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Chief Executive’s Introduction

Welcome to our annual Quality Report 2019/20

It is my pleasure to introduce the 2019/20 Quality Report.

Our Quality Report is an important way for the Trust
to communicate our commitment to improving the
services we deliver to our patients, their families, their
carers and our local communities. As well as reporting
on progress over the last year, the report also sets

out our future priorities for improving and enhancing
the quality of care we provide. In addition, the report
provides an independent commentary on our quality
performance during the year from our Governors,
our principal commissioners (New Devon Clinical
Commissioning Group), Devon Health and Wellbeing
Scrutiny Committee and Devon Healthwatch.

Improving the quality of care to our patients is at

the very core of what we stand for at the RD&E and,
while we had no formal CQC visits during the year,

our current CQC rating of ‘Good’ remains in place.
Although quality as a concept is multifaceted, there

are a number of strands that, when brought together,
provide the key hallmarks of what can be considered to
be high quality care. For us, quality care means:

* Delivering our services in a way that is as safe and
as effective as possible

e Treating patents as individuals with their own
individual needs and treating them with kindness
and respect.

e @Getting it right first time

e Listening to our patients, their families and carers
and our wider community and being responsive to
what we hear

* Meeting and ideally exceeding standards of care set
nationally

* Understanding that investing in staff, listening to
them, engaging and empowering them is intrinsic
to enhancing our quality offer

* Focusing our efforts on enhancing the outcomes of
care

e Understanding the importance of the whole journey
that patients go through from the time of referral to
follow up and all the key touch points between.

» Consideration on how we work as effectively as
possible with our NHS and other key partners
including the voluntary sector, community groups
and the private sector.

Striving to increase the efficacy of our care
interventions through research, development and
innovation

* Keeping people well and supported at home and in
their own communities so that they can live the lives
they want to lead

Our Quality Report provides an overview of some of
the initiatives taken during the last year to enhance the
quality of care in the areas highlighted above thanks to
the skills, dedication and innovation of our teams. It is
worth repeating that everything covered in this report
is the direct result of our amazing and incredible staff
who, without fail, are dedicated to the highest quality
of care.

Noise at night has long been an issue that has
concerned some patients who require overnight stays
in the Trust and | was pleased that the Governors
chose this as one of their priorities to focus on over
the last year. Learning from elsewhere, our teams took
effective action both to mitigate the noise from other
patients as well as from staff. It is clear that progress
has been made but more remains to be done, within
the confines of what is physically possible on our site,
to manage this issue.

Volunteers are intrinsic to the quality of care we offer
and over the last year we have stepped up our focus
on this important area in line with the priorities set

out by our Governors. We understand the important
role that volunteers play in a wide variety of roles right
across the Trust and their help, expertise and kindness
is a critical part of the experience that our patients
have when they use our services. The focus on diversity
and not just numbers chimes well with the broader
strategic focus of the trust on inclusion.

Our report also sets out the progress against the
priorities set last year and | wanted to highlight a
few examples of which there are many in the main
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report. The work we have undertaken in leading the
Devon Flow Coaching Academy has been intrinsic to
the shift we want to make in the model of care. The
improvements we have made in clinical outcomes,

on patient experience and on safety show the
importance of engaging patients as coproducers in
their own healthcare. The Flow Coaching Academy is
a great example of where we have put into action the
commitments the Trust made in its corporate strategy
to genuinely listen to people and, with them, redesign
things in a way that makes a real difference.

Patient safety is a key aspect of quality care. Our Report
sets out the progress we made in the area of safety
including sepsis management and the NHS safety
thermometer. | am particularly impressed with the work
we have done to strengthen our approach to safety in
our maternity services and in improving our medicines
safety — an issue that had previously been identified by
the CQC.

As last year, we have looked at some of the
improvements made in our quality offer from the
perspective of home, community and hospital
signifying those touch points where we interact with
patients. All of the examples are inspirational but |
wanted to highlight one in particular as exemplifying
the approach that underlines the importance that

our staff attach to quality care. The award-winning
Comfort Exeter project, set up by our Emergency
Department, seeks to help some more vulnerable
patients. A clothing bank supplies items of clothing

for patients whose own clothes may have had to be
removed or cut away whilst receiving treatment and as
not all patients have family or friends to assist them, a
difficult and often distressing time can be made much
easier for a patient if they can be helped to replace
their clothes. Comfort bags are provided to help
patients who have slightly greater needs and have little
or no support elsewhere.

| welcome the priorities for the current financial year
as chosen by our Governors which themselves reflect
the soundings and views expressed to them by our
community. | know the team have some great ideas to
make progress on these important priorities and | look
forward to reporting back next year on what we have
archived.

When we refreshed our corporate strategy two years
ago we sought to better understand the distinctive
characteristics of the RD&E. This involved asking our
staff as well as our Governors and other stakeholders.
One of the issues identified in this exercise was the
clear view that the “RD&E way" included a relentless
focus on continuous improvement in everything

we do. This quest for ongoing improvement and

enhancements to the quality of care is underlined by
the focus on our forward priorities for the coming year.
| wanted to highlight a few examples of where | think
our approach is exemplified.

With the launch of MY CARE, the RD&E is now a
leader in the use of digital technology to enhance
patient care becoming the first Trust in the country to
implement the Epic electronic patient record system
across acute and community settings. MY CARE will
enhance the care we offer but | particularly wanted

to pick out the way in which patients will be able to
access their health records as well as communicate
with their clinicians using a new patient portal.
Available on the web, or as mobile app, the MY CARE
patient portal will enable patients to enhance the
control patients have over their own care. This strikes
me as a big leap forward in the quality of the care we
are able to provide to our patients: after all, most of us
are now well used to managing our lives electronically
whether that is our bank accounts or our holidays - so
it is a logical extension to do that for our own health.

Putting our patients at the centre of our work is
critically important to the RD&E and we have made
some good progress on this over recent years. The
plans we have to enhance our understanding of
patients’ experience and using this to better engage
patients is a top priority over the coming year.

Finally, although the coronavirus pandemic has
happened largely outside the timeframe of this report,
| wanted to underline that, even when faced with an
unprecedented global healthcare crisis the like that we
have never seen in our lifetime, | have been incredibly
impressed that the quality of care, whether that is

for COVID-19 patients or for those with other health
conditions, has remained absolutely paramount. At
the time of writing we seem to be inexorably heading
towards a second wave of the pandemic and once
again | am reassured that there will be no compromise
in ensuring that quality, safety and experience are
centre stage in our response.

The Quality Report is prepared in line with the
requirements set out in the Quality Accounts legislation
(part of the Health Act 2009) and NHS Improvement’s
annual reporting guidance. To the best of my
knowledge and belief, the information contained in
this document is accurate and, on behalf of the Board,
| am confident to stand by its contents.

Suzanne Tracey
Chief Executive
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Progress on our 2019/20 Priorities

Governor Priorities

* Patient Experience at Night

¢  Volunteer Provision

Patient Experience at Night

The results of the National Inpatient Survey 2018
support the need for us to improve the patient
experience at night:

RD&E | RD&E | ALL
2017 | 2018 | TRUSTS
14. Were you bothered 36% | 42% 38%

by noise at Night from
Patients?

Question

15. Were you bothered 17% | 21% 20%
by noise at Night from
Staff

There is a particular need to address how we can
minimise patients being disturbed by noise from other
patients, as the Trust scored in the lower 20% of all
NHS Trusts against this measure.

For this reason it was agreed that this Governor
priority would be addressed through the Trust wide
inpatient survey action plan, with linked actions which
would address the concerns with the greatest impact
upon the patient experience overnight. Progress
against these issues would be reported to the Patient
Experience Committee (PEC).

* Noise from staff and patients

Sleep packs were made available for patients. These
included ear plugs to support improved protection
from noise overnight. The plan also addressed the
human factors of staff normalising the degree of noise
on wards overnight. This would be addressed by
finding an effective way of monitoring the noise levels
on the wards and alerting staff when the levels were
at a degree which could disturb patients. The Intensive
Therapy Unit has had some success in this area by
utilising a “sound ear”. This is a noise monitoring
device which provides visual feedback to staff on a
RAG rated system.

Green - indicating levels of acceptable background
noise;

Amber - indicating noise levels are increasing and
action should be taken to reduce them;

Red - indicating that the noise level was too high.

A successful request for funding was made to the
hospital League of Friends for two sound ears, and

a deployment plan for Quarter 4 was developed. To
best utilise the limited equipment available the sounds
ears were used in all wards for a limited period of

time and then moved to a different ward. This raised
awareness of noise levels across all wards and provided
intermittent reinforcement to ward staff to monitor
and respond to noise at night.

* Patients transferring wards overnight

It was agreed that moving patients would be avoided
after 22:00 hours, as this is disruptive for the patients
on the wards and can be distressing for the patient
being moved.

The action plan developed acknowledged that

there will be times when a ward move is necessary
for clinical reasons and to maintain patient safety.
When this occurs, the necessity and reasons will be
communicated to the patient and/or the relative and
carer. This will be documented within the clinical
record.

The Divisional business intelligence support team were
tasked with developing a monthly reporting framework
to ensure overnight transfers are monitored through
the Divisional Governance Groups.

Volunteer Provision

The Council of Governors established five quality
indicators to demonstrate that improvements had
been made as detailed in the Draft Volunteer Plan.

1. The Volunteer Coordinator as set out in the
proposed Plan (Draft Volunteer Plan 2019/20) is
in post.

The Trust appointed a Volunteer coordinator, and

they commenced employment in June 2020. They

are responsible for the recruitment and selection of
volunteers, volunteer induction and the administration
of volunteer processes.

2. The Volunteer Plan 2019/20 is embedded across
the acute and community services as measured
by the number of volunteers.
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The Trust's volunteer plan was reviewed by the
Assistant Director for Safety and Quality and an action
plan was developed to address how the ambitions

of the plan will be achieved. The action plan was
approved by the Patient Experience Committee (PEC),
which is responsible for monitoring progress. The
revised plan now includes a detailed action plan,
detailing the work which will be undertaken to deliver
on the aspirations of the plan.

The ambition of the Volunteer action plan is to position
the Trust as the place to volunteer in Exeter and

East Devon. The actions are presented across three
themes to support this ambition. These are building an
infrastructure for volunteers; creating a positive culture
of volunteering and being part of a broader community
of volunteering.

These actions are measurable so that PEC can monitor
delivery against the Volunteer Plan

3. RD&EFT should use all opportunities to
promote volunteering e.g. Open Days and
Career Fairs and the benefits that volunteers
bring to patients, staff and the volunteers
themselves. Volunteering is highlighted at
Open Days and Career Fairs as an opportunity
to gain experience in the National Health
Service for those wishing to pursue a career in
healthcare.

It has not been necessary to undertake this, as we have
a positive demand for volunteering experiences at the
Trust. Our main sources of volunteers are students,
particularly those who wish to establish a career in
healthcare; People seeking return to work experiences
to improve their employment opportunities and
members of our community who do not work full time
and wish to offer something back to the community
through volunteering with us, including retired people.

The Trust also has a well-established relationship with
Exeter College, and offers a supported internship to
students with Learning Disabilities.

4. The RDEFT recognises the Investing in
Volunteers Standards within its Volunteers
Plan 2019/20.

The nine quality standards of investing in Volunteers
are embedded into the Volunteer plan. Significant
progress has been made with the development of
volunteer roles, and increasing the diversity of our
volunteer workforce.

5. There is a minimum increase of 100 volunteers
across the acute and community services
within the timeframe set out in the draft
Plan. This will be reported on in the annual
volunteers report to the Patients Experience
Committee (PEC).

The revised volunteer plan moves the focus from the
number of volunteers to increasing the diversity of both
the Trust volunteers and the volunteering opportunities
being offered. Examples of this include working in
partnership with the National Citizen Service to support
150 young people to volunteer during August 2019.

We successfully applied for Winter Pressures Funding,
and part of this money has been used to acquire

the Better Impact Volunteer Database system, which
will provide greater flexibility in the supporting and
managing of volunteers.

In December 2019, we brought the Volunteers
together for a celebration event, which was well
attended, and provided an opportunity to thank our
volunteers for their contribution to the life of the
hospital.

A full update and presentation to the Council of
Governors was provided in January 2020 to offer
assurance that the improvements related to the Trust’s
voluntary services had been achieved.
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Progress on our 2019/20 Priorities

Trust Priorities

* Ensuring patients/people only spend as long within any stage of the care pathway

that adds value to them

*  Reducing the Trust’s need for, and dependence on, temporary staffing

e Safety Programme

Ensuring patients/people only spend as long
within any stage of the care pathway that adds
value to them

The Trust has continued to meet its ambition to deliver
high quality and safe acute care to those who need it,
whilst working to fundamentally change the model of
care. We are working with our partners throughout
Devon to shift the focus of our health care system
away from models based upon ill health and hospital
based care. These integrated approaches to care
support a new way of working which better manages
the resources we have to meet the changing needs of
our population.

