement 

 f Ensuring we value our staff through meaningful 
engagement is a key component of the Trust’s quality 
improvement plan

How did we do in 2018/2019?
We recognised the need to develop our approach to 
engagement with staff and  how we show that we 
value the work they do following the staff survey 
results. Staff are telling us there are some clear areas for 
improvement we need to focus on, including reducing 
stress at work and reducing the pressure staff members 
put themselves under to come to work. The Trust already 
has a well-established health and wellbeing team who 
are supporting this work.   

What do we need to do in 2019/2020?
We want to be an employer of choice and recognised for 
how we value and support staff so they have the best 
possible experience at work. In order to achieve this, 
we must involve staff and use the feedback received to 
understand how we best support teams and individuals. 
Over 2019/20 we will be reviewing how we enhance staff 
experience and developing a staff engagement plan, 
which will be supported by the people strategy.

How we will monitor progress?
The Trust will monitor the progress around this priority 
through the workforce governance committee. We 
hope to see an improvement in the 2019 national staff 
survey in the areas identified as requiring improvement. 
In addition to this we would expect to see a reduction 
in our staff turnover rates which are monitored on a 
monthly basis.

3. Discharge communication and effectiveness
What are the issues?
Following a review of patient feedback, incident data 
and quality metrics, we have identified that there are 
improvements to be made in the communication leading 
up to and after patients are discharged. Most notably, 
there is a delay in discharge summaries being written 
and shared with the patient and primary care.

Why is it a priority?
 f To ensure timely exchange of information between 

acute and community services

 f To support collaborative discharge planning between 
acute and community staff

 f To ensure information about the patient is up to date 
and accurate for other health professionals to use

How did we do in 2018/2019?
We recognised the need improve communication 
with patients and carers at every interface with the 
organisation, with discharge summaries being a 
particular area of focus. We also recognise that we need 
to consider how we write to ensure we are writing for 
patients rather than clinicians.

What do we need to do in 2019/2020?
We are currently undertaking a focused review of 
discharge communication with a view to enhancing 
timeliness, improving the setting and monitoring of 
realistic timeframes and enhancing the quality of 
communication.

How we will monitor progress?
The timeliness of discharge summary production will 
be monitored via the divisional performance assurance 
meetings. 

Patient feedback will continue to be monitored to 
identify any recurrent themes with regards to discharge 
communication.  
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The Trust has an annual patient safety programme 
which is led by the chief nurse and delivered by the 
patient safety operational group (a sub group of the 
safety and risk committee), chaired by the head of 
quality and safety. The patient safety programme has 
been developed in consultation with clinical staff and 
following review of incident data. The programme 
has been agreed and supported by the governance 
committee. 

Improving management of sepsis and 
embedding NEWS2
The Trust has developed a clear process for early 
identification of patients with sepsis in the emergency 
department and admission areas and these areas 
continue to work to ensure patients are screened and 
treated in a timely way. It has been recognised that 
increased education and training is required for the 
inpatient ward areas and community nursing teams. 
Following the implementation of NEWS2 in February 
2019 we will look to further improve and embed the 
process of early identification and timely treatment to all 
patients when required. 

This will be achieved by ensuring sepsis training is an 
integral component of registered nurses’ and junior 
doctors’ ongoing training, delivered as part of the junior 
doctor induction and registered nurses’ annual update. 
In addition to this, the resuscitation and outreach team 
will provide teaching as required. We will also develop a 
clear process for auditing sepsis and NEWS2. 

Patient safety programme 2019/20

Local safety standards for invasive 
procedures (LocSSIPs)
National safety standards for invasive procedures 
(NatSSIPs) were created by NHS England to bring 
together national and local learning from never events, 
serious incidents and near misses in order to help NHS 
trusts provide safer care to patients. In 2015, NHS 
England published a set of NatSSIPs to be modified 
for local use to produce LocSSIPs. LocSSIPs provide 
a standard procedure to be followed for invasive 
procedures carried out within hospitals, clinics and 
community settings. 

Over the past two years, the Trust has been working to 
implement LocSSIPs where appropriate. This has been 
added to this year’s safety programme to enable a deep 
dive to ensure we have clear LocSSIPs in place for all 
areas where they are required. In addition to this, a clear 
process will be defined to ensure all LocSSIPs receive 
scrutiny at specialty governance level and that there is 
an opportunity for simulation of the plans if required. 

Improving pressure damage rates (grade 1)
Pressure ulcer prevention has been a key patient safety 
issue for NDHT for a number of years. There has been 
an overall increase in the number of grade 2 pressure 
sores being identified. As a result, we are committed 
to ensuring the early identification of any pressure 
damage, notably grade 1, to enable us to intervene and 
stop progression. The Trust tissue viability team will be 
looking to achieve this within their ongoing work plan 
and through changing the way they work to provide 
an increased level of ward based support (within the 
acute Trust). A trajectory for improvement is currently 
being set and will be monitored via the patient safety 
operational group.
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Participation in clinical research 

It is a requirement that all NHS organisations, regardless 
of size, offer their patients the opportunity to be 
involved in high quality research. At NDHT we take this 
commitment very seriously. For the last five years we have 
significantly increased the breadth and intensity of the 
studies we are involved with.

In 2018/19 we were successful in obtaining one year’s 
funding for an allied health professional fellowship. This 
post has been filled since October 2018 and in that time 
the Trust has submitted its first National Institute for 
Health Research (NIHR) grant application.

976 patients (against a target of 560) receiving relevant 
health services provided or sub-contracted by NDHT in 
2018/19 were recruited during that period to participate 
in research approved by a research ethics committee.

We currently have more than 35 principal investigators 
within our Trust from a variety of professions, including 
non-medics working within their clinical teams. The 

research and development team supports research in the 
Trust from teams who are only just starting to become 
involved in research to teams with patients that have 
been in studies for over five years.

For the fourth year in a row we have significantly 
exceeded our annual target for recruitment to studies. 
We have continued to focus on balancing the proportion 
of patients we recruit to interventional studies (where 
patients are offered a new treatment) with observational 
studies (where patients are watched for clinical response 
or side effects). In 2018/19 we recruited 18% of our 
patients to interventional studies. 

The Trust’s involvement with the NIHR and the 
recruitment of patients to studies adopted onto their 
portfolio has contributed to a number of publications. 
Participation in clinical research demonstrates the Trust’s 
commitment to offering our patients the very best care 
possible, and to improving knowledge and understanding 
for the wider benefit of the entire healthcare community.

Review of services

During 2018/19 NDHT provided and/or sub-contracted 
more than 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.

Participation in clinical audits

During April 2018 to March 2019, 63 national clinical 
audits and seven national confidential enquiries covered 
the NHS services that NDHT provides. During that period 
NDHT participated in 71% (44) national clinical audits 
and 70% (five) of national confidential enquiries of 
the national clinical audits and national confidential 
enquiries which it was eligible to participate in (these are 
shown in Annex A).

The national clinical audits and national confidential 
enquiries that NDHT participated in, and for which data 
collection was completed during April 2018 to March 
2019, 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.
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Goals agreed with commissioners

A proportion of NDHT’s income in 2018/19 was 
conditional on achieving quality improvement and 
innovation goals agreed between the Trust and any 
person or body we entered into a contact, agreement 
or arrangement with through the commissioning for 
quality and innovation (CQUIN) payment framework. 
More information about CQUIN is available at: 
www.england.nhs.uk/nhs-standard-contract/cquin/
cquin-19-20/

Further details on the agreed goals for 2018/19 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

NDHT is required to register with the CQC and its current 
registration status is registered with no conditions.

The Trust has 16 locations currently registered to 
undertake various regulated activities to include:

 f Diagnostic and screening services

 f Family planning

 f Management of supply of blood and blood derived 
products

 f Maternity and midwifery

 f Surgical procedures

 f Termination of pregnancy

 f Treatment of disease, disorder or injury

The locations we have registered are:

 f North Devon District Hospital

 f Barnstaple Health Centre

 f Bideford Community Hospital

 f Dental Access Centre – Heavitree Hospital

 f Franklyn House

 f Hawkins House and Kew Court 

 f Holsworthy Community Hospital

 f Ilfracombe Hospital

 f Litchdon Medical Centre

 f Lynton Resource Centre

 f Newton Abbot Community Hospital

 f South Molton Community Hospital

 f Short Term Service, St Georges Road

 f Walk-In Centre, Sidwell Street

 f Torbay Castle Circus Health Centre

 f Torrington Community Hospital

The Trust did not participate in any special reviews or 
investigations by the CQC during 2018/19.

The Trust underwent an unannounced follow-up 
inspection in July 2018. This inspection was focused 
solely on the improvements required as detailed within 
the Section 29A warning notice received after the 
October 2017 core service inspection.

The Trust had made some progress in addressing the 
concerns and improvements were seen by the CQC 
but some of the systems were not fully embedded and 
further work was needed to meet the full requirements 
of the Section 29A warning notice, however no further 
warning notice was issued.
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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. Significant improvement 
was required in maternity, outpatients and urgent and 
emergency care.

Action taken by the Trust 

Maternity

During the follow up inspection in July 2018 the CQC 
found that incident investigations had improved 
and specialists for all different professional groups 
contributed to the reviews and identified improvements. 
The response of medical staff to requests to review 
patients’ care needs had improved with good 
communication and interaction between doctors and 
midwives.