To achieve this, services need to be based on a better
understanding of the needs, strengths and capacities
of individuals, families and communities, working with
people as partners in their own care.

In the last year we have made significant progress in
improving our clinical pathways through the work
undertaken by the Devon Flow Coaching Academy.
Flow Coaching Academies (FCAs) are coaching hubs
that support clinically-led redesign of healthcare
pathways and improve patient flow. Improvements

in patient flow offer many benefits to patients, staff,
healthcare organisations and other wider organisations
including Police, Ambulance and patient-led
organisations.

Improvements include:

* Reduced waiting times
e Calmer clinics

* Improved productivity
o Safer patient care

What is unique about the FCA is coached flow work,
the focus on human interface and patient perspective/
experience. It does not rely on one approach but

is an integrated toolkit that includes continuous
improvement and network development.

The Royal Devon & Exeter NHS Foundation Trust and
Devon Partnership Trust (DPT) combined to form the
Devon FCA; one of three new FCAs to be set up in the
UK in 2018. The Devon FCA is the first of its kind to
apply the programme principles across combined acute
and mental health care pathways.

The Devon FCA has been established to train new Flow
Coaches from South West Trusts to take forward the
Flow Coaching concept and to support clinically-led
redesign of healthcare pathways and improve patient
flow.

Flow Coaching uses the concept of ‘The Big Room’,
a regular meeting for a range of key stakeholders to
come together to discuss improvements in a specific
area of patient care. They take place in dedicated
rooms in which all key information relating to that
specific clinical pathway is displayed and participants
use visual information to monitor data and progress,
discuss issues, share experiences and make real-time
decisions.

The Devon FCA has continued to expand and work is
in development in ten clinical pathways spread over
three Trusts. These are:

* Improving the pathway for people attending the
Emergency Department with mental health needs

e Dementia and Delirium

* Gastroenterology - can we improve the emotional
health of our patients?

e Paediatrics

* Paediatric Diabetes

* Rheumatology and Pain
* Sepsis

* Hospital Discharge

* Improving patient experience, outcomes and flow
through Secure Services

* Managing patient waiting lists for people with a
serious mental illness
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In 2019 the overall flow coaching programme led

by Sheffield Teaching Hospitals NHS Foundation
Trust received the British Medical Journal Award for
Innovation in Quality Improvement. Devon FCA's
Dementia and Delirium Pathway was also recognised
at the Older People’s Mental Health and Dementia
Awards in the Addressing Inequalities Category.

Reducing the Trust’s need for and
dependence on temporary staffing

* Introduction of digital technology

The Trust invested in a digital platform in January 2019
to transform the way staff rostering is delivered across
nursing teams. This has now been fully embedded
across both acute and community inpatient settings
and facilitates a dynamic review of staffing levels with
the numbers and needs of patients. A virtual meeting
is held twice a day to review patient safety and acuity
outcomes which have been determined using a
validated acuity tool. The tool is updated three times

a day by ward staff caring for patients. The Assistant
Directors of Nursing supported by the Clinical Matrons
review this data to re-deploy staff across wards,
increase or reduce temporary staffing requests and
make the best use of substantive staff. The software
enables ward staff to raise and track “red flags”

which enables our staff to raise any patient safety
concerns that may require further staffing resource. An
improvement to electronic rostering has meant that
there is greater oversight of compliance against key
performance indicators, ensuring that substantive staff
are utilised safely and effectively.

The Trust has developed and implemented a new
rostering policy and commenced monthly rostering
meetings to support staff in meeting key elements
within the rostering policy.

* Investing in staff

During 2019/20, the Trust has invested significantly to
secure registered nurses from overseas. Welcoming this
workforce into the nursing family has helped to reduce
the reliance on a temporary workforce, resulting in
over 50% reduction in registered nursing vacancies.
Additional advocacy support has been provided in
order to support this cohort, and to ensure staff are
supported whilst adapting to a new country and
culture.

* Supporting clinical leadership for temporary
staffing

During 2019/20 a new senior clinical nursing role
was introduced to the in-house staff bank. This role
has realised benefits that include a 50% increase of
recruitment to the nursing bank. A suite of changes
has helped to strengthen retention and promote
working for the bank as a career of choice. These
include:

* Fortnightly interview days
* Rolling advert on NHS jobs

e Clinical support for individual nurses, introducing
supervision and opportunity to have support with
revalidation

* Weekly pay introduced

* Recruitment processes overhauled to broaden the
scope of recruits

Safety Programme
* Acute Kidney Injury (AKI)

The Trust has committed to working to reduce the
incidence of AKl since 2012. AKI recognition has been
an integral part of clinical staff training.

The Trust benefited from a Commissioning for Quality
and Innovation (CQuin) scheme which was used to
pilot an AKI service which enhanced the team looking
for ways to reduce the incidence of AKI . This scheme
concluded at the end of Q4 2018-20109.

The impact of the pilot ceasing was monitored
together with continual monitoring of the incidence
of AKI progression by the Trust. It was identified there
was an increase in the number of patients whose AKI
progressed during an admission. This finding was
escalated to the Safety and Risk Committee, which
supported the development of a business case to
implement an inpatient AKI outreach team. Based on
the evidence of the post pilot review it is anticipated
the team will reduce AKI progression for patients and
improve care outcomes.

* Local Safety Standards for Invasive Procedures
(LocSSIPS)

The National Safety Standards were published in
2015, and designed to reduce incidents related to
invasive procedures in which surgical never events may
occur. To support Trusts to implement this national
programme a Patient Safety Alert was issued requiring
providers to develop their own local safety protocols
(LocSSIPs). The Trust has embedded LocSSIPs and
currently all procedures requiring one are in place.
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* Maternity Safety Programme

The safety improvement action plan is structured
around five key drivers; leadership, learning and
best practice, teams, data and innovation. Progress
against the drivers is monitored on a quarterly basis
at the maternity governance forum. The drivers also
incorporate national initiatives including the Saving
Babies Lives Care bundles.

The Healthcare Safety Investigation Branch (HSIB)
undertakes maternity investigations in accordance with
the Department of Health and Social Care criteria,
taken from Each Baby Counts and the confidential
inquiry, MBRRACE-UK.

Since HSIB's inception of maternity investigations in July

2018 the Trust have reported 15 cases which meet the

inclusion criteria. As part of the Devon Local Maternity

System (LMS) agreement, all cases, regardless of

harm or omission, are reported through the Strategic
Executive Information System (StEIS) process. The Trust
receives a monthly update on cases from HSIB.

* Twelve cases have reached their conclusion and a
final report agreed between HSIB and the Trust.
From these reports an action plan is produced and
monitored to completion through the Datix system
and specialty governance processes. All action
plans are signed off by the Trust’s Incident Review
Group and shared with the parents and the CCG.

* There has been robust debate between HSIB
and the maternity team regarding some of their
analysis and recommendations. Maternity Services
produced a standard feedback form to provide a
record of the Trust’s challenge to the findings and
recommendations from draft HSIB reports. This
provides a record of the dialogue between the Trust
and HSIB and provides detail of the rational of why
something was or was not done for specific case
e.g. interpretation of National recommendations
by the LMS. It also records the changes made by
HSIB following Trust challenge. HSIB welcomed this
formal method of feedback and have adopted the
Trust's feedback form for maternity cases in other
Trusts. This record of dialogue is uploaded to the
case file of each case. Any deviation from the HSIB
recommendations are discussed and agreed by
the Incident Review Group to ensure that there is
scrutiny of the rationale at Trust level.

* Two cases were at various stages of investigation
with maternity services working in partnership with
HSIB to conclude each case as early as possible with
full involvement of the families.

* Five cases which were rejected by HSIB:

o One case did not meet criteria as baby
subsequently identified as having a congenital
abnormality

o One was a duplicate entry

o Three cases the parents withdrew consent for
HSIB to investigate

Maternity services achieved all standards required for
year 2 of the Maternity Incentive Scheme. A business
case has been submitted to secure funding for
additional resource to aid achievement of the year 3
schemes in 2020.

The South West Academic Health Science Network
(SWAHSN) is working collaboratively to implement a
perinatal care bundle called PERIPrem. This is being
introduced from April 2020 in all South West units. A
Royal Devon & Exeter NHS Foundation Trust Obstetric
Consultant has been selected as the lead for this

roll out in the South West Region. It includes 10
interventions that reduce brain injuries in pre-term
babies. The Trust plans to introduce PERIprem as part
of its Maternity Safety Programme in 2020/21

* Maedicines Safety Programme

The Trust’s Medicines Safety Programme has focussed
on Medications Storage and Security following an
internal audit which was conducted initially in Q4
2017-2018. A task and finish group was established to
implement an action plan to improve compliance with
the Medicines Management Policy.

Despite initial work by the task and finish group, only
a limited number of meetings took place in 2019,

and therefore assurance could not be provided that
progress around this work stream had been made. The
interim Deputy Chief Nurse has led on re-establishing
the work. A risk assessment has been developed based
on the findings following the review of the action plan.

* NHS Safety Thermometer

The National Safety Thermometer has been collecting
data across the NHS in England since 2012. It is a point
of prevalence survey which measures incident of harm
against the four most common patient harms within
acute hospital care. These are Falls, Pressure Ulcers,
Deep Vein Thrombosis/ Embolisms and Urinary Tract
Infections in patients with Catheters. When the Safety
Thermometer commenced data collection it identified
that 10% of patients were experiencing these harms
during their admission. The desired outcome was

to reduce this to 5%, in order that 95% of patients
experienced harm free care.
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Reviewing our data submissions for the past three
years the Trust has reported a mean of 97.13% harm
free care. The national mean harm free care for this
period was reported at 93.94%.

* Sepsis

The main focus of the Trust's sepsis programme this
year was ongoing education and support for clinical
staff. This involved a new e-learning package and the
development of deteriorating patient champions in
all inpatient areas. Their role has been to support their
teams with the implementation of NEWS2 and collect
and submit data for the Sepsis CQUIN. The CQUIN has
two components, timely identification and screening,
in Emergency Department and Acute Inpatient
Settings; and Timely Treatment within Emergency
Department and Acute Inpatient Settings. The Trust
achieved compliance with the CQUIN targets.

During 2019/20 an ‘awareness week' has taken place
involving social media, quizzes and extra training
sessions and information for staff, patients and
visitors. The learning from our sepsis programme has
influenced the development of the Trust’s forthcoming
electronic patient record system, as a result MY CARE
should improve identification of sepsis, and promote
timely intervention and escalation of care.
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Improvements to Quality and Safety 2019/20

Home

* Urgent Community Response (UCR)

The Community Services Division continues to make
strong progress with admission avoidance, through

the Urgent Community Response Service. UCR is
integral for admission avoidance as it is for patient
flow from Acute and Community Hospitals. UCR teams
support people, on average, for 10-12 days to avoid
an unnecessary hospital admission, or to support home
from hospital. In December 2018 40% of patients on
the UCR were independent at discharge. In 2019/20
this proportion grew to 46% at the end of Q1 and
48% by the end of Q3.

UCR works in tandem with the other community
services such as Community Matrons to ensure that
patients are not admitted to hospital when they can

be cared for at home with extra support. The total
admission avoidance activity is comprised of 65% by
UCR teams and 35% by other community teams. We
have seen a steady increase of admission avoidance
across the UCR teams. The importance of the
partnership working across the Division has meant that
UCR can maintain capacity.

¢ End of Life Care

The Community Division reviewed the audit tools
as new systems were in place to improve support
to patients at the end of their lives. The Division
triangulated the data with the relevant Clinical
Evaluation Tool and Quality Improvement Programs
such as the Sweeney Project, looking at the quality
of End of Life Care out of hours, to evidence the
improvements to the services.

We took a baseline of performance at the end of

Q4 2018/19, and audited further at the end of Q1
2019/20. At re-audit it was identified that 90% of end
of life patients were being supported to die in their
preferred place of care. This was an improvement on
the baseline of 87%.

In Q1 patient notes were reviewed to establish if a
discussion regarding advanced care planning was
clearly documented. 67% of end of life patients had
this discussed and their wishes documented. Progress
on this quality improvement will be monitored through
the End of Life Steering group.

Community

* Dementia and Delirium Pathway

The Devon FCA's Dementia and Delirium pathway, a
joint pathway between the Royal Devon & Exeter NHS
Foundation Trust and Devon Partnership Trust was
successful at the inaugural National Older Peoples
Mental Health and Dementia Awards in Bristol. The
project received the 'Positive Practice award for
addressing inequalities’. This adds further confirmation
of the valuable contribution that Flow Coaching makes
to quality improvement.

* Neurological Rehabilitation

The Neurological Rehabilitation Team worked with
patients to encourage them to exercise outside of
formal treatment sessions. People using the service
reported significant benefits using the specialist
equipment in the hospitals neuro gym. However
patients also described how difficult and limited it is
to exercise at home or to use local gyms due to issues
with: access, no specialist therapy equipment and a
lack of confidence to exercise in a ‘traditional’ gym
environment.