Leaders had begun to develop a vision and strategy for 
maternity care with an improved governance framework 
to assure and evaluate the quality of maternity care. 
The leadership team were visible, approachable and 
supported staff to do their work with an overall 
improvement in culture within the service. A long term 
strategy for consultant job plans had been developed.

However further improvements were required in 
using incidents and adverse events as part of service 
risk assessments alongside improving mandatory and 
service specific training. Work on embedding the 
new governance structure, accurate risk register, new 
investigation processes and learning from incidents 
and complaints, a new audit programme and robust 
guideline production system are all now evident and 
being used on a day to day basis.

End of life care

During the inspection in July 2018 the CQC found 
improved oversight, audit and assessment of the end of 
life services as well as improvements in the governance 
structure. They found that concerns and issues could 
be routinely identified and there were systems for 
maintaining accurate and completed detailed records of 
patients using the end of life care service. They found 
comprehensive advance plans of care detailing patient 
choices for now and at the end of their life and that 
patient care needs and preferences were known and 
met by the service.

However an audit schedule was needed to ensure all 
audits were planned and the actions were implemented, 
which is now in place and reviewed as part of a 
workplan at the end of life steering group meetings.

Outpatients

The Trust was better sighted on waiting lists with 
weekly meetings to review patients in detail alongside 
weekly monitoring of data quality issues. Additional 
clinics were being added to lower the waiting lists and 
ophthalmology was improving the service with different 
project workstreams.

However, the Trust was still underperforming against 
referral to treatment times and patients were waiting 
for long periods of time. Trauma and orthopaedics had a 
high number of patients waiting over 52 weeks.

New harm reviews had been implemented for patients 
waiting over 40 weeks to include risk assessments 
and the culture and morale of staff on the Seamoor 
chemotherapy and day treatment unit has improved 
which is improving the safety of patients. Since the 
inspection, there has been a significant reduction in the 
number of patients waiting over 40 and 52 weeks.

Urgent and emergency care

At the time of the inspection in July 2018 the emergency 
department was undergoing refurbishment work on 
the new department entrances and there was a build up 
of dust in the area, and therefore no improvement was 
identified from the first inspection.



Quality account 2018 / 19

21

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 2017

Good

Jul 2017

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 North Devon District Hospital

Ratings for the whole trust

Safe Effective Caring Responsive Well-led 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 combined trust

Safe Effective Caring Responsive Well-led Overall

Acute

Requires 
improvement 
 

Oct 2017

Requires 
improvement 

 
Oct 2017

Good
 

Oct 2017

Requires 
improvement 
 

Oct 2017

Requires 
improvement 
 

Oct 2017

Requires 
improvement 
 

Oct 2017

Community
Requires 

improvement
Jul 2014

Good

Jul 2014

Good

Jul 2014

Good

Jul 2014

Good

Jul 2014

Good

Jul 2014

Overall trust

Requires 
improvement 
 

Oct 2017

Requires 
improvement 

 
Oct 2017

Good


Oct 2017

Requires 
improvement 
 

Oct 2017

Requires 
improvement 
 

Oct 2017

Requires 
improvement 
 

Oct 2017
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The Trust’s data quality in respect of external reporting 
has been maintained at a high standard despite the 
challenges of implementing the replacement patient 
administration system (PAS) and electronic health 
record (EHR).

Problems in data collection and extraction have 
resulted in a number of alternative approaches having 
to be developed to secure the relevant data needed. 
Extraction of data has been challenging and new 
technology has been needed to ensure that data 
continues to be available.

One of the more challenging areas has been the 
ability of the application supplier to respond to new, 
mandated data requirements in a timely manner. One 
example is the requirement for the emergency care data 
set mandated from October 2018 which can only be 
collected in a future version of the application which is 
still in test and has failed acceptance testing so far.

Clinical coding throughout has also been impacted due 
to the additional tasks needed to code an episode within 
the embedded clinical encoder. Whilst this does not 
detract from the accuracy of the coding it reduces the 
volume of coded activity data available for performance 
monitoring until later in the month.

The Trust reviews data quality using dashboards 
available from both SUS and Dr Foster formally through 
its data quality assurance group on a bi-monthly basis. 
Problem areas are identified, investigated and remedial 
action taken.

The Trust’s current approach is to roll out the full 
electronic health record across the Trust. This would 
ensure all users share one definitive source of patient 
information for all acute activity.

The community system is used to capture activity data 
for the Trust’s community-based services. A small number 
of niche applications are also deployed within specialist 
services where required e.g. dental and sexual health.

The Trust utilises data in operational scenarios for 
scheduling and booking appointments, recording 
episodes, managing waiting lists and outpatient 
attendances and a range of administrative tasks. Data is 
also exported to and integrated within the Trust’s data 
warehouse. 

The data warehouse will form the central repository 
for all Trust non-operational data requirements such 
as performance monitoring, clinical audit/research, 
contracting, commissioning and central returns.

Data quality

Investment in information systems has been considerable 
since 2015 with a number of significant developments:

 f Implementation of the electronic health record

 f Implementation of the community health record

 f Implementation of a medical notes tracking system

The Trust is reviewing all of the current information 
system developments in the light of closer working 
arrangements within the STP community to ensure the 
best possible care for patients, value for money and the 
sharing of data.

A number of task and finish groups have been 
embedded within clinical teams to ensure that staff have 
sufficient training to maintain data quality. The data 
quality team also provides a range of internal reports to 
ensure teams are aware of the standard of data quality 
being achieved.

Data is assured in a number of ways including:

 f Validation by the application at entry level. If 
incorrect or non-valid data is entered, the application 
will alert the user.

 f A range of reports are prepared and distributed by 
the data quality team for action e.g. non-outcomed 
outpatient reports.

 f The performance team extensively review RTT data 
using a variety of data sources.

 f High level data quality indicators are formally 
reviewed – Dr Foster, SHMI, SMR and SUS dashboards 
and reports by the appropriate group or committee.

 f Data quality and coding audits are undertaken 
regularly.

 f Poor quality data is alerted to senior managers 
via the information governance steering and data 
quality groups and there is Board scrutiny of these 
groups’ minutes. 

 f The training department is alerted to data quality 
issues and remedial plans developed.

 f Information governance training at induction 
emphasises the importance of good quality data and 
this is refreshed annually.

 f Data being transferred to the Trust’s data warehouse 
is validated during the transfer process in addition 
to the initial entry into the electronic health record 
system. 

 f Production of activity data for contracting and 
costing purposes contains an initial validation process 
undertaken by operational staff familiar with the 
data. Issues are fed back to the information analyst 
responsible for the data production.
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Information governance toolkit 
attainment level

The Trust's toolkit declaration on 29 March 2019 
identified 25 assertions that had not been completed 
and our information governance assessment score is 
75%. We have an improvement plan agreed with NHS 
Digital to resolve these.  

These deficiencies comprise five major areas of data 
protection and security: 

 f Information asset register [five]

 f Data protection by design and default [two]

 f Data protection impact assessments [three]

 f Training and training needs analysis [seven] 

 f Software listing (incl. unsupported) [four].

Less significant areas include: 

 f Spot checks (cyber and IG teams) [two]  

 f Audit - pseud/anon/de-ident [two].

An action plan to tackle these deficiencies was presented 
to the information governance steering group in 
the week beginning 1 April 2019. The information 
governance steering group meets every two months and 
will review and oversee this action plan. 

In addition the DPO will review progress at monthly 
intervals to ensure early identification and resolution of 
any issues.

Data quality metrics 
For 2018/19, the latest published data submitted to the 
NHS Digital secondary uses service was for March 2019, as 
follows:

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

(i) Valid NHS number is 99.8%, and

(ii) General medical practice code is 99.7%

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

(i) Valid NHS number is 99.9%, and

(ii) General medical practice code is 99.8%

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

(i) Valid NHS number is 99.3%, and

(ii) General medical practice code is 99.6%
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Clinical coding is used to record morbidity data for 
operational, clinical, financial and research purposes. It 
is currently carried out using ICD-10 diagnosis and OPCS 
4.8 procedure classifications. 

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 qualification) which provides 
assurance that the clinical coding is being carried out to 
a high standard.

2018-19 was a challenging year for the department 
following several changes to staff and processes. Tthe 
Trust and wider community are to be reassured that 
despite these challenges the data reported at NDHT is 
accurate and reflects the activity that is taking place.

The department also has an NHS Digital terminology 
and classifications delivery service qualified 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 
fit for purpose.

During 2018/19, several audits took place and a report 
was produced at the end of the financial year to comply 
with the data security and protection toolkit (DSPT) 
requirements.

The audit was performed on a random sample of 200 
FCEs (finished consultant episodes) from July 2018 to 
September 2018 according to the clinical classifications 
service audit methodology version 12.0. The selection 
chosen by the Trust consisted of a mix of specialties 
across the whole team of coders.  

General findings
The clinical coding audit carried out at the Trust was 
by our in-house NHS Digital Registered Clinical Coding 
Auditor and not by the Audit Commission. The overall 
results for the clinical coding audit are as follows.

Percentage 
Achieved

DSPT Advisory 
Target

Primary diagnosis 95.00% >=95.00%

Secondary diagnosis 92.16% >=90.00%

Primary procedure 96.00% >=95.00%

Secondary procedure 90.38% >=90.00%

This result places the Trust at the DSPT advisory level. 
This is equivalent to the previous IG level 3. The Trust has 
continued to improve on the figures achieved in 2015/16, 
2016/17 and 2017/18.