The feasibility of patients accessing the neuro gym
more frequently and flexibly was investigated and

an approach was implemented; every person has an
individual treatment plan; the gym is booked with
supervised physiotherapy staff sessions three times

a week; people are able to self-book into these gym
sessions, based upon the staff advice on the number
required per week. Specific paperwork has been
developed to ensure that therapy staff covering a
session have sufficient information to safely support and
progress each person’s treatment plan. The aims are to:

* Increase frequency of treatment appointments to
achieve dosage required

* Encourage patients to work more independently
than in 1:1 Physiotherapy sessions or traditional
groups, with patients more ‘in charge’ of their
treatment time and decision making

* Encourage exercise as part of patients’ long term
self-management approach

* Increase patients’ confidence to exercise more
independently within a gym environment, to
facilitate their progress onto using local gyms
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* Provide a peer support forum for patients

* Enable staff to work together and with patients to
increase supervision and learning opportunities.

Over five months, three sessions per week were run
with 17 patients taking part, nine attending more
than once per week. The feedback from patients was
very positive and staff noted benefits, particularly the
opportunity it provided to increase multidisciplinary
treatment planning. Following on from this pilot

the service plans to carry out an audit of efficiency,
effectiveness & formal patient feedback. It is hoped
that this approach will be extended to other services
commencing with our traditional style Upper Limb
Rehabilitation group.

¢ |ntermediate Care

Community services continue to progress the
integrated care model and in July 2019 a patient,
David, shared his experience of this service as a patient
story to the Board of Director’s meeting.

David preferred his own company and enjoyed being
at home with his steam railway and collection of

WWI and WWII books. So being on a community
hospital ward with other people and lots of activity
was certainly out of his comfort zone. Initially he didn’t
want to engage in rehabilitation, losing all motivation
to even get out of bed and got frustrated with
everyone who tried to encourage him. David needed
help from at least two people at a time with everything
from being hoisted to move and personal care.

David’s health had been on the decline and he was
struggling to remain independent at home. A further
knock to his confidence and ability to look after himself
came when he needed a pacemaker fitted meaning

the need for long-term residential care was a growing
concern.

Although David didn’t think it at the time, he was a
perfect candidate for intermediate care, which provides
an individually tailored rehabilitation and re-ablement
support to regain his independence and prepare him to
return home safely.

By listening to David’s anxieties and what mattered

to him, the intermediate care team worked in
partnership with him to build his confidence. Together
they developed goals that made sense to David, and
this increased his involvement in his rehabilitation.
Through daily interaction and providing lots of
reassurance and encouragement the team worked
with him to help achieve independence e.qg. managing
his own medication and build strength to walk with
supervision. Every aspect of care and rehabilitation was
tailored to David'’s needs from using different walking

aids and moving to a bay where other patients were
walking to help with his motivation through to finding
a chair he could sit in comfortably so he didn’t stay in
bed all day.

David said: “I couldn’t lift my arm before, | had a job
getting up and | wasn’t walking — it was chaos! | still
have pain in my hip that brings tears to my eyes, but |
have changed. Now I've got the determination to do
it and am doing much more for myself. It's thanks to
the lovely care and wonderful people who work their
hearts out”.

Hospital

* Acute Care of Older people

In July 2019 the Medical Services Division undertook
two concurrent tests of change within the hospital.
The Acute Care of the Elderly (ACE) Unit moved to
Lowman Ward and a Short Stay Unit was created
within the Acute Medical Unit (AMU) The move of the
ACE Unit released 14 beds within AMU and allowed
for a test of a Short Stay Unit (SSU). Short stay patients
are those who are expected to require an admission of
less than 72 hours. The environment within AMU was
well suited to managing this type of patient due to
the levels of medical, nursing, pharmacy, therapy and
secretarial support.

The month long test assessed whether short stay
patients were able to remain on AMU, or whether the
pressure from the number of medical admissions would
cause some to be transferred elsewhere. Data was
collected during the test to assess the impact on length
of stay for patients who are transferred.

The key aim for the test was to co-locate frail patients
without risk of a further ward move. The test also
assessed the requirements for locating a frailty unit
away from AMU and measure any associated benefits.
The hope of the ACE Unit test was that by co-locating
frail patients, the overall length of stay for this group
of patients would reduce which would impact upon
capacity.

The test of change demonstrated that ACE patients
were less likely to be moved off beds within a
dedicated unit outside of the pressurised AMU
environment and as a result could be managed and
discharged within the 72 hours.

The aim of the ACE unit is to provide patient-centred
care for older people with complex needs and a frailty
marker who are likely to be discharged within 72
hours. Care is delivered by a dedicated team offering
speed of access to diagnostics, decision making and
treatment interventions to reduce length of stay and
subsequent unintended harm.
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e Comfort Exeter

The Comfort Exeter project was established within the
Emergency Department to help some more vulnerable
patients. The project aims to improve the care received
by patients while in the Emergency Department but
also when they leave hospital.

An established clothing bank supplies key items of
clothing for patients whose own clothes may have had
to be removed or cut away whilst receiving treatment.
Not all patients have family or friends to assist them
while they are in the Emergency Department and a
difficult and often distressing time can be made much
easier for a patient if they can be helped to replace
their clothes.

Comfort bags are provided to help patients who have
slightly greater needs and have little or no support
elsewhere. A small bag of essential items can help
provide them with comfort and dignity. Items in

the bag include: thermal socks, wet wipes, tissues,
toothbrush and toothpaste, soap and female sanitary
products. There is also information about local services,
such as soup kitchens and where to access them.

In December 2019 the project received the Emergency
Department Patient Experience Project of the Year

at the Royal College of Emergency Medicine (RCEM)
Awards.

o SafeCare

After 13 months of development the Trust roll out

of Allocate SafeCare was completed in November
2019. This has moved the Trust from a position of
paper rostering to having holistic transparency through
SafeCare. SafeCare is the fundamental tool used to
identify staffing shortages and excesses. Functionality
such as professional judgement and red flags allow the
nurse in charge to add their views for consideration
during the bed meetings.

SafeCare and the Shelford descriptors are nationally
recognised acuity and dependency tools used to
quickly identify whether wards, units and teams are
staffed safely. SafeCare provides a Trust wide view of
real time staffing and is a major step forward enabling
the Trust not only to ensure that the right staff with
the right skills are in the right place, but to clearly
demonstrate compliance with criteria set out in the
National Quality Board; using evidence based tools to
inform decisions on setting appropriate establishments
as well as daily staffing levels on a shift by shift basis.
Inpatient teams are able to identify their challenges

in relation to clinical care and daily staffing issues are
identified and acted on in a timely manner.

¢ Alcohol Liaison Service

The Trust employed a lead Alcohol Liaison Nurse in
early 2020; the Trust had identified through learning
from incidents that this role could improve the
experience of patients with alcohol related problems.

The Alcohol Liaison Nurse offers support with alcohol
withdrawal management, psycho-social interventions,
staff advice & support, liaison with community alcohol
services and safe discharges. They will work to prevent
admission, reduce length of stay and readmissions to
hospital, risk assessment and care planning for our
high impact users. The overall aim is to reduce alcohol
related health harms.

* After Cancer Treatment Programme

The Urology and Colorectal Cancer team ran a pilot of
an After Cancer Treatment (ACT) programme for four
months. Patients and their supportive person were
invited to attend a group session for eight people 12
weeks after their surgery/treatment. Content included
a formal presentation covering psychological and
emotional effects and healthy lifestyle benefits around
diet and exercise.

Following the presentation each patient was given

the opportunity to have 1:1 support and advice from
the presenting team which is based on personal goal
setting to support changes in diet and exercise. A
holistic needs assessment is offered which includes
signposting to services available within the community.

Benefits included:
* Personalised care planning
* Improved patient experience

* Preparation for remote patient monitoring and open
access to acute services when needed.

e Promoting partnership working and an environment
of trust between professionals and service users

* Reducing need for Outpatient Department
appointments

* Patients being signposted to services such as FORCE,
weight loss classes, group gym sessions, 1:1 sessions
and the front room to fundraiser: 5k your way.

Following the initial pilot the service is planning to
introduce four clinics per month for urology and
colorectal cancer patients for the next year with 8-10
patients per session. This will give provision to invite
all prostate cancer patients three months after their
Robotic-Assisted Laparoscopic Prostatectomy (RALP)
and all colorectal patients who have had treatment
with a curative intent at three months post-treatment.
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Our Priorities for 2020/21

Governor Priorities
End of Life Care (Eol)

Questions:

1.

5.

What actions are taken to ensure clear
communication is taking place between Acute and
Community services (including care homes) on end
of life care at the time of transfer or discharge to
own home?

. What is the process to monitor the care plan

of patients receiving end of life care, and does
it include the physical, emotional spiritual and
practical needs of the patient and those people
close to the patient?

. What actions are being taken to ensure clear

communication with patients, families and those
close to them, including asking their views on the
quality of their care including how to complain?

End of life care is everyone's business, what is being
done to provide education to staff?

What support is given to those identified as carers?

What good looks like:

1.

Evidence of well trained staff, including
competencies on the latest EolL best practice.

. Staff who treat patients and those close to them

with sensitivity, courage and Compassion.

. All patients receiving end of life care have a care

plan, in which they and those close to them have
been involved in developing.

. The patient is at the centre of our care and regarded

as a partner in the delivery of end of life care

. Patients and those close to them are invited to give

their views and are signposted to patient experience
leads should their care not meet their standards.

Patient Food/meals

Questions

1.

s there a clear nutrition and hydration strategy that
underpins the nutritional care of patients and the
whole hospital community including staff?

. What advice and support is given to patients

on discharge to further aid recovery following
discharge?

. How does the Trust liaise with groups such as

the National Caterers Association and the Soil
Association to maximise the sourcing of food
services locally and reduce the reliance on frozen
and packaged food?

. What healthy food options are available for staff,

particularly those working overnight?

. Do we audit protected mealtimes?

What systems are in place to monitor food
safety and quality for patients, staff and visitors
transparently?

. Is there a Care Quality Assessment Tool (CQAT)

guestion that considers the patient experience of
food in hospital?

What would effective provision of food for
patients, staff and visitors look like?

1.

There is a known nutrition and hydration strategy
that is accessible to patients, those close to them,
visitors and staff.

. There will be evidence provided that demonstrates

scrutiny and oversight by qualified dieticians of the
nutritional content of hospital food for all relevant
groups (e.g. vulnerable patients, children and
people with eating disorders) and how this might
aid recovery.

. Information and guidance will be readily available

for staff and patients about appropriate nutritious
food

There will be evidence that shows an increase in the
use of locally sourced food and a decrease in the
use of frozen and packaged food.

. The CQAT feedback of the patient experience will

indicate that protected mealtimes are maintained
with patients receiving help and support with
food and drinks. Snacks and drinks would also be
available between meals.

. The Patient Experience Committee would monitor

the annual PLACE Assessments and oversight of
associated action plans

. There would be evidence from patient, staff and

visitor surveys of an increase/satisfaction in food
provision. Only if this is already not very good!

The Malnutrition Universal Screening Tool (MUST)
will provide evidence of engagement between staff
and patients on nutrition and hydration.
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Trust Priorities

* Promoting digital interaction with our patients

* Better understanding the patient experience (putting the patient at the centre of

the team)

e  Building the environment for maintaining resilience of our staff

Promoting digital interaction with our
patients

The world has moved to a more digital environment
enabling everyone to access and obtain information
quickly and efficiently and the delivery of healthcare

is no different. With an ageing population and more
people with multiple complex conditions, collaboration
is more important than ever.

Patients access a range of services, provided by multiple
organisations to receive their healthcare. Systems
across organisations are not adequately joined up
which can lead to delays in care and require patients to
repeat the same information to a number of different
clinical staff.

During 2020/21 the Trust will implement MY CARE,
a clinically-led transformation programme, which has
people at its heart and is enabled by the introduction
of new technology supporting the introduction of a
new state-of-the-art Electronic Patient Record (EPR).

Using proven technology already in use in many
hospitals globally and in three other English NHS Trusts,
the RD&E will be the first in the UK to extend the
platform to Acute and Community settings.

The EPR will enable records to be accessed and
updated immediately by clinical colleagues anywhere
in the Trust in seconds with a single sign-in and will
be available to be shared with GPs or staff caring for
patients in the patients’ own homes.

MY CARE will also provide patients with easy and
secure access to their own care records. Available

on the web, or as mobile app, the MY CARE patient
portal will enable patients to view their healthcare
information from anywhere in the world. Over the
coming year, the MY CARE patient portal will be
promoted and adoption tracked at the highest levels
of the Trust, in a drive to increase the control patients
have over their own care.

This work will be reported, monitored and managed
through the MY CARE Programme Board.

Better understanding the patient
experience (putting the patient at the
centre of the team)

Patient experiences have always been an important
aspect for quality care and provide a valuable insight to
where we are exceeding expectations or falling short.
Feedback can help us understand the practical and
procedural parts of our service delivery but will also
capture the cultural aspects of the organisation.

As a Trust we have a number of ways of collecting
patient feedback from patients, their families and
carers which helps remind clinicians and managers
what is important from a patient perspective.

Building on our previous aim of promoting
independence of patients the Trust will, during
2020/21, prioritise making patients the centre of their
healthcare team.

The Trust have committed to hearing a patient
experience story at each Board meeting and want to
go further in understanding the experience of patients
by implementing a Patient Voices group. The group
will be led by and include patients and will provide an
opportunity for patients to share their experiences with
each other, identify where their experiences are shared
or opposed and choose stories and experiences for the
Board on what matters most to them.

These stories and experiences will link the experience
of staff with the patient journey to create a sense of
team between staff and patients and a recognition
of the role each has within provision of quality care,
fostering a culture of collaboration.

The overarching aim for the Patient Voices group

will be to create a ‘critical mass’ of stories and
experiences to highlight resonance across specialisms
and opportunities for Trust-wide learning. Thematic
conversations allow for a more targeted approach to
improving the unfiltered view of patients and how to
bring them into the centre of the care team.

This work will be reported, monitored and managed
within the Trust Governance structure, reporting to
Governance Committee.
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Building the environment for maintaining
resilience of our staff

The Trust recognised the potential of an emerging
pandemic early in 2020/21 and the possibility of
subsequent surges continuing throughout the year.
The health and wellbeing of our staff will be a key
priority for the Trust during 2020/21 to ensure they
are well supported during a probable period of intense
service delivery.

In Surge 1, the Trust had a clearly structured
Occupational Health and Wellbeing plan in place to
include:

Enhanced Psychological Support:

e 24/7 Listening Ear Service provided by the
Chaplaincy Team

* Enhanced Staff Support and Counselling Service

e Enhanced Employee Assistance Programme to
include telephone counselling for all staff and their
dependents

e Psychologist input from DPT
* Priority access to TALKWORKS service for NHS staff

e Trauma Risk Management (TRiM) procedures in
place and implemented where necessary.

It is acknowledged that fulfilling staff's basic needs is
key to supporting health and wellbeing such as food
and drink, travel and practical considerations. This
could include:

* Free Tea and Coffee during surge periods

* Free parking and travel via public transport during
surge periods

e Accommodation where required
* Additional outdoor spaces for staff in courtyards
» Additional showers and changing facilities

* Increased discount of food and distribution of
charitable donations of food during surge periods

* Additional skincare support from the Dermatology
team

Communication will be an essential aspect to
supporting our staff and we will provide up to date
information on our staff intranet and wellbeing
webinars for all staff.

As we prepare for Surge 2, providing structured
psychological support for our staff and managers is
paramount to ensuring that our staff are equipped
and supported to cope with the mental and physical
demands of the upcoming pandemic.

We will:

» Offer enhanced psychological support resource to
staff

* Provide further support and training for our
managers on how to support staff

e Pro-actively provide targeted support to teams
where need is identified.

The Trust will monitor the achievement of these
schemes through regular staff feedback via team
meetings, the People, Workforce, Planning and
Wellbeing (PWPW) Group and via the annual staff
survey.
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Duty of Candour

The Trust remains committed to being open and honest with patients and their families when things go wrong.
The Trust has implemented a process for Duty of Candour from August 2013 which was communicated and led
through the Trust’s Governance system. Monitoring of compliance of Duty of Candour happens at different levels.
The Trust uses its electronic incident reporting system (Datix) for overseeing the Duty of Candour requirements.
Duty of Candour compliance is monitored through the Trust’s Incident Review Group. This compliance is also
reported through to the Safety and Risk Committee.

In 2019/20 our Duty of Candour compliance was 100%.

Quarter Total Number Patient Harm: Duty of Candour Duty of Candour
of incidents Duty of Candour completed Not completed
(Actual Impact of required
Moderate, Major and
Catastrophic)
Quarter 1 10 8 8 0
Quarter 2 15 10 10 0
Quarter 3 23 14 14 0
Quarter 4 16 11 11 0

Learning from deaths

During 2019/20 1649 patients of the Royal Devon and Exeter NHS Foundation Trust died. This comprised of the
following number of deaths which occurred in each quarter of that reporting period:

e 408 in the first quarter;

* 396 in the second quarter;
* 399 in the third quarter;

* 446 in the fourth quarter.

By 31/03/2020, 179 case record reviews and 13 investigations have been carried out in relation to 192 of the
deaths included above. In six cases, a death was subjected to both a case record review and an investigation. The
number of deaths in each quarter for which a case record review or an investigation was carried out was:

e 408 in the first quarter - 40 Structured Judgement Reviews (SJRs) — 6 Incidents
* 396 in the second quarter - 45 SJRS - 2 Incidents

* 399 in the third quarter - 57 SJRS — 2 Incidents

* 446 in the fourth quarter — 37 SIRS — 3 Incidents

The Trust has adopted the Royal College of Physicians’ National Mortality Case Record Review (NMCRR) Programme
methodology known as the ‘Structured Judgement Review'.

The Royal College of Physicians has stated that “SJR methodology does not allow the calculation of whether
a death has a greater than 50% probability of being avoidable” and, further, that “The NMCRR programme,
supported by the RCP does not endorse the comparison of data from the SJR between Trusts.”

Page 15



Quality Report 2019/20

As such, the Trust can only present the data available which is summarised below

00 Adequate 00O elle Total
19/20 Q1 0 1M 8 12 9 40
19/20 Q2 1 14 15 9 6 45
19/20 Q3 1 12 14 19 11 57
19/20 Q4 1 7 9 18 2 37
Total 3 44 46 58 28 179

In July 2020, a formal themed analysis of all mortality
reviews conducted in the prior 12 months was
completed and presented to the Board of Directors.

A number of themes were identified. In summary:

* The majority of records examined drew positive
comments from reviewers about effective multi-
professional review, comprehensive initial review
and the quality of patient/family involvement.
Negative comments on these same themes were
apparent in a much smaller proportion of reviews
(4-5%). These features are fundamental to safety
and quality of care provided to acute patients and
significant positive assurance in relation to the
quality of medical care provided to this cohort may
be drawn from this finding.

* Management of the deteriorating patient was
more often narrated in negative terms. It must
be recognised that if care is well delivered,
deterioration should not occur — positive comments
in relation to deterioration are therefore logically
less likely. Nevertheless, this is a theme which has
been recognised by the mortality review team and
is frequently the basis on which cases are referred
back to the treating department for consideration in
their own ‘mortality and morbidity’ forum.

* The topic of ‘advance care planning’ (which broadly
relates to the involvement of patients and their
loved ones in articulating their views, beliefs and
wishes around care towards the end of life) featured
frequently in these reviews both in positive and
negative terms. Where it occurs, effective advanced
care planning allows for a patient-directed de-
escalation of medical intervention toward the end
of life and was frequently associated with care
that was judged ‘excellent’. Where it is lacking, a
trajectory of increasing medical intervention in the
context of decreasing effectiveness is evident.

* Although ‘care of the dying patient’ received
more positive than negative comments, the Trust
recognises the challenge of providing personalised,
effective and timely care at the end of life for all
patients.

Treatment Escalation Plans (TEP), sepsis and
the deteriorating patient

Alongside learning from mortality review, independent
audit of TEP completion and the activity of the Medical
Emergency Team (MET) was completed. The review
highlighted:

e Occasions in which TEP had not been kept current
to take into account progression of disease or
advancing frailty. This was a contributor to the issue
of a rising workload for medical emergency teams
which placed strain on out-of-hours emergency
medical provision.

* Instances in which actions prompted by rising early
warning scores were not completed as required.
This was a contributor to the observation of late
intervention in the case of deteriorating patient,
adding to MET activity.

Acute Kidney injury (AKI)

A common feature of Sepsis as well as a cause of
acute deterioration in its own right, data of AKI
progression at the Trust demonstrated that previously
an AKI outreach team had a significantly positive
effect in reducing AKI progression. Since an outreach
service ceased the Trust has seen a statistical increase
in hospital acquired harm from AKI. A rise from 9%
to 14% which has remained constant. As described
previously in this report the Trust has taken action to
address this by recommencing the AKI team.
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Fractured neck of femur

SJRs were commissioned in response to concerns
around a rising trend in mortality in data submitted to
the National Hip Fracture database.

Issues raised in relation to the care rated ‘poor’
included the timeliness of treatment for sepsis, bowel
care and the management of post-operative delirium.
No concerns were raised in relation to the timeliness of
the surgery itself or the decision-making for the four
patients who did not undergo an operation.

Chest Trauma

An incident investigation identified the following
learning:

e Chest wall injuries have high risks of morbidity and
mortality. Senior opinions should be sought early.

» Patients who require admission for chest wall
injuries should be reviewed within 12 hours by a
registrar or consultant of the inpatient speciality
under which they are admitted.

* Separate, independent referrals to both anaesthesia
and intensive care may be made where indicated.

Clinical Management of Chest Trauma

Following an investigation the Clinical Guideline for
the Management of Chest Trauma was revised and
updated. The updated version provides greater clarity
on the necessary actions required in the event of
respiratory deterioration.

In support of the guidelines the following changes
were also made to the Chest Injury Tool:

* Incorporation of frailty scoring into the chest injury
score which promotes early opioid-sparing regional
anaesthesia

e Senior ICU opinion is sought when ICU referral is
indicated

Management of Alcohol Withdrawal

An investigation found discrepancy in the
recommendations between Trust guidance and NICE
guidance and that formalised assessment of alcohol
withdrawal is not reliably occurring for patients
admitted to non-specialist areas. Furthermore, gaps
were identified in the process for identifying ‘outlying’
patients accommodated outside a particular specialties
base ward.

Management of Self Discharge

An investigation identified the existing process for
managing patients who self-discharge provides

false reassurance that patients understand the risks

of leaving the hospital. It also identified missed
opportunities for staff to engage pro-actively with
managing the risks that arise. The investigation
concluded that a safe discharge was not facilitated
although the patient should have been considered as a
vulnerable adult.

Coding and Completion of Discharge
Summaries

A discharge summary is a clinical report prepared by a
physician or other health professional at the conclusion
of a hospital stay or series of treatments. It outlines the
patient’s chief complaint, the diagnostic findings, the
therapy administered and the patient’s response to it,
and recommendations on discharge. Thematic review
mortality alerts found non coder errors attributable to
discharge summaries that did not include full details

of the condition(s) being treated and the patient’s
comorbidities.

Many of the themes identified above have been
actively considered during specification and build

of the Trust's new EPR. This comprehensive new
system will automate many of the processes identified
as having failed in the learning described above.
Whether in recognising the deteriorating patient or
ensuring advanced care plans follow patients on their
journey through care, the MY CARE project has been
constructed with these needs fundamental to the
process.

Work in relation to the improvement in capture of
clinical information for the purpose of coding and
discharge is evidenced by a rapid and sustained
improvement in the Trust’s position with regard

to national mortality rate comparators. Further
improvements are expected with the commissioning of
the new EPR which allows for clinician coding and will
improve the availability of clinical information both for
caregivers outside secondary care and clinical coding
staff.
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Advanced Care planning and Treatment
Escalation Plans

In May 2019 the Trust adopted the Devon wide version
of the TEP form in order to standardise information
collated and support effective communication across
multiple pathways and settings. TEP forms are now
routinely reviewed as part of the national cardiac
arrest audit; this has gone some way in addressing

the quality of the information provided on the form
and the timeliness of completion. This will continue

to be worked through as part of the overall safety
programme in the Trust.

Deterioration of clinical condition and
sepsis

The Sepsis CQUIN concluded at the end of April 2019
with a final report showing an improving picture. The
following action has been taken by the Trust over
2019/20 in order highlight awareness and continue to
improve Sepsis recognition and treatment.

e The Trust's Sepsis E-Learning programme was
updated to reflect national updated guidance.

e The Flow Academy Sepsis Big Room was launched
on 7 November 2019. This multidisciplinary
collaborative is examining care pathways across the
Trust to formulate workable and effective solutions
to identified process issues.

* Maternity and Paediatrics are working on their own
Sepsis recognition and treatment pathways. Cancer
services will continue with their neutropenic sepsis
forms which they audit internally

e The updated Sepsis screening tool has been
implemented.

* In October 2019 the ‘Sepsis and Infection
Prevention week’ was held. This covered education
and had good engagement from staff and teams.

An education package has yielded improvement in the
accurate calculation and response to deteriorating early
warning scores. With the launch of the Trust’s EPR,
these scores will be calculated automatically and feed
directly into the workflows of clinical teams, meaning
that clinical teams are made aware of deterioration in
real time.