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

The clinical coding department has good links with 
the various specialties within the Trust and also carries 
out specialty audits, with feedback to lead clinicians, 
to validate the coded data. 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 is 
being addressed through continued training, support 
and development. It should be borne in mind that 
the audit sample only represents a small proportion 
of episodes and the findings 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, there 
continues to be 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: 

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

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

 f Maintain clinical coding training and receive 
refresher training as mandated by the clinical 
classifications service

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

Clinical coding
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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 2018 and March 2019. 

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

Between April 2018 and March 2019, 682 patients 
died in hospital. This comprised the following number 
of deaths which occurred in each quarter of that 
reporting period:

151 in the first quarter

139 in the second quarter 

197 in the third quarter

196 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 figure.

270 case record reviews and six serious incident 
investigations are underway on deaths which have been 
counted in item 1. one death has received a review and 
as a result an investigation is underway.

The number of deaths in each quarter for which a case 
record review or an investigation was carried out was: 

94 in the first quarter 

85 in the second quarter

80 in the third quarter 

16 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. 

During 2018/19 there weresix deaths that fell within this 
category or 0.88% of total deaths. All of which were 
subject to a serious incident investigation. 

To broaden learning from cases where patients die in 
hospital, the Trust has adapted its reporting this year 
in line with the neighbouring Royal Devon and Exeter 
NHS Foundation Trust. It uses an adapted version of 
the Royal College of Physicians’ National Mortality Case 
Record Review Programme methodology known as the 
‘Structured Judgement Review’.

Following reviews specialty mortality and morbidity 
groups discuss cases where poor care and/or the 
possibility of avoidability have been identified to extract 
learning and identify any appropriate actions. Speciality 
meetings report into the mortality and morbidity 
group which subsequently reports into safety and risk 
committee which is a sub-committee of the Trust Board 
for assurance.

The Trust not only review avoidability of death but also 
quality of care for dying patients. The tables below 
represent a summary of these finding.

Quality of care

2018 
/19

Hogan Quality Scale
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Q1 36 49 6 1 0 1 93

Q2 18 58 2 2 0 2 82

Q3 12 61 2 2 0 3 80

Q4 7 6 2 0 0 0 15

Total 73 174 12 5 0 6 270
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Problems identified in care 

The mortality reviews identified five cases with 
indications of poor care. Two of these are due to be 
subject to a follow up review and may be re-scored. 
For the five cases, a total of 11 areas of care were 
highlighted. These are shown in the table below:
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Problem in 
assessment, 
investigation or 
diagnosis  (including 
assessment of 
pressure ulcer 
risk, venous 
thromboembolism 
(VTE) risk, history of 
falls)

3

Problem in clinical 
monitoring 
(including failure to 
plan, to undertake, 
or to recognise and 
respond to changes)

3 1 2

Problem in 
communication

1

Problem in 
recording cause 
of death; referral 
for post mortem;  
care following a 
patient's death; 
or care of the 
bereaved

1

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

End of life care

The Trust’s mortality review proforma includes questions 
on the quality of the end of life care that patients 
receive. Reviews have picked up issues in the timeliness 
of end of life care planning and communication.

Deaths in low risk diagnosis groups 

A review of 12 months of deaths in this group 
highlighted the death of a patient with necrotising 
fasciitis. The perception of the clinical teams from ED 
to the general wards was the incidence of necrotising 
fasciitis was greater in North Devon than seen in other 
localities. The clinical teams raised this through the 
infection prevention and control group with Public 
Health England who confirmed there was an increase in 
the infection across the South West.

The case was discussed extensively at the critical care 
and anaesthetics and trauma and orthopaedics speciality 
governance meetings and then presented again at the 
planned care clinical governance meeting where there 
was considerable debate and the crucial learning was 
based around early recognition and surgery.

Nursing home admissions/readmissions  

There was a perception from the ambulance service 
that it was inappropriate for primary care to request 
readmission for patients from nursing homes who had 
treatment escalation plans (TEP’s) in place. This was 
debated in several forums.

Diagnostic Investigation

Through the mortality reviews and in triangulation with 
incidents and complaints, the Trust was aware there was 
a risk of requested diagnostic investigations and reports 
not being reviewed and acted upon due to the current 
systems not being supported electronically.
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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).

End of life care

 f Hospice based clinical nurse specialists have started 
working at the Trust as part of the new supportive 
palliative care service.

 f Advance care planning information for patients and 
the public has been displayed on screens in hospital 
settings and at Barnstaple and Bideford libraries. 
Booklets, DVDs and posters have been sent out to GP 
surgeries in the local area.

 f A new advance care planning e-learning module 
has been added to the schedule of training to be 
completed by clinical staff.

 f Processes for communication between the acute 
hospital and community nurses when patients in 
the dying phase are discharged have been improved 
improved by rolling out priorities of care integrated 
record for last days of life which follow the patient. 

 f A leaflet for community services on end of life care 
has been produced.

 f In addition to the new ‘Snug’ on Lundy ward the 
concept has been rolled out across all wards. The 
wards are providing various facilities for end of 
life patients and their families, friends and carers, 
including food vouchers and open visiting.

 f Presentations on TEPs have been given at the Grand 
Round and surgical governance days. Feedback is 
now being given to staff individually when TEP 
completion appears to have been unduly delayed.

 f The Trust’s end of life policy and advance care plan 
have been updated.

Deaths in low risk diagnosis groups 

The symptoms of the next case with necrotising fasciitis 
who presented in the emergency department was 
recognised and acted on very quickly involving several 
clinical teams with a good outcome for the patient.

Nursing home admissions/readmissions

The clinical teams across all emergency admissions felt 
that in some cases it would be totally appropriate to 
transfer a patient from the nursing home with an active 
TEP to an acute Trust for assessment and treatment i.e. if 
they fallen and a fracture had occurred requiring surgery 
or analgesia. The Trust continues to maintain awareness 
of trends in admission from residential care settings.

Escalation of patients at risk of 
deterioration and treatment escalation 
plans 

The Trust has successfully implemented the National 
Early Warning Score 2 system which is very similar to our 
existing scoring system with the following changes:

 f Urine output will no longer be included in the 
numerical score. It will still be recorded as it is a good 
indicator for patient deterioration and aid clinical 
judgments and will trigger a response for nurses and 
doctors, but it will not contribute to the overall score. 

 f There will be an improved scoring system that is 
based on evidence-based medicine for patients with 
a low SpO2 who have a clinically recommended and 
prescribed oxygen saturation range of 88–92% e.g. 
COPD. A separate blue observation chart will be 
developed for these patients.

 f Patients who are targeted at 88-92% saturations will 
now score if above these saturations and on oxygen. 
This is to make us turn oxygen off on these patients.

 f The scores at which we escalate and the frequency of 
monitoring patients will also alter.

 f Values will now be written on the observation chart 
instead of dots and crosses.

 f The NEWS2 scoring will also be used on paediatric 
patients between the ages of 16 and 18.

 f Independent clinical reviews of incidents and 
mortality reviews will be reported to identify themes 
and any issues.

 f Through speciality mortality reviews we can confirm 
if general treatment escalation plans (TEPs) have 
been utilised with ceilings of care and NFR status 
implemented appropriately.

New governance structures and processes 

As a result of a wider governance review, the Trust has 
implemented and established speciality governance 
meetings which include mortality and morbidity 
reviews. Presentations, discussions and action planning 
are undertaken at the speciality governance meetings 
and any learning or actions are identified and either 
escalated to the divisional governance, mortality and 
morbidity group and/or the safety and risk committee 
depending on the level of risk and/or severity of harm. 
The Trust have invested in band 5 divisional governance 
co-ordinators who support the divisional clinical teams

The divisional governance group are working towards 
standardisation of mortality reviews to ensure local 
speciality and Trust-wide learning takes place and is 
evidenced appropriately.
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Diagnostic Investigations

In response to concerns regarding diagnostic 
investigations, the Trust has acknowledged the risk and 
has mitigated it where possible, with each speciality and 
responsible consultant agreeing a process to ensure all 
diagnostic investigations requested are reviewed and 
actioned in a timely way that is auditable until a suitable 
electronic system is in place.

Focus on Sepsis recognition of deterioration 
and escalation

The Trust continues to focus on sepsis awareness through 
the clinical leads, clinical educators and outreach 
and resuscitation. Further training and study sessions 
are planned through workforce in the recognition, 
escalation and treatment of sepsis.

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

End of Life Care

The actions listed in item 5 are the latest in a series of 
improvements that the Trust has undertaken to improve 
end of life care. An analysis of trends in mortality review 
findings of deaths from April 2017 onwards appears to 
show that in 2018/19 there were improvements in:

 f End of life care planning

 f Preferred place of death recording

 f Symptom control at the end of life

 f Communication about the dying phase

A thank you letter received by the Trust has indicated 
that attempts to make end of life care everyone’s 
business have had an impact. The letter was from a lady 
whose husband had recently died at NDDH. It contained 
praise for the housekeeping staff, night receptionist and 
nursing staff involved in his care.

Deaths in low risk diagnosis groups

The patient returned home to their young family and is 
rehabilitating well and about to undertake a sponsored 
walk to raise money for the Trust.

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.

146 inpatient deaths and still births from the 
previous reporting period (2017/18) had reviews and 
investigations carried out following the completion of 
last years quality account on 25 April 2018.

Of the above 144 cases received case record reviews. 
Two deaths received care record reviews and serious 
incident investigations.

One neonatal death and one still birth have not 
received case record reviews but have had serious 
incident reviews.

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.

During 2017/18, there were four deaths that were 
judged more likely than not to be due to problems 
in care. This figure includes all the serious incident 
investigations, two of which also received structured 
judgement reviews.

All deaths receiving serious incident reviews have been 
included in this count.

To broaden the learning from cases where patients die 
in hospital, as outlined in item 3, the Trust has adopted 
the Royal College of Physicians’ National Mortality Case 
Record Review Programme methodology known as the 
‘Structured Judgement Review’.

 

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.

 0.47% is the revised estimate of the number of total 
deaths in 2017/18 with greater than a 50% probability 
of being avoidable` and is based on the four patients 
identified in item 8 or 2.02% of deaths reviewed and 
investigated. No avoidable deaths have been identified 
for the year April 2017 to March 2018 in the previous 
quality account.

2017 
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Q2 20 35 4 3 0 2 64

Q3 32 50 5 4 0 3 94

Q4 39 59 8 3 0 0 109

Total 116 182 18 12 0 10 338
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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 2018/19.

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

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

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

The expected SHMI is 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

2018 / 2019 0.9977 2 (as expected)

2017 / 2018 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:

%

2018 / 2019 31.4

2017 / 2018 32.6

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

Hip 
replacement 
primary

Too few to 
quantify

0.488629
April 18 – 
December 
18Knee 

replacement 
primary

Too few to 
quantify

0.345079

 
Groin hernia 0.083733 0.0885427

April 17 – 
December 
17

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

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%
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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

2018 / 2019 80% 95.6%

2017 / 2018 77.8% 95.3%

The highest rate nationally for 2018/19 was 100% and 
the lowest rate was 54.86%. 

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

Year

C. difficile 
infection 
rate per 

100,000 bed 
days 

Trust

C. difficile 
infection  
rate per 

100,000 bed 
days 

England

Total 
number of 
C.diff cases 
reported 

(Trust)

2018 / 2019 4.83 14.00 5

2017 / 2018 6.3 13.00 6

In 2018/19, there were a total of 103,478 bed days 
available, including maternity and community hospitals.

In 2017/18, there were a total of 106,946 bed days 
available, including maternity and community hospitals.

The lowest rate nationally (published data for 2015/16) 
for the rate of C.difficile 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 defined as an event that has given 
rise to actual or possible harm such as injury, patient 
dissatisfaction, property loss or damage. The Trust 
actively encourages staff to report all such incidents, so 
lessons can be learned and shared, and returns one of 
the highest incident reporting rates in the NHS.

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

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

Patient safety incidents reported

Year
Period of 
coverage

Degree 
of harm

Type of 
incident

Indicator 
value 
(rate)

2017 / 
2018

Oct 2017 – 
Mar 2018

All All 65.3

2017 Apr – Sep 2017 All All 58.6

2016 / 
2017

Oct 2016 – 
Mar 2017

All All 51.0

2016 Apr – Sep 2016 All All 71.8

2015 / 
2016

Oct 2015 – 
Mar 2016

All All 70.7

Safety incidents involving severe harm 
or death

Year
Period of 
coverage

Degree of 
harm

Type of 
incident

Indicator 
value 
(rate)

2017 / 
2018

Oct 2017 – 
Mar 2018

Severe or 
death

All 0.39

2017
Apr – Sep 
2017

Severe or 
death

All 0.51

2016 / 
2017

Oct 2016 – 
Mar 2017

Severe or 
death

All 0.18

2016
Apr – Sep 
2016

Severe or 
death

All 0.60

2015 / 
2016

Oct 2015 – 
Mar 2016

Severe or 
death

All 0.63

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 2017 – Mar 2018 2,877 17

Apr 2017 – Sep 2017 2,533 22

Oct 2016 – Mar 2017 2,278 8

Apr 2016 – Sep 2016 3,620 30

Oct 2015 - Mar 2016 3,722 33
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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, augmenting the feedback 
collected as part of the national inpatient survey and 
Friends and Family Test. Patients are asked five questions 
in order to compile an overview:

 f Were you as involved as you wanted to be?

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

 f Were you given enough privacy?

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

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

Year
Indicator value

Trust

Indicator value

England

2018 / 2019 72.3 68.6

2017 / 2018 68.9 68.1

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

2018 50 23 48% 20%

2017 48 23 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 2019 17.6% 1.9%

Mar 2018 22.7% 4.0%

% recommended

Inpatients A&E

Jan 2019 97% 93%

Mar 2018 98% 80%

The response rate in some areas is lower than others 
and there are organisational initiatives to address this. 
We are proud of the high scores which show that those 
patients who did respond evaluated their experience as 
positive.

Staff survey
Our NHS staff survey results have once again shown us 
that staff enjoy working for the Trust. This is fantastic 
news, because evidence shows that having happy staff 
leads to a better experience for patients. Our staff told 
us that they felt they could contribute to improvements 
at work, with the Trust coming joint top nationally 
across all acute and community Trusts in this area. This 
has been demonstrated through the innovative ideas 
staff have made a reality.

Our results in the 2018 NHS staff survey place us in the 
top six acute and community Trusts nationally for overall 
staff satisfaction.

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

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

Trust score: 91%, compared to 91% in 2017

National average for combined acute and 
community trusts 2018: 84%

Best 2018 score for combined acute and community 
trusts: 91%
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Key finding 26 – percentage of staff experiencing 
harassment, bullying or abuse from staff in the last 12 
months (the lower the score the better):

Trust score: 24%, compared to 22% in 2017

National average for combined acute and 
community trusts 2018: 25% 

Best 2018 score for combined acute and community 
trusts: 19%

We came out top across the trusts in the South West 
for nine key findings, and for the most part we were 
in line with the other South West trusts on the other 
key findings.

Although we performed well overall, with the majority 
of our scores aligning with our 2017 results, we have 
seen some scores decline, and some remain static. We 
have identified areas for improvement and action 
plans are being developed, both at Trust level and at 
department level to address these. 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 2018/19

This section sets out the improvements we have made 
in the priority areas we set for 2018/19 in our last 
quality account. 

1. Improving patient flow and managing our 
waiting lists

2. Implementing integrated governance

3. Strengthening the training and appraisal process

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

1. Improving patient flow 
and managing our 
waiting lists

We identified a need to improve the flow of patients 
through the Trust and to manage our waiting lists 
to deliver the best possible outcomes for patients. A 
number of issues have affected our waiting times and 
the priority in 2018/19 was to stabilise the waiting list 
position to provide a foundation for reducing waiting 
times in the future. This key priority was also considered 
a significant initial priority as part of the collaborative 
agreement with RD&E. 

What did we do in 2018/19?
In January 2019 the NHS published the NHS Long Term 
Plan, and one of the key aims in this was to save lives 
by diagnosing more cancers early. This supports earlier 
national guidance on recognising suspected cancers and 
referral for investigations, which led to an increase in 
referrals for patients who needed to be seen early, and 
who needed to have diagnostic investigations. 

To meet this change in demand, whist reducing the 
waiting times for all of our patients, we put in place 
both an outpatient utilisation and a theatre utilisation 
project. This allowed us to improve our efficiency so 
that we could see more patients within our existing 
outpatient clinics, and perform more operations in 
our operating theatres, reducing waiting times for 
appointments and for treatment.

We have closely monitored our patients waiting the 
longest for treatment, particularly those waiting over 
52 weeks. By year end we had reduced the number of 
patients waiting over 52 weeks from 107 to 16. We have 
also reduced patients waiting over 40 weeks from more 
than 500 to fewer than 200.

Significant attention was given to reducing patient 
waiting times for diagnostic tests in 2018/19. A 
comprehensive improvement plan was agreed and 
implemented across the Trust. The aim was to improve 
Trust performance through the year to meet our target 
of 74.7% of patients receiving their diagnostic test 
within 6 weeks. We exceeded our target by 10.7% in 
March, ending the year at 85.4%. This means that since 
October 2018 an additional 1341 patients received 
their tests within the 6 weeks than we had originally 
aimed for. 

To achieve this improvement we invested in mobile 
MRI and CT scanners and ran additional sessions in 
endoscopy, ultrasound and DEXA scanning, including 
some at the weekends. Seeing patients sooner in clinic 
and reducing waiting times for diagnostic investigations 
has in turn helped to reduce the time some patients are 
waiting to have an operation.

In addition to this, the Trust has been providing 
additional operating lists on Saturdays for patients 
having orthopaedic surgery, and for patients having 
cataract surgery.

Whilst admissions to hospital have been high, with an 
increase of 5.13% in 2018/19 compared to 2017/18, our 
delayed transfers of care rate and average length of 
stay have remained low. We have also cancelled fewer 
operations during times of exceptionally high demand 
than last year and as of March 2019, we had exceeded 
agreed trajectories for referral to treatment, diagnostic 
and cancer waiting times.