The findings from the in-depth review of MET calls has
informed an options appraisal which feature a proposal
for an outreach team approach. This work is continuing
to evolve within the wider safety programme and
expansion of the Trust’s Intensive Care offering as part
of its pandemic response.

Acute Kidney injury

AKI constitutes a large focus of our Acute Deterioration
work programme. In 2019/2020 the following action
has been taken:

* Guidelines have been written to support doctors in
their management of AKI.

* An education and training programme for AKl is
now in place and forms an integral part of junior
doctor induction.

e The AKI Bundle is aligned within MYCARE. This will
further support existing mandatory teaching for
nursing staff.

e The AKI Outreach team has been reinstated.

Management of alcohol withdrawal

There is now an acute alcohol care team, as described
in the NHS Long Term Plan, in place to offer advice,
support and training to staff but also to support
patients undergoing an acute detoxification in the
acute Trust. The team have, throughout 2019/2020,
implemented an education programme highlighting
awareness to Medical and Nursing staff alike of the
new policy / guidance, that is clear and uses the NICE
recommended assessment tool.

A formal capacity assessment and Deprivation of
Liberty process has been added to the alcohol pathway
policy and the safe discharge policy checklist to remind
staff of the need to undertake an assessment.

Clinical Management of Chest Trauma

The Clinical Guideline for the Management of Chest
Trauma has been revised and updated. This formalises
guidance on escalation of care in the event of
respiratory deterioration.

In support of the guidelines the following changes
were also made to the Chest Injury Tool:

* Incorporation of frailty scoring into the chest injury
score which promotes early opioid-sparing regional
anaesthesia

e Senior ICU opinion is sought when ICU referral is
indicated

Management of Self Discharge

The Discharge Against Advice Policy has been reviewed
and updated; there is now an accompanying self-
discharge checklist, which includes identifying risks of
the patient and risks to the patient as an integral part
of the self-discharge process.
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Deaths occurring during financial year 2018/19, reviewed in 2019/20: 267

Table: Summary of judgements reached for mortality reviews in relation to deaths which occurred in 2018/19

0Q ofe Adequate 000 e Total
Q1 2018/19 12 26 39 15 93
Q2 2018/19 11 25 16 13 65
Q32018/19 14 15 19 7 59
Q4 2018/19 10 17 11 11 50
Total 47 83 85 46 267
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Seven Day Services

The Trust has positively engaged and complied with
the Seven Day Hospital Services Board Assurance
Framework in 2019/20. The most recent Seven Day
Services audits undertaken in Spring and Autumn 2019
demonstrates that the Trust continues to be compliant
with the four priority Clinical Standards: Time to First
Consultant Review; Access to Diagnostics; Access to
Key Interventions and Ongoing Review.

The results of the autumn 2019 audit can be seen
below:

e Standard 2 — Time to First Consultant review:
92.6% of all patients admitted as emergencies were
reviewed by a consultant within 14 hours of their
admission. This breaks down to 93.3% for weekend
admissions and 92.5% for weekday admissions.
These figures have been identified following a
case-note review of 95 sets of case-notes from a
cross section of emergency admissions to the RD&E
within a seven day period in August 2019.

e Standard 5 — Access to Diagnostics: All six
key diagnostic tests (CT, MRI, Microbiology,
Echocardiography, Ultrasound and Upper Gl
Endoscopy) and reporting are always or usually
available on site or off site by formal network
arrangements for patients admitted as an
emergency with critical and urgent clinical needs.

e Standard 6 — Access to Key Interventions: All nine
key interventions are available on weekdays and
weekends on a 24-hour basis, either on site or by a
formal arrangement with another provider:

—_

. Critical Care

Primary Percutaneous Coronary Intervention
Cardiac Pacing

Thrombolysis for Stroke

Emergency General Surgery

Interventional Endoscopy

Interventional Radiology

Renal Replacement Therapy

L © N o U A W N

Urgent Radiotherapy

e Standard 8 — Ongoing Review: 98.4% of patients
requiring a twice daily review received a twice daily
review and 98.2% of patients requiring a once daily
review, were reviewed as required. These figures
have been identified following a case-note review
of 95 sets of case-notes from a cross section of
emergency admissions to the RD&E within a seven
day period in August 2019.

The Trust continues to report its position against

the remaining six Clinical Standards for Seven Day
Services through the Board Assurance Framework
demonstrating compliance and continual improvement
against these standards. Once reinstated, the Trust

will re-commence twice annual reporting in line with
the Seven Day Hospital Services Board Assurance
Framework, which has been paused due to the
ongoing COVID-19 pandemic.

NHS Staff Survey Results for Indicators
KF26 and KF21

2019
(census) | (census) | (random
sampling)

38%

Staff Survey

question:

Percentage of staff | 89% 90%
believing that

the organisation
acts fairly: career

progression

(Q16+in 2017, Q14
2018 & 2019)

Percentage of staff | 83% 83% 20%
not experiencing
harassment,
bullying or abuse
from staff in the

last 12 months *

(Q15C in 2017,
Q13Cin 2018 &
2019)

*Staff in the Surgical Division report experiencing
higher levels of harassment, bullying or abuse vs other
divisions — approx. 22%, vs the trust average of 17%.
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Freedom to Speak Up and Whistleblowing

Following the recommendations made by Sir Robert
Francis in the Mid Staffordshire NHS Foundation Trust
Public Enquiry, the Trust appointed three Freedom
to Speak Up Guardians (FTSUG) in January 2017. It
expanded the service in September 2018 with the
appointment of a further three Guardians. The six
Guardians all have different roles and backgrounds
(Catering Manager, two Senior Nurses, Clinical Lead
Occupational Therapist, Consultant Emergency
Physician and Community Support Worker) and are
available for all staff employed by the Trust across all
sites.

The Guardians act in a genuinely independent and
impartial capacity, to support staff who raise any
concerns (patient safety, quality of care, harassment
and bullying etc.) and they have direct access to the
Chief Executive, Chairman of the Trust, and Chair

of the Governance Committee as required. The
Guardians report to the Governance Committee twice
a year, and onwards to the Board of Directors.

The Guardians have been working alongside the Senior
Leadership Team and the Human Resource Department
to support the organisation in becoming a more open
and transparent place to work, where all staff are
actively encouraged and enabled to speak up.

Work has continued during 2019/20 to focus on
raising awareness of the FTSUG role; during COVID-19
this was facilitated by the production of three video
messages, two from the Guardians and one from the
Lead Non-Executive Director.

The Lead Guardian completes and submits regular data
reports to the National Freedom to Speak Up Guardians
Office. The data supporting these returns is discussed
at monthly meetings between the FTSUGs and the
Head of Governance to ensure that appropriate advice
and action has been provided to staff who access the
service, in a way that is appropriate to the individual
(confidentiality and anonymity are crucial) and also

to identify any themes which may require trust wide
action.

The Trust also has a well-established, robust formal
route for raising concerns through the Trust's
Whistleblowing Policy and process. The Head of
Governance works with the Chief Executive, the Chair
of the Trust and Chair of Governance Committee

to ensure that all concerns raised through the
Whistleblowing Policy are acknowledged, investigated
and reported through the Governance Committee
(GC). The GC's role is to ensure that the process has
been followed, that actions have been undertaken,
learning is shared Trust wide and more importantly that
any staff who do speak up do not suffer detriment.

The Trust is totally committed to further enhancing

its processes to support staff to raise concerns. Work
planned during 2020 includes expansion of the
FTSUG team targeting recruitment to ensure that the
Guardians full represent all staff and staff groups, and
consideration of the recruitment of a totally dedicated
Lead Guardian to work across both the RD&E and
Northern Devon Healthcare Trust.
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Review of services

During 2019/20 the Royal Devon and Exeter NHS
Foundation Trust provided and/or sub-contracted 69
relevant health services.

The Royal Devon and Exeter NHS Foundation Trust has
reviewed all the data available to them on the quality
of care in 69 of these relevant cases.

The income generated by the relevant health services
reviewed in 2019/20 represents 100% per cent of the
total income generated from the provision of relevant
health services by the Royal Devon and Exeter NHS
Foundation Trust for 2019/20.
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Participation in Clinical Audit

During 2019/20 56 national clinical audits and 2
national confidential enquiries covered relevant
health services that the Royal Devon and Exeter NHS
Foundation Trust provides.

During that period the Royal Devon and Exeter NHS
Foundation Trust participated in 95% (53) national
clinical audits and 100% (2) national confidential
enquiries which it was eligible to participate in.

The national clinical audits and national confidential
enquiries that the Royal Devon and Exeter NHS
Foundation Trust was eligible to participate in during
2019/20 are listed in Annex F.

The national clinical audits and national confidential
enquiries that the Royal Devon and Exeter NHS
Foundation Trust participated in during 2019/20 are
listed in Annex F.

The national clinical audits and national confidential
enquires that the Royal Devon & Exeter NHS
Foundation Trust participated in, and for which data
collection was completed during 2019/20 are listed
alongside the number of cases submitted to each audit
or enquiry as a percentage of the number of registered
by the terms of that audit or enquiry in Annex F.

The reports of 35 national clinical audits were reviewed
by the provider in 2019/20 and the Royal Devon

and Exeter NHS Foundation Trust intends to take the
actions to improve the quality of healthcare provided as
detailed in Annex F.

The reports of 47 local clinical audits were reviewed

by the provider in 2019/20 and the Royal Devon

and Exeter NHS Foundation Trust intends to take the
actions to improve the quality of healthcare provided as
detailed in Annex F.
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Participation in Clinical Research

In the period from April 2019 to March 2020, 6376
participants were recruited to 573 quality research
studies that had been subjected to independent ethical
review. The scope of the research was broad, providing
opportunities across twenty six clinical specialties.

UK Biobank

A study of approximately 200,000 blood samples

from the UK Biobank has identified more than

2,000 undiagnosed cases of type 2 diabetes. The
study, presented at this year's Annual Meeting of the
European Association for the Study of Diabetes (EASD),
also shows that, because UK Biobank data is not
reported back to participants, patients found to have
undiagnosed diabetes waited on average more than
two years for a clinical diagnosis, and around a quarter
remained undiagnosed five years later.

The study, by colleagues at the University of Exeter
and the Royal Devon and Exeter NHS Foundation
Trust, used a test for monitoring blood glucose
control and diagnosing diabetes, known as HbA1c, or
‘glycated’ haemoglobin. In the UK, type 2 diabetes is
predominantly diagnosed through HbA1c testing.

The UK Biobank is a cohort of around half a million
participants aged 40-70 at recruitment, with primary
care records (clinical codes and prescription data)
available for nearly half of participants. In the UK
Biobank, all participants were in effect screened for
diabetes, as their HbA1c levels were measured in the
blood samples collected from them at recruitment,
but results were not reported back to them or their
healthcare professionals. This is perfectly normal, since
volunteers consenting to take part in the UK Biobank’s
consent that they will not receive feedback of results.

The authors analysed how many additional people
with diabetes can be identified by population screening
using HbA1¢, and how much screening would reduce
the time to receive a diagnosis of diabetes compared to
present approaches.

Of the 201,465 UK Biobank participants with primary
care records available and an HbA1c measured at
recruitment, and no prior diagnosis of diabetes, 2,022
(1.0%) had undiagnosed diabetes on screening by
HbA1c.

Individuals with undiagnosed diabetes on screening
were older, more likely to have obesity and more
frequently male than those without diabetes. Statistical
modelling showed these participants took on average
2.3 years following UK Biobank recruitment to be
diagnosed with diabetes, and that 23% still had not
been diagnosed at five years follow-up.

Preliminary results suggest that delays in receiving a
diagnosis for those with undiagnosed diabetes did not
significantly impact diabetes-related complications in
this group of people, further research is required to
ascertain whether screening for diabetes in this age
group would reduce diabetes-related complications.

Translation of research in rare beta cell
monogenic diabetes to provide a highly
specialised clinical service for rare beta cell
monogenic diabetes in England

A new national service has been established with
researchers working with the National Institute for
Healthcare Research (NIHR) Exeter Clinical Research
Facility (CRF) to ensure the appropriate diagnosis,
patient information, treatment and follow-up for
patients with rare complex monogenic diabetes.

This service is required as these patients are often
misdiagnosed and, even when correctly diagnosed,
do not receive optimal treatment, information or
genetic counselling. At present patients with rare
complex monogenic diabetes are cared for by local
clinicians with very little experience of managing these
conditions and patients frequently attend multiple
speciality clinics for associated non-endocrine features
of their conditions.

Exeter is the international leading centre for
monogenic diabetes, and has been integrated with
the NHS diagnostic service since its inception in 1995.
The Exeter team provides world-leading: laboratory
and clinical expertise, cutting-edge research (>500
peer-reviewed publications) that has changed clinical
practice and education.
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Research in Exeter, supported by the NIHR, Wellcome
Trust and others, has demonstrated that patients with
rare beta cell monogenic diabetes require different
management depending on their genotype (Murphy
2008), benefit from changing their medication (Pearson
2003, Shepherd 2018/2004), are successfully managed
long term on sulphonlyureas (Bowman 2018) and have
non-endocrine features associated with their monogenic
cause of diabetes (Bowman 2019, Clissold 2016).

This highly specialised service will ensure
multidisciplinary review in separate clinics on the

same day by professionals with knowledge/experience
of managing these rare forms of diabetes and their
associated extra-pancreatic features, opportunities to
take part in research will be offered. A tiered service
will be tailored to individual requirements comprising:
) Single visits for initial management, education and
genetic counselling, ii) Continuing follow-up of cases
where there are specialist treatment requirements (e.g.
patients with KATP channel neonatal diabetes), iii)
Continuing follow-up of cases where there is multi-
system disease requiring specialist review (e.g. patients
with HNF-1B MODY).

Randomised controlled trial of the use of a
smart phone based event recorder versus
standard care for patients presenting to
the Emergency Department (ED) with
palpitations and pre-syncope (IPED) study

This study aimed to improve the care of some patients
who present to the ED having had palpitations or near
blackout. Commonly when patients have an episode of
palpitations or near blackout which occasionally can be
due to an abnormal heart tracing, a heart tracing taken
in the ED can be normal. Diagnosing the abnormal
heart tracing is dependent on capturing the abnormal
heart tracing on a monitor when it happens. This can
be difficult if the episode is not continuous. The study
investigated whether giving patients a portable heart
monitor will help capture any abnormality on a heart

tracing when they have an episode of palpitations or
near blackout with the aim of benefitting patients by
helping clinicians decide the best way to treat patients
with palpitations or near blackout in the future.

There have been few previous studies investigating the
use of smartphone-based event recorders; none have
been randomised trials and none have studied acute or
ED populations.

This study demonstrated that use of a smartphone-
based event recorder increased the number of patients
in whom an ECG was captured during symptoms

over five-fold to more than 55% at 90 days. These

are clinically significant rhythms as they diagnose

the underlying cause of the patient’s symptoms. The
smartphone-based event recorder also increased the
number of patients diagnosed with cardiac arrhythmia.

A smartphone-based event recorder should be
considered as part of on-going care for all patients
presenting acutely to EDs with unexplained palpitations
or pre-syncope. It is safe, non-invasive, easy to use and
far more efficient at diagnosing the underlying cause
of the patient’s symptoms than current standard care,
which in the healthcare system studied does not serve
this patient group well.
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Goals Agreed with Commissioners

A proportion of the Trust income in 2019/20 was The 2019/20 NHS Planning guidance continued
conditional on achieving quality improvement and the potential for Trusts to earn additional income,
innovation goals between the Trust and any person conditional upon achieving quality improvement

or body they entered into a contract, agreement or and innovation goals. The Trust agreed a suite of
arrangement with for the provision of relevant health schemes for which the Trust could earn an additional
services, through the Commissioning for Quality and £3,690,733 of income in 2019/20. In 2018/19 the
Innovation payment framework. Trust received payment to the value of £7,278,332.

Further details of the agreed goals for 2019/20 and
for the following 12 month period are available
electronically at www.rdehospital.nhs.uk.
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Quality Schemes

Commissioning for Quality and Innovation
(CQUIN) Schemes for Delivery in 2019-20

Due to the emergence of the COVID-19 pandemic,
delivery of each of the CQUIN programmes outlined
below was formally suspended nationally in March
2020. The key achievements listed below are therefore
focused on the first three quarters of the financial year
where there is a measurable target and as reported to
commissioners.

Clinical Commissioning Group CQUIN
schemes

Name of Scheme - Same Day
Emergency Care

Objective

This CQUIN promotes and supports the delivery and
expansion of Same Day Emergency Care (SDEC),
through an initial focus on patients with three
conditions — pulmonary embolus, tachycardia with
atrial fibrillation, and community acquired pneumonia.
A key purpose of the CQUIN is its emphasis upon the
delivery and management of the process and pathway
for patients, rather than an emphasis upon the location
of care.

Key Achievements

Throughout 2019/20, the Trust has implemented a
number of initiatives to strengthen the provision of
same day emergency care to the three aforementioned
patient groups, which in quarter 3 (the latest quarter
for which data were collected for the purposes of the
CQUIN for the reasons outlined above), resulted in over
75% of patients with confirmed pulmonary embolus,
and over 85% of patients with confirmed community
acquired pneumonia being managed in a same day
setting where clinically appropriate. The following

are included as examples of the developments
implemented to support these achievements:

» Streaming of patients with suspected pulmonary
embolus to ambulatory area for rapid assessment.
If clinical suspicion of pulmonary embolus, patients
are commenced on appropriate treatment as per
guidelines.

* Protocols for the care and treatment of patients
with pulmonary embolus updated to improve risk
stratification and align with latest British Thoracic
Society and European Society of Cardiology
Guidelines.

Name of Scheme - Stroke - Six Month
Review

Objective

This CQUIN encourages the provision of personalised
follow up reviews for patients six months following
discharge from hospital following a stroke

The purpose of the six month follow up review is to
provide an opportunity to increase the choice that
people have over the way their care is delivered and
planned, based upon what matters to them and
their individual strengths, needs and preferences. It
is intended to provide an opportunity to identify
unaddressed needs and to consider wider support.

Key Achievements

* Development of a proposed sustainable long term
solution to enable the provision of six monthly
follow up reviews for patients across the Trust's
catchment, by embedding the review into the
community rehabilitation teams’ pre-existing
6 month reviews for patients with long term
conditions.

Name of Scheme - Alcohol & Tobacco
Objective

This CQUIN scheme is intended to support
improvements in health promotion activities, through
discussions with all adults who are admitted to the
Trust's acute hospital, as to whether they smoke, and
what their alcohol intake is. For those that do smoke,
this CQUIN supports the provision of brief advice
regarding quitting smoking, onward referral to stop-
smoking services and the provision of stop smoking
medication, where appropriate. For those patients that
do drink above identified lower risk levels, this CQUIN
encourages the Trust to offer brief advice regarding
reducing their alcohol intake, appropriate care and
support in hospital and onward referral to a specialist
alcohol advisory service, if the patient is potentially
alcohol-dependent. This initiative was first rolled out
in the Trust's community hospitals in 2017/18 and has
been further embedded there in 2018/19, as well as
implemented in the Trust's main acute hospital.
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Key Achievements

* Throughout quarters 1- 3 of 2019-2020, the
Trust achieved in excess of 95% of acute patients
being screened as to their tobacco and alcohol
consumption, with advice being routinely provided
and onward referrals made where appropriate.

e During the final quarter of 19/20 the Stop Smoking
Service received its highest number of referrals since
its commencement. This would suggest that the
Risk Behaviour CQUIN was a key factor in increasing
referrals.

* Ward based training for clinical staff by the Stop
Smoking Advisor and Stop Smoking Champions
recruited to support this.

* Successful recruitment of an experienced Lead
Nurse for Alcohol.

NHS England CQUIN Schemes

Name of Scheme - Spinal Surgery
Network Multi-Disciplinary Team

Objective

This CQUIN scheme supports the operation of a spinal
surgery network, the identification of appropriate data
flows and the strengthening of a multi-disciplinary
team (MDT) meeting for spinal surgery patients with
data reported to the British Spinal Registry. This CQUIN
aims to ensure that patient selection for specialised
surgery is carefully discussed and the optimum
treatment option is chosen in all cases.

Key Achievements

e Peninsula Spinal Network meeting three times per
year in accordance with CQUIN requirements

* Exeter Spine Unit compliant with all CQUIN
requirements of complex spine centres (including
British Spinal Registry compliance), and holds a
weekly multidisciplinary team meeting to discuss all
pre-operative cases (complex and non-complex)

* Presentation and discussion of pre-operative and
post-operative cases of Exeter specialised patients at
the regional Network Board meeting

Name of Scheme - Hospital Medicines
Optimisation

Objective

This CQUIN scheme incentivises the implementation
of a number of procedural and cultural changes,

to support the optimal use and management of
medicines. These changes include

 improving efficiency in the intravenous
chemotherapy pathway, in order to reduce
chemotherapy waste,

* increased compliance with national treatment
criteria through accurate completion of prior
approval proforma,

» faster adoption of prioritised best value medicines
and treatment, and

* reduced inappropriate usage of anti-fungal agents
and implementation of actions to prevent the
development of resistance to antifungals, through
the development of anti-fungal stewardship teams

Key Achievements

* Achievement of increased use of ‘dose banded’
chemotherapy, leading to more efficient use of
compounding unit resource.

* Programme of audits undertaken, providing
assurance that current prescribing practice was in
line with national treatment criteria e.g. Successful
implementation of change in practice to ensure
recording of review of steroid inhaler usage

* Proactively reviewed and switched to best value
generic and biosimilar medicines.

e (reation of antifungal stewardship group, and
antifungal guidelines produced
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Name of Scheme - Public Health
Screening Programmes

Objective

This CQUIN scheme seeks to develop a comprehensive

workforce development plan for the delivery of public
health screening programmes, in order to ensure
stability, sustainability and optimal patient care. In
2019-20, this CQUIN specifically focussed upon the
workforce delivering the bowel cancer screening
service.

Key Achievements

* Analysis of current workforce profile including

Name of Scheme - Secondary Dental
Network

Objective

This CQUIN scheme focusses on facilitating patient

centred care through requiring Trusts to ensure that
consultant and / or specialist staff in Oral Surgery,
Orthodontic, Restorative Dentistry and special care
Dentistry are actively participating in the Managed
Clinical Networks (MCN) for Dental Services, where
invited to do so.

Key Achievements

predicted workforce changes including recruitment,
retirement, training and development requirements,

and current and future risks, issues and challenges

Trust representation at all Oral Surgery and
Orthodontic Dental Network Meetings.

* The uptake of NHS stopped net accounts by NHS

e Participation on a regional Workforce Development

workshop

* Preparation of a workforce development plan to
respond to current and future risks, issues and
challenges identified in initial analysis

and independent primary care general dental
practitioners is almost 100%. This is essential to
permit electronic referrals from dentists, especially
now that we are adopting my care.

Standardised region wide Patient Reported Outcome
Measures and Patient Related Experience Measures
being agreed by the oral surgery MCN and will be
hosted by individual providers. NHS England will be
able to obtain these reports as required.

Health Education England funding has again been
secured for the oral surgery post graduate courses
run by Peninsula and Bristol Universities.
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Care Quality Commission

The Trust is required to register with the Care Quality Commission and its current registration status is registered in
full without conditions.

The Trust underwent a planned, routine, announced Care Quality Commission Inspection in January and February
2019. The report was published on 30 April 2019. The Trust was rated overall “Good".

The inspection identified 13 “Must Take” actions and 76 “Should Take” actions. The detailed action plans
were presented to the Governance Committee (GC) on 7 June 2019 and progress reports have been presented

on a quarterly basis since that time. The GC will continue to monitor progress of the action plans through to
completion.

Below is a breakdown of the ratings for the Trust.

Key to tables

Ratings Inadequate Roquires

Rating change since . . . .
last inspection Same Up one rating Up two ratings | Down one rating | Down two ratings

Symbol * 2> €

» ~ ¥ L 27

Month Year = Date last rating published

* Where there is no symbol showing how a rating has changed, it means either that:
« we have not inspected this aspect of the service before or

« we have not inspected it this time or

«» changes to how we inspect make comparisons with a previous inspection unreliable.

Ratings for the whole trust

Ratings for the whole trust

Safe Effective Caring Responslive Well-led Overall

Good Good Good Good

Apr 2019 Apr 2019 Apr 2019 Apr 2019

The rating for well-led is based on our inspection at trust level, taking into account what we found in individual services.
Ratings for other key questions are from combining ratings for services and using our professional judgement.
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Rating for Acute Services/Acute Trust

Rating for acute services/acute trust

Safe Effective Caring Responsive  Well-led Overall

Requires . .
Royal Devon and Exeter improvement Good Outstanding Good Outstanding Good
Hospital (Wonford)
Apr 2019 Apr 2019 Apr 2019 Apr 2019 Apr 2019 Apr 2019
Good Good Good Good Good
Honiton Hospital
Apr 2 Apr 2019 r2 Apr 2019 Apr 2019
Mardon Neuro-rehabilitation S szt i 2 e
Centre Feb 2019 Feb 2019 Feb 2019 Feb 2019 Feb 2019 Feb 2019
imReg\Ill(::Znt Good Outstanding Good Outstanding Good
Overall trust pr
Apr 2019 Apr 2019 Apr 2019 Apr 2019 Apr 2019 Apr 2019
Ratings for the trust are from combining ratings for hospitals. Our decisions on overall ratings take into account the
relative size of services. We use our professional judgement to reach fair and balanced ratings.