To support improved patient flow, our comprehensive 
winter plan delivered increased beds available to care 
for patients, additional staff, and new and existing ideas 
to help people regain their independence and get home 
from hospital as soon as possible. Internal and external 
campaigns raised awareness of the range of services 
available to patients and encouraged timely discharges 
and our pharmacy and phlebotomy teams delivered 
enhanced services during weekends to support this.
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Most patients receive their appointment details by 
letter and in some cases by telephone. This year we also 
introduced a digital messaging service so that patients 
can also receive text reminders of their appointments. 
This has helped us reduce the number of appointments 
that patients do not attend, which also helps to reduce 
our waiting times.

What will we aim to do in 2019/20?
In 2019/20 we plan to continue to improve our 
performance against our trajectories and national 
targets for waiting times for clinic appointments, 
diagnostic investigations, planned operations and urgent 
care. We will be building on the improvements already 
delivered and focussing our efforts on patient flow. 

Demand for endoscopy, MRI and CT scans remains high 
and we plan to continue utilising the mobile scanners 
and will run additional sessions as required. We have 
secured funding for a second mobile CT scanner and we 
are aiming to have this operational in 2020/21.

There is an increase in the number of people being 
diagnosed with cancer at an earlier stage which 
increases pressure on those services, so we have secured 
funding to look at the development of different care 
models for cancer patients.

We will continue to closely scrutinise our performance 
through the reporting structure.

How will we monitor progress?
The Trust has developed and agreed trajectories for 
referral to treatment waiting times, diagnostic waiting 
times, urgent care and numbers of patients waiting 52 
weeks or more, amongst others. 

Performance against these trajectories will be monitored 
on a monthly basis at access meetings, divisional 
performance meetings, operations board and at the 
Trust Board, ensuring teams stay on target and that we 
are continuously making improvements.

2. Implementing integrated 
governance

Governance can be described as a set of principles that 
are built up over time to meet the challenges of risk, 
finance, quality, safety and reputation within any trust. 

Integrated governance can be defined as systems, 
processes and behaviours by which an organisation 
leads, directs and controls its functions in order to 
achieve organisational objectives, safety and quality of 
services. Integrated governance provides a framework 
for all governance approaches and systems, combining 
the principles of corporate and financial accountability 
with clinical and management accountability and 
enabling a risk sensitive approach which supports the 
delivery of quality and safe services. 

Enhancing our approach to governance, or how we keep 
ourselves safe, was a key priority for the Trust in 2018/19 
and was considered a significant initial priority as part 
of the collaborative agreement with the RD&E. This has 
included adopting an appropriate governance structure 
that supports the safe delivery of care to local people 
(patients, service uses and carers) and reduces the risk to 
staff and the organisation.

What did we do in 2018/19?
One of the key pieces of work undertaken was a review 
of governance across the Trust and changing some of 
the governance architecture. NDHT led this process with 
engagement from senior clinicians and managers across 
the Trust, with support from the RD&E. 

A collective discussion by the Trust Board delivered a key 
outcome of this review, the establishment of a hierarchy 
of priorities for the Trust. 

This hierarchy of priorities clearly sets out our focus as a 
Trust to support the delivery of high quality safe services 
in northern Devon.

What is important? Who is important?

Safety

Quality

Excellence/outcome

Performance

Resource

Patients/community

Staff

Partners

Regulator

Wider NHS

We reviewed the committees held across the Trust, their 
purpose and responsibilities and where they report 
to and made some changes in order to enable robust 
reporting and assurance to the Trust Board that services 
are providing safe and high quality care and treatment.

Specialty governance and divisional governance has 
been developed to ensure departments manage their 
own risks, incidents, and investigations and take and 
embed any learning from them. Governance days are 
held in all departments where learning is shared and 
teams can discuss issues and incidents across all levels of 
the multi-disciplinary team and specialties. .
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Whilst structures and processes are important, the most 
important driver of good governance is organisational 
culture and behaviour. We want to ensure we have 
a supportive and open environment where staff 
feel comfortable raising concerns and incidents and 
understand how important it is to do so. To this end 
an organisational development piece of work focusing 
on values and behaviours that contribute to good 
governance is underway.

Staff were encouraged to SEE Quality:

 f Safety – keeping patients and staff as safe as possible 
at all times

 f Effectiveness – doing the right thing, in the right 
way, for the right people

 f Experience – providing a positive experience for 
patients and staff at all times and in all situations

And have PRIDE in their work

 f Praising and congratulating others on a job 
well done

 f Reporting when things go wrong

 f Improving how we work from the feedback 
we receive

 f Documenting our work to evidence what we 
have done

 f Experiencing support and being valued for doing the 
right thing

The Trust Board signed up to six ‘I’ Statements on behalf 
of the organisation and asked departments to add a 
further four of their own. The Board’s are:

 f I will put the welfare of our patients, families, staff 
and community above all

 f I will support – striving for operational and clinical 
excellence

 f I will be approachable, open and listen to everyone

 f I will do what is right and see things through to 
a conclusion

 f I will learn from mistakes with humility and will 
not blame

 f I will treat everyone with courtesy and respect 
and live our values in a culture of continuous 
improvement

The Trustwide processes for reporting incidents and 
undertaking investigations when things go wrong, 
implementing any learning from this and involving 
the patient or their families, were all reviewed and 
strengthened. These new processes have been supported 
through staff training and advice and guidance.

The Trust’s risk management process has also been 
reviewed with new risk assessment forms being created 
through the electronic reporting system, DATIX. The 
Trust has now separated the operational day to day 
risks experienced within the services from the Trust-
wide corporate risks, which are reviewed by the safety 
and risk committee to ensure they are current, relevant 
and managed.

The Trust Board met to decide the ‘risk appetite’ for the 
Trust, which is the level of risk the Board is prepared 
to accept and at what level of risk the corporate risk 
register would be triggered. This provides very clear 
guidelines for staff to follow when scoring their risk and 
placing on the risk register.

What will we aim to do in 2019/20?
There have been positive steps forward over the last 
year and the aim of the Trust Board is to further embed 
these processes and to continue to build on the work 
already done to date. This will help us to ensure the 
governance structure continues to be robust, enabling 
all staff to raise issues, with the knowledge that they will 
be addressed from the floor right through to the Board.

A library of tools will be built for staff to support 
them in their identification of risk and reporting and 
investigations into issues when things go wrong. There 
will also be work to strengthen the learning taken from 
incidents and the actions that need to be put into place 
to mitigate any further risks and to stop incidents from 
happening again.

How we will monitor progress?
All of the committees and sub-groups which form the 
new governance structure have been developed with 
supporting terms of reference, workplans and reporting 
schedules which will be reviewed in six months’ time 
to ensure they are maintaining their responsibilities. 
Reports have been developed to enable risks, incidents, 
complaints and investigations to be monitored to 
identify any key themes or issues for each specialty. 
Actions will be monitored to ensure they are completed 
in a timely way to enable learning to be shared across 
all divisions, which will also be monitored to ensure it is 
robustly adhered to.
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3. Strengthening the training 
and appraisal process

All NHS staff are required to undertake statutory 
training at set intervals to ensure their skills are 
maintained in line with legislation. Mandatory training is 
extensive and covers a wide range of areas. Clinical staff 
are required to attend additional training relating to 
their area of clinical practice. 

All staff have the opportunity to have an annual 
appraisal, providing them with time away from their day 
to day role to reflect on their work and to identify any 
learning or support needs they may have. It is important 
that all staff members have their appraisals to ensure we 
have effective personal development plans in place for 
our workforce.

We know that staff work in busy, high-pressured 
environments and can find it difficult to prioritise 
training and appraisals.  

What did we do in 2018/2019?
We have made significant improvement in our training 
and appraisal compliance in the last few years, though 
there are still areas for improvement. 

In 2018 the new mandatory training day was introduced 
which linked to the core skills training framework. 
Clinical staff can now access resus, moving and handling, 
infection control and fire training in one day. Our vision 
for 2018 was that staff would attend the full day and 
this would then become their annual training day to 
save wards from releasing staff for various sessions. 
There are some ongoing challenges in relation to the 
mandatory training day and. we are working hard 
to improve this, with monthly reports on compliance 
going to managers and representation from workforce 
development at divisional performance meetings. 
Individual emails are sent out to members of staff that 
are showing as non-compliant for specific modules.  

Our statutory training is currently at 94% giving a 5.62% 
rise since 2017, but this could improve further. Looking 
at data for 2018/19, we can see that some staff are 
not staying for the full day and are only attending the 
elements that are out of date on their record. Of the 
1,745 places available, 1,262 were filled. The data also 
shows that new starters were waiting a long period of 
time to access their resus training, so we now offer this 
as part of their induction programme.  

The workforce development department has been 
working with the lead for medical staffing training to 
provide mandatory training for our medical staff which 
is now being offered in a more targeted and flexible 
way. By offering morning and afternoon sessions as well 
as some individual sessions, medical staff are more able 
to fit training in around their clinical duties.

Last year our appraisal compliance rate was 75.45% 
and it now stands at 80.2%, which is a significant 
improvement, but remains below our target rate of 
85%. Staff shortages have an impact on appraisal 
compliance as staff prioritise their day to day work.

What will we aim to do in 2019/20?
Staffing challenges remain which can make it difficult to 
release staff for training and we will continue to work 
on this for 2019/20.

We are currently piloting the new appraisal paperwork 
to make it more meaningful to our staff and it also 
allows the manager to explore further opportunities 
with their staff to tap into their full potential.  