Rating for Community Health

Ratings for community health services

Safe Effective Caring Responsive  Well-led Overall
Requires
Community health services |0 i Good Good Good
for adults
Apr 2019 Apr 2019 Apr 2019 Apr 2019 Apr 2019 Apr 2019
Requires
Community health inpatient |00 = Good Good Good Good
services

Apr 2019 Apr 2019 Apr 2019 Apr 2019 Apr 2019 Apr 2019

Requires Requires
improvement | improvement improvement | improvement | improvement
Apr 2019

Good Requires Requires Requires

Community end of life care
Apr 2019 Apr 2019
Requires

improvement

Apr 2019 Apr 2019 Apr 2019

Good Good Good Good Good
Overall*
Apr 2019 Apr 2019 Apr 2019 Apr 2019 Apr 2019

Apr 2019

*Overall ratings for community health services are from combining ratings for services. Our decisions on overall ratings
take into account the relative size of services. We use our professional judgement to reach fair and balanced ratings.

Ratings for primary medical services

Ratings for primary medical services

Safe Effective Caring Responsive Well-led Overall

. Good Good Good Good Good Good
Castle Place Practice
Apr 2019 Apr 2019 Apr 2019 Apr 2019 Apr 2019 Apr 2019
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Ratings for Royal Devon and Exeter (Wonford)

Ratings for Royal Devon and Exeter Hospital (Wonford)

Safe Effective Caring Responsive  Well-led Overall
Urgent and emergency Good Outstanding | Outstanding Good Outstandi Outstanding
services Feb 2016 Feb 2016 Feb 2016 Feb 201 Feb 2016 Feb 2016
Medical care (including older S £t it o it ol
3,
people’s care) Apr 2019 Apr 2019 Apr 2019 Apr 2019 Apr 2019 Apr 2019
: L LS Good Good Good Good Good
Surgery improvement
— o Feb 2016 Feb 2016 Feb 2016 Feb 2016 Feb 2016
Good Good Outstanding Good Outstanding | Outstanding
Critical care
Feb 2019 Feb 2019 Feb 2019 Feb 2019 Feb 2019 Feb 2019
: Lo e Good Good Good Good Good
Mat ernity improvement
T Feb 2016 Feb 2016 Feb 2016 Feb 2016 Feb 2016
Services for children and foe foe I I fiin
young people Apr 2016 r 2016 Apr 201 Apr 2016 Apr 2016
Good Good Good Good Good Good
End of life care
Feb 2016 Feb 2016 Feb 2016 Feb 2016 Feb 2016 Feb 2016
Good Good Good imRerg\lr‘elﬁnt Good Good
Outpatients P
Apr 2019 Apr 2019 Apr 2019 Apr 2019 Apr 2019 Apr 2019
. Good Outstanding | Outstanding | Outstanding | Outstandin Outstanding
Renal Services
Apr 2019 Apr 2019 Apr 2019 Apr 2019 Apr 2019 Apr 2019
_Requires Good outstanding Good Outstanding Good
overa“* |mprovement
Apr 2019 Apr 2019 Apr 2019 Apr 2019 Apr 2019 Apr 2019

*Overall ratings for this hospital are from combining ratings for services. Our decisions on overall ratings take into
account the relative size of services. We use our professional judgement to reach fair and balanced ratings.
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NHS Number and General Medical Practice

Code Validity

The Royal Devon and Exeter NHS Foundation Trust
submitted records during 2019/20 to the Secondary
Uses Service for inclusion in the Hospital Episodes
Statistics which are included in the latest published
data.

The percentage of records in the published data:

*  Which included the patient’s valid NHS number
was:

99.8% for admitted patient care
99.9% for outpatient care
97.7% for accident and emergency care
* Which included patient’s valid General Medical
Practice Code was:
99.9%for admitted patient care
100% for outpatient care

99.9%for accident and emergency care

Information Governance

The Royal Devon and Exeter NHS Foundation Trust
Information Governance Assessment Report for
2019/20 was graded ‘Standards Not Fully Met (Plan
Agreed)’ (score not applicable).

Please refer to page 85 of the Trust's Annual Report
for more detail on the Trust's approach to Information
Governance.

Clinical Coding

The Royal Devon and Exeter NHS Foundation Trust was
not subject to the Payment by Results — Payment and
Tariff Assurance Audit (PaTAF) during 2019/20.
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Core Indicators

The Trust has chosen the safety, effectiveness and patient experience indicators which reflect the Board of Directors

approach to monitoring performance, adopting a balanced score card approach. A mixture of process and
outcome measures provide assurance of cause and effect.

Indicator
Group

Domain 1 -
Preventing
people
from dying
prematurely

Indicator

Summary
Hospital-
level
Mortality
Indicator
(SHMI)

Indicator Description

SHMI (please refer to pgs
22-27 which outlines the
Trusts approach to learning
from deaths.

The Summary Hospital-level
Mortality Indicator (SHMI)
reports on mortality at trust
level across the NHS in
England. The SHMI is the
ratio between the actual
number of patients who die
following hospitalisation at
the trust and the number
that would be expected to
die on the basis of average
England figures, given the
characteristics of the patients
treated there. It covers all
deaths reported of patients
who were admitted to
non-specialist acute trusts in
England and either die while
in hospital or within 30 days
of discharge.

SHMI values for each

trust are published along
with bandings indicating
whether a trust's SHMI is

"1 - higher than expected’,
‘2 - as expected’ or ‘3 - lower
than expected’. For any
given number of expected
deaths, a range of observed
deaths is considered to

be ‘as expected'. If the
observed number of deaths
falls outside of this range,
the Trust in question is
considered to have a

higher or lower SHMI

than expected. Trusts are
advised to use the banding
descriptions i.e. ‘higher than
expected’, ‘as expected’, or
‘lower than expected’ rather
than the numerical codes
which correspond to these
bandings. This is because,
on their own, the numerical
codes are not meaningful
and cannot be readily
understood by readers.

Palliative Coding

The SHMI methodology does
not make any adjustment for
patients who are recorded
as receiving palliative care.
This is because there is
considerable variation
between trusts in the coding
of palliative care. However,
in order to support the
interpretation of the SHMI,
various contextual indicators
are published alongside

it, including indicators on
the topic of palliative care
coding. Reported here, is the
percentage of patient deaths
with palliative care coded at
either diagnosis or specialty
level for the trust for the
reporting period.

Data: Most
recent
reporting

period

Oct 2018 - Sept
2019

SHMI: 1.1017
(as expected)

(8 trusts higher
than expected,
106 as expected
and 15 lower
than expected

Oct 2018 - Sept
2019

Palliative Coding
Spells:33%
(Highest 59%,
Lowest 12%,
National average
36%)

The Trust is not a
specialist centre
for palliative
care unlike those
with the highest
values.

Data: Previous
reporting
period

Oct 2017 -
Sept 2018

SHMI: 1.0576
(as expected)

(12 trusts
higher than
expected, 101
as expected
and 17 lower
than expected)

Oct 2017 -
Sept 2018

Palliative
Coding
Spells:25.7%
(Highest
59.5%, Lowest
14.3%,
National
average
33.6%)

The Trust is
not a specialist
centre for
palliative care
unlike those
with the
highest values.

The Royal Devon
and Exeter NHS
Foundation Trust
considers that this
data is as described
for the following
reasons:

1. There is a nine
month time lag
between each
reporting period.

2. The SHMI values
are comparable to
those calculated
independently

by the University
Hospitals Birmingham
Foundation Trust
Healthcare Evaluation
Data (HED) system.

1. There is a nine
month cross over
between each

reporting period.

2. The coding rates
are comparable to
those calculated
independently

by the University
Hospitals Birmingham
Foundation Trust
Healthcare Evaluation
Data (HED) system.

3. Increases in the
palliative coding rate
figures were seen
following completion
of specific interventions
intended to improve
recording.

The Royal Devon and Exeter
NHS Foundation Trust intends
to take/has taken the following
actions to improve this
percentage/proportion/score/
rate/number, and so the quality
of its services, by:

The national publication scheme
represents a lag in real time
values and the Trust actively seeks
ways to identify areas of concern.

The Trust actively monitor changes
through the use of Alerts for

key clinical diagnoses groups as
presented by the use of the HED
tool.

In addition to the SHMI data, the
Trust also monitors mortality rates
using HSMR indexes which are
also sourced from HED.

The Trust monitors this data
reqularly via the Patient Safety
Group, Safety & Risk Committee
and the monthly Board Report.

All'in hospital deaths are reviewed
as part of the Mortality Review
Group.

The Trust monitors this data
regularly via the Patient Safety &
Mortality Review Group.

Audited?

Internal
Clinical
Coding
Audit
(part of
DSPT)

No

Source Definition
of

measure

NHS
Digital

National
Definition

National
Definition

NHS
Digital
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Indicator
Group

Domain

3 - Helping
people to
recover
from
episodes of
ill'health or
following
injury

Indicator

PROMS;
patient
reported
outcome
measures

Indicator Description

Patient Reported
Outcome Measures
(PROMs) are a

means of collecting
information on

the effectiveness

of care delivered

to NHS patients as
perceived by the
patients themselves;
reported at NHS Trust
/ independent sector
provider and CCG level
as scores for:

(i) Groin hernia surgery

(ii) Varicose vein
surgery

(iii) Hip replacement
surgery

(iv) Knee replacement
surgery

The case mix-adjusted
average health gain
scores are:

¢ The EQ-5D™ Index
collates responses
given in 5 broad areas
(mobility, self-care,
usual activities, pain/
discomfort, and
anxiety/depression)
and combines them
into a single value,
comparing pre- and
post-operative scores.

® EQ VAS is a simple
and easily understood
‘thermometer’-style
measure based on a
patient’s self-scored
general health on

the day that they
completed their
questionnaire, but
which provides an
indication of their
health that is not
necessarily associated
with the condition for
which they underwent
surgery and which may
have been influenced
by factors other than
healthcare comparing
pre- and post-operative
scores.

* Oxford Hip Score/
Oxford Knee Score -
contains 12 questions
on activities of daily
living that assess
function and residual
pain in patients -
comparing pre- and
post-operative
response to condition-
specific questions

¢ The AVVQ allows
patients to self-assess
the severity of their
varicose veins via

a 13-item measure
covering all aspects

of their varicose veins
including physical
symptoms such as pain,
ankle oedema, ulcers,
the effect on daily
activities, and cosmetic
issues.

Data: Most recent
reporting period

April 2018 - March
2019

Hip replacement
primary

EQ-5D: 0.510
(England 0.287,
Lowest 0.206, Highest
0.557)

EQ-VAS: 15.641
(England 14.42,
Lowest 9.47, Highest
18.63)

Oxford Hip Score:
23.854 (England
22.68, Lowest
18.752, Highest
25.376)

Hip replacement
revision

EQ-5D: N/A* (England
0.287, Lowest 0.206,
Highest 0.396

EQ-VAS: N/A*
(England 7.704,
Lowest 3.29, Highest
11.764)

Oxford Hip Score:
N/A* (England
13.864, Lowest
7.853, Highest
18.961)

Total Hip replacement

EQ-5D: 0.503
(England 0.457,
Lowest 0.348,
Highest 0.546)

EQ-VAS: 15.265
(England 14.103,
Lowest 6.444, Highest
20.734)

Oxford Hip Score:
24.121 (England
22.258, Lowest
18.649, Highest
25.377)

Knee replacement
primary

EQ-5D: 0.355
(England 0.338,
Lowest 0.266, Highest
0.405)

EQ-VAS: 7.972
(England7.621,
Lowest 0.553, Highest
12.121)

Oxford Knee Score:
18.584 (England
13.774, Lowest
13.16, Highest
20.011)

Knee replacement
revision

EQ-5D: N/A* (England
0.288, Lowest 0.196,
Highest 0.297)

EQ-VAS: N/A*
(England5.24, Lowest
2.311, Highest 5.81)

Oxford Knee Score:
N/A* (England
13.958, Lowest
9.014, Highest
15.784)

Total Knee
replacement

EQ-5D: 0.361
(England 0.377,
Lowest 0.262, Highest
0.406)

EQ-VAS: 8.341
(England 7.537,
Lowest 0.938, Highest
11.524)

Oxford Knee Score:
18.355 (England
17.197, Lowest
13.546, Highest
19.979)

* N/A refers to values
that have been
suppressed due to low
patient numbers or
submission

Data: Previous
reporting period

April 2017 - March
2018

Hip replacement
primary

EQ-5D: 0.49
(England 0.47,
Lowest 0.38,
Highest 0.57)

EQ-VAS: 14.89
(England 14.23,
Lowest 8.29,

Highest 19.05)

Oxford Hip Score:
23.65 (England
22.68, Lowest
18.87, Highest
26.29)

Hip replacement
revision

EQ-5D: N/A*
(England 0.29,
Lowest 0.14,
Highest 0.32)

EQ-VAS: N/A*
(England 7.65,
Lowest 1.88,
Highest 9.54)

Oxford Hip Score:
15.28 (England
13.503, Lowest
10.256, Highest
16.5)

Knee replacement
primary

EQ-5D: 0.36
(England 0.34,
Lowest 0.23,
Highest 0.42)

EQ-VAS: 9.75
(England 8.28,
Lowest 2.51,
Highest 14.32)

Oxford Knee Score:
19.07 (England
17.26, Lowest
13.16, Highest
120.63)

Knee replacement
revision

EQ-5D: N/A*
(England 0.29,
Lowest 0.17,
Highest 0.39)

EQ-VAS: N/A*
(England 4.89,
Lowest 1.25,

Highest 10.20)

Oxford Knee Score:
N/A* (England
13.12, Lowest 9.37,
Highest 15.44)

* N/A refers to
values that have
been suppressed
due to low patient
numbers or non-
submission

The Royal Devon
and Exeter NHS
Foundation Trust
considers that this
data is as described
for the following
reasons:

Following a national
consultation in
2016, NHS England
took the decision

to discontinue the
mandatory varicose
vein surgery and
groin-hernia surgery
national PROM
collections.