Our people strategy will be produced 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.

We will also see the introduction of the new pay 
structure process which will require managers to be 
measured on appraising all people in their teams. 

The workforce development team will continue to 
provide monthly training data to managers and attend 
the divisional performance meetings to communicate 
the importance of attending training and undertaking 
staff appraisals.

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

The workforce development team will continue to 
monitor training requirements and investigate ways to 
make the online training system easier for staff to access.

How we will monitor progress?
Monthly reports will continue to be supplied to all 
heads of departments and mangers across the Trust. 
Training compliance is included as part of the integrated 
performance report which is scrutinised at the Trust 
Board meetings. 

The new escalation processes will ensure specific 
directors are aware of any department failing to meet 
compliance standards.
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Statements from our stakeholders

NHS Devon Clinical 
Commissioning Group
NHS Northern Eastern and Western Devon Clinical 
Commissioning Group (NEW Devon CCG) and South 
Devon and Torbay Clinical Commissioning Group, (SDT 
CCG) (known as ‘NHS Devon CCG’ as of 01 April 2019) 
would like to thank Northern Devon Healthcare NHS 
Trust (NDHT) for the opportunity to comment on its 
quality account for 2018/19. 

NDHT are commissioned by NHS Devon CCG to provide 
a range of secondary and integrated community services 
across northern Devon. 

NHS Devon CCG monitor progress and seek appropriate 
assurance from the provider that the key ‘Darzi’ 
principles of quality are met throughout the year; that 
care provided is safe and of high quality, is effective, and 
that the experience of care is positive for the patient.

As commissioners we have taken reasonable steps to 
review the accuracy of data provided within this quality 
account and consider it contains accurate information 
in relation to the services provided and reflects the 
information shared with the commissioner over the 
2018/19 period.

We support the Trust’s openness and honesty in that 
they confirm they, at times fall short of their aspiration 
to provide ‘high quality, sustainable services’.

The Trust has faced challenges internally, but also 
from a wider health system perspective. These include 
increasing demand for both urgent and planned care, 
winter pressures on Accident and Emergency, increase 
in waiting times for certain treatments and subsequent 
impact on patient ‘flow’ through the hospital system 
and into the community. 

The Trust has also experienced challenges to governance 
systems and processes and patient information 
technology systems. This has impacted on local and 
national reporting requirements, as well as raising 
potential safety, effectiveness and patient experience 
concerns across a range of care settings. However, we 
welcome the Trust’s drive and the way in which they 
have collaborated with the CCG to improve outcomes 
for patients.  

We recognise and welcome the Trust’s commitment 
to driving governance and quality improvements, 
in collaboration with Royal Devon and Exeter NHS 
Foundation Trust, and of course the further work the 
Trust plans in the coming year.

The Quality Account highlights a number of positive 
results against key objectives for 2018/19. These include:

 f Improving patient flow and working to reduce 
waiting lists

 f Implementation of the Trust-wide Quality 
Improvement Programme. 

 f Implementation of the integrated governance model 
across the organisation: with a clear focus on the 
values and behaviours all staff need to demonstrate in 
order to keep patients safe and free from undue harm. 

 f Strengthening of Trust wide processes for reporting 
incidents and undertaking investigations when things 
went wrong, implementing any learning from this 
and involving the patient or their families

 f Strengthening the training and appraisal processes to 
ensure staff are well trained and able to provide safe 
and effective patient care. 

We can confirm the CCG has been fully engaged with 
the provider on the Trust’s Mortality Review systems and 
processes. We will continue to work within the CCG’s 
escalated assurance process, until such time as we are 
assured improvements are sustained and embedded. 
We would also acknowledge that the Trust has an open 
invitation to the CCG to attend and participate in many 
of their key meetings.

Care Quality Commission (CQC) involvement 

We welcome and support the provider’s open and 
transparent communication with the CQC during 
2018/19, including the actions taken to address 
identified issues.

The Trust did not participate in any special reviews or 
investigations by the CQC during 2018/19. The Trust 
underwent an unannounced follow-up inspection in 
July 2018. This inspection was focused solely on the 
improvements required as detailed within the Section 
29A warning notice received after the October 2017 
core service inspection; (Regulation 12: Safe care and 
treatment).

As a commissioner, we have worked closely with the 
provider during 2018/19 and will continue to do so, in 
order to receive the necessary assurances that actions 
have been taken to support continued, high quality 
patient care. 

We recognise the progress that the Trust has made and 
their commitment to continue this work in the coming 
year. We look forward to working with them and 
continuing to work to improve the quality of the services 
provided to the people of North Devon. 

Lorna Collingwood-Burke
Interim Deputy Chief Officer/ Chief Nursing Officer/
Caldicott Guardian

NHS Devon Clinical Commissioning Group. Chair of the 
Nurse Forum and nurse representative on the national 
board, NHS Clinical Commissioners



Northern Devon Healthcare NHS Trust

40

Healthwatch Devon
Healthwatch Devon welcomes the opportunity to 
provide a statement in response to the quality account 
produced by the Northern Devon Healthcare NHS Trust 
for the year 2018/19. Our statement is based on our 
knowledge of the Trust and its services and on the 
feedback we have received about the quality of the 
services NDHT provides.

Review of quality performance in 2018/19

Priority 1: Improving patient flow and managing our 
waiting lists

Healthwatch Devon acknowledges the progress made 
towards achieving this priority and that reducing 
waiting times for referral to treatment, reducing the 
number of patients that wait 52 weeks for treatment 
and cancelling fewer operations, will not only improve 
patient experience but also enhance the reputation of 
the organisation.

Priority 2: Implementing integrated governance

Embedding good governance throughout an 
organisation and regularly reviewing the processes 
within it, ensures consistency and good quality systems 
that ultimately aid patient care, safety and experience, 
and allow for a better understanding of problems should 
they occur.

Priority 3: Strengthening the training and appraisal 
processes

A strong staff training and appraisal process underpins 
an organisation’s ability to successfully perform and 
ensuring that multi-faceted training is available within 
one mandatory training day will help in achieving this.

Priorities for 2019/20 

Healthwatch Devon is looking forward to the service 
improvements that next year’s priorities can provide:

 f Priority 1 Promoting patient involvement and 
feedback

 f Priority 2 Staff health and wellbeing

 f Priority 3 Discharge communication and effectiveness

 f Priority 4 Patient safety programme

Health and adult care scrutiny 
committee
Devon County Council’s Health and Adult Care Scrutiny 
Committee has been invited to comment on the 
Northern Devon Healthcare NHS Trust’s quality account 
for the year 2018/19. All references in this commentary 
relate to the reporting period of the 1st of April 2018 
to the 31st of March 2019 and refer specifically to the 
Trust’s relationship with the Scrutiny Committee.

The Scrutiny Committee commends the Trust on a 
comprehensive quality account for 2018-19 and believes 
that it provides a fair reflection of the services offered by 
the Trust, based on the Scrutiny Committee’s knowledge. 

In terms of the priorities for 2018/19 members appreciate 
the work undertaken by the Trust in exceeding 
their agreed performance trajectories for referral to 
treatment, diagnostic and cancer waiting times. The 
Committee notes that the progress of the Trust in 
enhancing its approach to governance has been positive 
but recognises that time is needed to make all the 
changes required.

The Committee appreciates the Trust’s introduction of 
a mandatory training day which links to the core skills 
training framework.

Members also continue to applaud the Trust’s work in 
the reduction of 52 week waiting patients and the Trust’s 
continuing implementation of the NHS Quicker app.

The Committee fully supports the Trust’s quality priorities 
for improvement 2019/20 and expects that the Trust will 
continue to safeguard patients and provide the very 
best quality care the Trust can. Members particularly 
appreciate the Trust’s priority of promoting staff health 
and wellbeing as this has been an issue of concern for 
members.

The Committee also supports the Trust’s goal to 
promote patient involvement and feedback. The goal of 
improving discharge communication and effectiveness is 
also greatly supported by members.

Members anticipate that regular information on the 
progress of the Trust’s 2019/20 goals will be shared by 
the Trust. 

The Committee welcomes a continued positive working 
relationship with the Trust in 2019/20 and beyond to 
ensure the best possible outcomes for Devon residents.
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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 
2019 ("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 2019 subject 
to limited assurance consist of the following indicators:

 f Percentage of patients admitted to hospital who 
were risk assessed for venous thromboembolism, 
page 36; and

 f Rate of C.difficile infection, page 36.

We refer to these two indicators collectively as 
"the indicators".

Respective responsibilities of the Directors 
and the auditor

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

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

 f the Quality Account presents a balanced picture of 
the Trust's performance over the period covered;

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

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

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

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

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

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

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

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

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

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

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

 f Board minutes for the period April 2018 to June 2019;

 f papers relating to quality reported to the Board over 
the period April 2018 to June 2019;

 f feedback from the Commissioners dated 12 June 2019;

 f feedback from Local Healthwatch dated 4 June 2019;

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

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

 f the latest national patient survey dated 20 June 2019;

 f the latest national staff survey dated 11 April 2019;

 f the Head of Internal Audit's annual opinion over the 
trust's control environment dated 23 May 2019; and

 f the annual governance statement dated 23 May 2019;
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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:

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

 f making enquiries of management;

 f testing key management controls;

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

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

 f reading the documents.

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

Limitations

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

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

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

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

Basis for qualified conclusion on the 
percentage of patients admitted to 
hospital who were risk assessed for venous 
thromboembolism indicator

As a result of the procedures performed in relation to 
the percentage patients admitted to hospital who were 
risk assessed for venous thromboembolism indicator 
we have not been able to gain assurance over the 
accuracy dimension of the six dimensions of data quality 
as required by NHS Improvement. We identified four 
cases from a sample of 25 where patients who were 
recorded on the system as not having been risk assessed 
were found to have risk assessments in their patient 
medical records.

Qualified conclusion

Based on the results of our procedures, except for 
the effects of the matters described in the 'Basis for 
qualified conclusion on the percentage of patients 
admitted to hospital who were risk assessed for venous 
thromboembolism indicator' section above, nothing has 
come to our attention that causes us to believe that, for 
the year ended 31 March 2019:

 f the Quality Account is not prepared in all material 
respects in line with the criteria set out in the 
Regulations; 1

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

 f 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 Bristol

27 June 2019
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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

Annex A:  The national clinical audits that Northern Devon Healthcare NHS Trust was eligible to participate in during 
April 2018 – March 2019 are shown below:

Table 1 

TITLE
TRUST 

ELIGIBLE
TRUST 

PARTICIPATED
Nos INCLUDED – status 31/03/2017

Adult Community Acquired Pneumonia   Data collection not yet started

Case Mix Programme (CMP) (ICNARC)   459 (100%)

Elective surgery (National PROMs Programme)  
Awaiting confirmation of number of 
cases submitted

Falls and Fragility Fractures Audit Programme No qualifying falls therefore no data 
entered.

284 cases have been submitted 
between 01/04/2018 – 31/03/2019

National Audit of Inpatient Falls  

National Hip Fracture Database  

Feverish Children (RCEM)   109/120 (91%)

Learning Disability Mortality Review 
Programme (LeDeR)  

Regionally run project. 

(See Learning from Deaths section 
of Quality Account for Trust 
information)

Major Trauma: The Trauma Audit & Research 
Network (TARN)  

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

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

 
4 (100%) across the MBRRACE 
programme

Perinatal Mortality Surveillance

Maternal Mortality Surveillance and mortality 
confidential

Maternal morbidity confidential enquiries

Myocardial Ischaemia national audit project 
(MINAP)   283 (94%)

National Asthma and COPD Programme 
(NACAP)

 
Paediatric Asthma Secondary Care To commence June 2019

Adult Asthma Secondary Care

COPD Secondary 186 (74%)

Pulmonary Rehabilitation Data collection not yet started

National Audit of Breast Cancer in Older 
Patients (NABCOP)  

NABCOP does not directly collect 
patient data, instead it uses existing 
sources of patient data collected by 
national organisations

National audit of Cardiac Rehabilitation  
The report is with the service for 
review and to determine any actions 
arising.

National Care at the End of Life Audit   45 (100% of required cases)

National Audit of Dementia   55 (100%)

National Audit of Seizures and Epilepsies in 
Children and Young People  

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

ELIGIBLE
TRUST 

PARTICIPATED
Nos INCLUDED – status 31/03/2017

National Bowel cancer (NBOCAP)  
The report is with the service for 
review and to determine any actions 
arising.

National Cardiac Arrest Audit   28 cases (100%)

National Audit of Rheumatoid and Early 
Inflammatory Arthritis

39 cases (100%)

National Comparative Audit of Blood 
Transfusion:
Management of massive Haemorrhage

  1 (100%) of cases

National Diabetes Audit – Adults

National Diabetes Foot Care Audit (NDFA)   DFA – 74 (100%) 

National Diabetes Inpatient Audit (NaDIA)   NaDIA – 1 Harm submitted (100%)

National Pregnancy in Diabetes Audit (NPID)   NPID – 4 (100%)

Harms – reporting on diabetic harms in England   NDA – 5539 (100%)

National core diabetes audit

National Emergency Laparotomy Audit (NELA)  
51 cases for NELA year 5 (Dec 17 – 
Nov 18)

National Heart Failure Audit (NICOR)  
The report is with the service for 
review and to determine any actions 
arising.

National Joint Registry   550 (100%)

National Lung cancer Audit (NLCA)  
The report is with the service for 
review and to determine any actions 
arising.

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

Neonatal intensive and special care (NNAP)  
The report is with the service for 
review and to determine any actions 
arising.

National Mortality Case Record Review 
Programme  

(See Learning from Deaths section 
of Quality Account for Trust 
information)

National Oesophago-gastric cancer (NAOGC)  
The report is with the service for 
review and to determine any actions 
arising.

National Ophthalmology Audit  
Unable to obtain end of financial 
year details until end of project year

National Paediatric Diabetes  (NPDA)   85 cases (100%)

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

Non Invasive ventilation (BTS)   Data collection not yet started 

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

Reducing the impact of serious infections 
(antimicrobial resistance and sepsis)  

601 (100%) Emergency Department  
cases submitted.

Sentinel Stroke National Audit Programme 
(SSNAP)   446 (100%)
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TITLE
TRUST 

ELIGIBLE
TRUST 

PARTICIPATED
Nos INCLUDED – status 31/03/2017

Serious Hazards of Transfusion (SHOT): UK 
National haemovigilance scheme  

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

Seven Day Hospital Services   51 cases submitted 

Surgical Site Infection Surveillance Service   93/93 (100%)

UK Cystic Fibrosis Registry  
The report is with the service for 
review and to determine any actions 
arising.

Vital Signs in Adults (RCEM)   120/120 (100%)

Adult Cardiac Surgery X X
We do not provide this service at 
NDDH

BAUS Urology Audits
Cystectomy

X X
We do not provide this service at 
NDDH

Cystectomy

Nephrectomy

Percutaneous Nephrolithotomy

Female stress urinary Incontinence

Radical Prostatectomy

Cardiac Rhythm Management X X
We do not provide this service at 
NDDH

Fracture Liaison Service Database X X
We do not provide this service at 
NDDH

Inflammatory Bowel Disease  X Trust not participating

Mental Health Clinical Outcome Review 
Programme

X X Applies to mental health trusts onlySuicide, Homicide & Sudden unexplained death

The assessment of risk and safety in mental 
health services

National Asthma and COPD Audit Programme 
(NACAP)

X X
Asthma Primary Care (Adult & Paediatric) Only applies to primary care

Chronic Obstructive Pulmonary Disease (COPD) Only applies to primary care

National Audit of Anxiety and Depression X X Does not apply to NDDH

National Audit of Intermediate Care  X Trust not participating

National Audit of Percutaneous Coronary 
Interventions

X X
We do not provide this service at 
NDDH

National audit of Pulmonary Hypertension X X Only 8 designated centres take park. 

National Bariatric Surgery Registry X X
We do not provide this service at 
NDDH

National Audit of Psychosis

X X Does not apply to NDDHCore audit

EIP Spotlight

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

X X Does not apply to NDDH

National Comparative Audit of Blood 
Transfusion Programme

X X Trust not participating
Use of Fresh Frozen Plasma and Cryoprecipitate 
in neonates and children
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The national confidential enquiries that Northern Devon Healthcare NHS Trust was eligible to participate in during 
April 2018 to March 2019 are shown below in Table 2:

Table 2

NCEPOD STUDY TITLE
TRUST 

ELIGIBLE
TRUST 

PARTICIPATED
Nos INCLUDED

Child Health Clinical Outcome Review Programme

Chronic neuro-disability  
Data collected in 2016/17, report 
published March 18.

Young people’s mental health X X Applies to mental health trust

Medical and Surgical Clinical Outcome Review Programme

Cancer in children, teenagers and young 
adults  

No eligible patients at NDHT

Completed organisational questionnaire. 

Report published December 2018.

Acute heart failure study  X

Trust did not participate in

Only organisational questionnaire 
completed. 

Report published December 2018.

Perioperative diabetes  

2 cases submitted and 1 organisational 
questionnaire completed.

Report published December 2018.

Pulmonary Embolism  
6  cases submitted and 1 organisational 
questionnaire completed

Acute Bowel Obstruction   1 clinical questionnaire submitted

Long term ventilation  
1 case submitted, two more to be 
completed

TITLE
TRUST 

ELIGIBLE
TRUST 

PARTICIPATED
Nos INCLUDED – status 31/03/2017

National Congenital Heart Disease X X
We do not provide this service at 
NDDH

National Vascular Registry X X Not applicable.

Neurosurgical National Audit Programme X X
We do not provide this service at 
NDDH

Prescribing Observatory for Mental Health X X Applies to mental health trusts only

VTE Risk in lower limb immobilisation (RCEM) X X Does not apply to NDDH
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The published reports of 35 National Clinical Audits were reviewed by the provider in April 2018 – March 2019 
and Northern Devon Healthcare NHS Trust intends to take the following actions to improve the quality of 
healthcare provided: 

Table 3

REF.
NATIONAL CLINICAL AUDIT  

REPORT TITLE
ACTIONS TAKEN

2568 Case Mix Programme (CMP) Awaiting update from service lead.

1905 Child Health Clinical Outcome 
Review Programme (NCEPOD):
Chronic Neurodisability

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

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.

3010 Learning Disability Mortality 
Review Programme (LeDeR)

The LeDeR 2017-18 report and Government Response were reviewed. 
The local actions agreed were as follows:

 f Add learning disability awareness training to the list of mandatory 
training modules that staff should undertake.

 f Introduce measures to flag patients requiring Reasonable 
Adjustments.

 f Introduce a sticker style form to insert into the notes for each 
patient visit to record Reasonable Adjustments relevant to the 
episode; roll out to teams and audit use after an embedding 
period.

 f Schedule an audit of Mental Capacity Assessments.

2569 Major Trauma Audit (TARN) Awaiting update from service lead.

2936 Mandatory Surveillance of 
bloodstream infections and 
clostridium difficile infection

Data is recorded on a monthly dashboard which is sent to information 
governance where some of the data are included in Board reports. 

The dashboard is presented at the IPC committee where numbers and 
trends are discussed. Cases are investigated – those linked to Trust care 
having a more detailed investigation. Findings are reported at the IPCC.



Quality account 2018 / 19

49

REF.
NATIONAL CLINICAL AUDIT  

REPORT TITLE
ACTIONS TAKEN

3047 MBRRACE – Perinatal Mortality 
Surveillance

This national report was shared with the relevant teams and changes 
to practice were made as follows; 

 f Proformas are now completed for each perinatal loss to ensure 
MBRRACE are aware as soon as possible. 

 f All local cases submitted to the national audit were reviewed to 
assess data quality.

 f All consultant obstetricians now undergo annual training regarding 
unbiased counselling for post mortem.

 f Update of 2 local guidelines to ensure placenta is sent for histology 
for all stillbirths and anticipated neonatal deaths. 

 f 4 reporters have been identified for reporting to the MBRRACE 
national audit.

2816 MBRRACE – Maternal Mortality 
surveillance and mortality 
confidential enquiries

Report disseminated to team, it was agreed no actions to be taken as a 
result.

3176 MBRRACE – Maternal morbidity 
confidential enquiries

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

2695 Medical and Surgical Clinical 
Outcome Review Programme 
(NCEPOD): 
Acute heart failure

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

2525 Medical and Surgical Clinical 
Outcome Review Programme 
(NCEPOD):
Cancer in children, teens and 
young adults

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

2737 Medical and Surgical Clinical 
Outcome Review Programme 
(NCEPOD): 
Perioperative diabetes

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

660 Myocardial Ischaemia National 
Audit Project (MINAP)

This national report has been shared with the relevant teams, no local 
actions were deemed necessary in response to this report.

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

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

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.

2836 National Hip Fracture Database Service updating action plan and preparing presentation at CEC.
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3120 National Audit of Cardiac 
Rehabilitation

Further to this report, the Public Health England, in association with 
National Audit Cardiac Rehabilitation and British Heart Foundation, 
produced a document reviewing the variation across the South West. 

We have highlighted the following area where our trust is not meeting 
agreed national standards:

 f Timeliness of referral, to access core component, following CABG 90 
days (target < 46 days) and MI / PCI 85 days (target 33 days)

This is a significant challenge for the team, but the following decisions 
have been made to address this shortfall:

 f NSTEMI patients being reviewed in nurse led clinic to reduce delay 
created by insufficient number of cardiologists.

 f Increased number of slots per week, for functional assessments, – 
sourcing suitable venue at community sites

 f Duration of core activity programme across trust has been reduced 
from 12 sessions to 8 sessions, to increase availability of places. 

 f Development of a home based programme to increase range of 
activity options available and increase uptake of core programme.

 f In order for these changes to be sustained, an increase in the wte 
of cardiac rehabilitation nurse specialist is required, which has been 
proposed for 2019 / 2020 budget setting.

It would be pertinent to point out that service delivers on a number of 
key performance standards, namely:

 f Providing multi-disciplinary team of at least 3 professions

 f CR offered to MI-PCI, CABG, Heart Failure

 f Meeting agreed national target got a final functional assessment 
recorded 

 f Prospective submission to NACR

 f Duration of programme greater than agreed national target

Furthermore, the team work closely with consultant cardiologists, 
which gives our service a significant advantage of being able to 
seek early advice, thereby providing safe and effective follow up 
management. Sufficient consultant cardiologist resources are pivotal 
to ensure this continues.

3109 National Bowel Cancer Audit 
(NBOCA)

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

2928 National Diabetes Audit – Core Much of the National Diabetes Audit report and recommendations 
are primary care based. There is some work to do in raising awareness 
within primary care and this will be done through the Integrated 
Diabetes Service Project.  No specific actions to take forward from this 
report.
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2724 National Diabetes Audit – 
Inpatients

The National Diabetes Inpatient Audit (NaDIA) is a one day snapshot 
audit of the quality of diabetes care provided to diabetes patients 
during their hospital admission.

The 2017 report was very positive for NDDH with improvements shown 
across some key areas:

 f Foot risk assessments within 24 hours increased from 41% in 2016 
to 66% in 2017 (above the national average).

 f Errors in medications, prescriptions, glucose management and 
insulin were down (some down to 0%) and all well below national 
averages.

 f Patient experience survey showed improvement from 2016 
(39.7%) with 77.5% of patients stating no areas for improvement. 
Nationally this is significantly above the 43.1% average.

 f 100% of patients reported that staff were able to answer their 
questions compared to 76.2% in 2016.

The areas where performance fell slightly from 2016 were:

 f Patients being visited by a member of the diabetes team (down 
from 41.7% to 31.4%)

 f Patients admitted with active foot disease seen by MDFT within 24 
hours (down from 100% to 50%) – due to small numbers, this drop 
in % could be a very small number of patients.

 f % of patients reporting that the staff caring for them were aware 
that they had diabetes and that they knew enough about diabetes 
has gone down from 2016 (although this slightly contradicts the 
positive results in the previous section)

 f % of patients satisfied with overall diabetes care has gone down 
from 2016, however, we remain above the national average.

2916 National Diabetes Audit – Adults:
National Pregnancy in Diabetes 
Audit Report

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

3081 National Emergency Laparotomy 
Audit (NELA) – reports

This report shows that the trust is benchmarking very well across the 
key areas with above national average results being achieved. No 
changes to practise were deemed necessary as a result.

2722 National Heart Failure Audit The 2015/16 report shows that the trust is benchmarking very well 
across the key areas with above national average results achieved 
in 8 of the 13 key areas.  We have also improved in 5 areas against 
the 2014/15 report; 2 of these areas being focused on in an on-going 
action plan which includes recruitment of another consultant.

2720 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.

3192 National Maternity and Perinatal 
Audit

Provisional results are being checked by the lead prior to release of 
report.
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3066 National Mortality Case Record 
Review Programme

– see separate section of Quality Account.

3074 National Neonatal Audit 
Programme (NNAP) (Neonatal 
Intensive and Special Care)

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

2654 National 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.

3057 National Ophthalmology Audit The report is with the service for review and to determine any actions 
arising.

2705 National Paediatric Diabetes 
Audit

The 2016-17 report published in 2018 showed that the completion rate 
for all seven key care processes undertaken by the NDHT paediatric 
diabetes team  were similar to or better than the national rates. 

In our unit 51% of young people aged 12 years and older had received 
all seven care processes between April 2016 and March 2017 compared 
to 43.5% across England and Wales. This was up on the team's results 
for the previous year (41%). HbA1c results appeared about the same 
as, or better, for our unit than for England and Wales as a whole.

The adjusted mean HbA1c for children and young people with Type 1 
diabetes in our unit was 67.4 mmol/mol compared to 67.3 mmol/mol 
across England and Wales. In the preceding year, the adjusted mean 
was 66.2 mmol/mol.

The Children and Young People's Paediatric Diabetes Service have a 
rolling action plan to improve the care they provide and outcomes for 
patients as measured by the NPDA. Over the year to October 2018 they 
have focussed on improving initial screening tests and processes for 
young people transitioning to adult services. The team have updated 
their operational policies. Staff training has been delivered and new 
leaflets for children and young people and their families have been 
created on sick day and hypoglycaemia rules and insulin top tips.

2738 National Prostate Cancer (NPCA) 
– Report

Revised action plan being put together.
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2925 Sentinel Stroke National Audit 
programme (SSNAP) – Reports

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

The multidisciplinary stroke exception meetings and monthly reporting 
continues, these are now attended by representatives of the Clinical 
Commissioning Group who have been supportive and are positive of 
the improvements being made, these meetings now also incorporate 
Governance. There is a multidisciplinary meeting who meet monthly 
to discuss exceptions where patients’ care fell short of the targets, the 
number of exceptions has fallen significantly this year.  During the 
exception meetings 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.

Key actions being taken to further improve performance are:

 f Training programmes continue to work well to ensure that more 
staff from outside Staples Ward are trained, this will ensure 
that all patients are captured for swallow screening within the 
recommended times

 f New pro formas have been introduced to ensure treatment targets 
are met, this will also enable easier data collection

 f A ring fenced bed for the Stroke Unit is now available within 
the organisation, so there is always a bed ready should a patient 
present that requires admission

 f A new SOP has been introduced for interim medical cover.

2884 Serious Hazards of Transfusion 
(SHOT): reports

Report sent to lead April 2019. To be included in 2019/20 Quality 
Accounts.

3195 UK Cystic Fibrosis Registry With service lead to discuss with Royal Devon and Exeter NHS 
Foundation Trust.
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