NHS England
continue to monitor
the hip and knee
surgery PROM
collections.

The Royal Devon and Exeter
NHS Foundation Trust
intends to take/has taken
the following actions to
improve this percentage/
proportion/score/rate/
number, and so the quality
of its services, by:

The data is reviewed regularly
by the Surgical Services Division
through their Governance
structure.

PROMs are useful tools in
obtaining data on patients’
perceptions of their health and
experiences whilst receiving
care and can be subjective in
response.

To reduce any bias the
questionnaires are completed in
the patients home environment
in their own time.

Audited?

No

Source
of
measure

NHS
Digital
Indicator
Portal

Definition

National
Definition
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Indicator
Group

Domain 4
- Ensuring
people
have a
positive
experience
of care

Indicator

Patients
readmitted
to a hospital
within 28
days of being
discharged

Responsiveness
to the personal
needs of
patients

Staff who
would
recommend
the trust to
their family or
friends

Indicator
Description

The percentage of
patients readmitted
to any hospital in
England within

28 days of being
discharged from
hospital after an
emergency admission
during the reporting
period; aged:

e 0to15
* 16 or over

The Trust’s score
with regard to its
responsiveness to
the personal needs
of its patients during
the reporting period
(score out of 100).

The indicator value is
based on the average
score of five questions
from the National
Inpatient Survey,
which measures the
experiences of people
admitted to NHS
hospitals.

The percentage of
staff employed by,

or under contract to,
the trust during the
reporting period who
would recommend
the Trust as a provider
of care to their family
or friends.

Data: Most recent
reporting period

Data is no longer
published nationally:

HED:

Period: Nov 2018 -
Oct 2019

()0to 15:11.31%
(National 9.93%,
Lowest 3.36%,
Highest 18.92%)

(i) 16 or over :
6.27% (National
8.03% , Lowest
4.83%, Highest
18.92%)

April 2018 - March
2019

69.5 (England 67.2,
Lowest 58.97,
Highest 85.0)

2019 Staff Survey

84.7% (All Trusts
70.43%, Combined
Acute & Community
Trusts 71.2%)

Data: Previous
reporting period

Nov 2017 — Oct
2018

() 0to 15: 10.41%
(National 9.52%*,
Lowest 2.65%,
Highest 15.70%)

(ii) 16 or over:
8.16% (National
8.02%, Lowest
4.02%, Highest
14.76%)

*National values

for this age range
are no longer
published. ‘Lowest’
and ‘Highest’ values
are from the ‘Large
acute’ trust category
of which the RD&E
is assigned

April 2017 - March
2018

72.1 (England
68.6, Lowest 60.5,
Highest 85.0)

2018 Staff Survey

85.8% (All Trusts
71.3%, Combined
Acute & Community
Trusts 69.9%)

The Royal Devon
and Exeter NHS
Foundation Trust
considers that
this data is as
described for
the following
reasons:

1. Numbers (better
than) national
performance.

2. Increase broadly
in line with national
trend.

Please note that this
indicator was last
updated on NHS
Digital in December
2013 and future
releases have

been suspended
following a
methodology
review.

The Trust continues
to ask these
questions as part
of the care quality
assessment tool (a
real time audit).

Picker Institute
that oversaw the
2018 staff survey
are an approved
Survey Contractor
having met the
necessary data
quality standards.
They have expertise
in this field as the
organisation that
runs the survey co-
ordination centre
which oversees
survey programmes
for acute, mental
health and

primary care for
the Care Quality
Commissions.

The Royal Devon and
Exeter NHS Foundation
Trust intends to take/has
taken the following actions
to improve this percentage/
proportion/score/rate/
number, and so the quality
of its services, by:

Whilst no longer nationally
reported Readmission data
is monitored by Divisions
through their Governance
structures and Trust wide in
the monthly Board Report.

The Trust is aware that
changes in NHS working
practices such as streaming
patients into ambulatory care
settings and the transfer of
community inpatient services
and the subsequent recording
on Patient Systems can have
an detrimental effect to a
reported figure. National work
is ongoing to identify a metric
definition and recording for
ambulatory care, that means
they will not negatively affect
what is an inpatient based
figure.

The Patient Experience
committee reviews the full
report and oversees any
actions required.

The 2019/20 Survey has
been completed and is being
compiled nationally. Results
will be available in August
2020.

The Trust Communications &
Engagement Team has several
work streams at Corporate,
Divisional and local levels
including leadership training
and staff engagement
meetings.

Survey for 2019 was sent out
to a sample group unlike the
previous year.

Audited?

Yes

No

Internal
audit
2013/14

Source
of
measure

NHS Digital

NHS Digital
Indicator
Portal

NHS
England

Definition

National
Definition

National
Definition

National
Definition

Page 36




Quality Report 2019/20

Indicator
Group

Domain

5 - Treating
and caring
for people
in a safe
environment

Indicator

Patients admitted
to hospital who
were risk assessed
for venous
thromboembolism

Rate of C.difficile
infection

Patient safety
incidents and the
percentage that
resulted in severe
harm or death

Indicator
Description

The percentage of
patients who were
admitted to hospital
and who were risk
assessed for venous
thromboembolism
(VTE) during the
reporting period.

The rate per 100,000
bed days of trust
apportioned cases of
C. difficile infection
that have occurred
within the trust
amongst patients
aged 2 or over during
the reporting period.

The number and
where available,

rate of patient

safety incidents that
occurred within the
Trust during the
reporting period, and
the percentage of
such patient safety
incidents that resulted
in severe harm or
death.

A patient safety
incident is defined as
‘any unintended or
unexpected incident(s)
that could have, or
did, lead to harm for
one or more person(s)
receiving NHS funded
healthcare’.

Data: Most
recent reporting
period

Oct - Dec 2019
(Q3 19/20)

94.25% (England
95.33%, Lowest
71.59%, Highest
100%)

Apr 2018 - Mar
2019

6.2 (England 12.2,
Lowest 0, Highest
79)

Figure represents
Hospital Onset
cases only

Oct 2018 - Mar
2019

Total Incidents:
8,341

% resulting in

severe harm or
death: 0.01%

(Oct - Dec 2018 -
England 0.44%)

Data: Previous
reporting
period

Oct - Dec 2018
(Q3 18/19)

94.38%
(England
95.65%, Lowest
54.86% Highest
100%)

Apr 2017 - Mar
2018

8.3 (England
13.6, Lowest O,
Highest 90.0)

Figure represents
Hospital Onset
cases only

Oct 2017 - Mar
2018

Total Incidents:
5,180

% resulting in
severe harm or
death: 0.02%

(Oct - Dec
2017 - England
0.47%)

The Royal Devon
and Exeter NHS
Foundation Trust
considers that
this data is as
described for
the following
reasons:

The focus has

been on sustaining
performance
against this target.
This has been
achieved through a
relentless focus by
ward clinical teams
to ensure that all
eligible patients are
risk assessed in a
timely manner.

The Trust has
continued to
implement
effectively measures
proven to reduce
the risk of C.difficile
infection, namely:

* Antimicrobial
Stewardship

® Environmental
hygiene including
an annual deep
clean programme

¢ Hand hygiene

o Isolation of
symptomatic
patients on a
designated ward

* Hand hygiene

* Rapid laboratory
diagnostics

* Provision of
written guidance
and policy
supported by
education

The data is directly
uploaded from
Datix and subject
to vigorous data
quality checks by
the Trust and NRLS.

The Royal Devon and
Exeter NHS Foundation
Trust intends to take/has
taken the following actions
to improve this percentage/
proportion/score/rate/
number, and so the quality
of its services, by:

0On-going work with clinical
teams to strive for 100%
risk assessment. Monthly
performance is reviewed at
ward level through the ward
to board framework and

at divisional level through
the Performance Assurance
Framework meetings.

As working practices change
and patients move into
ambulatory care settings,
cohort groups are reviewed to
check for relevance.

The Trust will continue

striving to eliminate avoidable
C.difficile infection, however,
the rate of infection is now
below the regional and
national rate and given the
aging population served

by this hospital a further
reduction may not be possible.

The Trust has targeted areas
of lower reporting to ensure
a consistent open reporting
culture across all areas. This
work is on-going.

The figures for 2018/19 now

include pressure damage that
was non-hospital acquired.

Audited?

No

No

Internal
audit
2013/14

Source
of
measure

NHS
England

Public
Health
England

Definition

National
Definition

National
Definition

National
Definition
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NHS Improvement Single Oversight Framework

Indicator for disclosure (limited 2019/20 | 2018/19 | Source of | Definition | Audited?
to those that were included in Measure
Single Oversight Framework
(SOF) for 2017/18)
Maximum time of 18 weeks from point of referral 73.0% 81.9% NHS National KPMG
to treatment (RTT) in aggregate - patients on an England Definition | 2017/18
incomplete pathway
e Trust position 83.1% 91.7%
A&E: maximum waiting time * Eastern Devon 86.5% 932% | s el Nitoms! KPMG
of four hours from arrival to System includes o o
. . ! submission Definition 2018/19
admission/transfer/discharge Tiverton/
Okehampton/
Exmouth MIUs
e urgent GP referral 72.10% 76.60% NHS Digital National KPMG
from suspected Definition 2018/19
cancer Internal
All cancers: 62-day wait for first Audit
treatment from: 2013/14
* NHS Cancer 80.90% 100.00% | NHS Digital National PWC
Screening Service Definition 2012/13
referral
Maximum 6-week wait for diagnostic procedures 80.20% 84.00% | NHS England | National
Definition
C.difficile: variance from plan (hospital acquired) 2 -14 Public Health |  National

England Definition
(Each year we expect to see a certain number of C.Difficile
infections which we refer to as the “plan”. If there are less
infections than the plan, this is reflected in the reported figure
by means of a negative value and indicates that the Trust has
performed better than expected and experienced less infections
than the plan for that time period. If there are more infections
than the plan, this is reflected in the reported figure by means of
a positive value)

Please refer to page 22 of the Trust’s Annual Report 2019/20 for a more detailed overview of performance during
2019/20.
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Statement from the Council of Governors: Annex A

| write this report as the Chair of the Patient Safety
and Quality Working Group (PSQWG) on behalf of

the Council of Governors (CoG) of the Royal Devon
and Exeter NHS Foundation Trust (RDE NHSFT). The
report looks back on the year of 2019/2020. It has
been prepared later than is normal in the governor’s
year because of effects of the Corona Virus Pandemic
on the health service, the Royal Devon and Exeter NHS
Foundation Trust and Patients. Although these effects
are not the essence of this report, the impact began

to be seen by the end of March 2020 when lockdown
came into place in England. The need to do things
differently to keep patients and staff safe was crucial as
governors adjusted to maintaining their role of holding
the Non-Executive Directors to account, being assured
of patient safety and continuing to represent trust
members and the wider public.

Governors Quality Priorities 2019/2020

In identifying the quality priorities for this year, we were
influenced by feedback that we were hearing from
individuals and local communities about the things that
mattered to them. We also considered national reports
such as those that came out of National Health Service
England and the Kings Fund. Membership of the
Trust's Patient Experience Committee, analysis of the
Trust National Patient Survey reports and observations
of the Board of Directors meetings also helped us to
identify our quality priorities.

We identified the "Patients experience at Night' as

one of our quality priorities. Noise was something

we discussed but recognised in a 24-hours service

this could be a challenge. The Interim Chief Nurse
provided feedback on this to the Council of Governors
in February 2020. This allowed a wide discussion

of the issues and assurance was gained about how
patients are helped to get a restful night.

Our second quality priority was around volunteer
provision, acknowledging the value of this service to
the Trust. When considered that an excellent volunteer
service could involve the recruitment of a lead for
volunteers and an overall increase in the number of
volunteers as key outcomes. We received excellent
feedback on this priority at the CoG's Development
Day in January 2020 from the Assistant Director for
Safety and Quality and we were pleased to learn that a
lead for volunteers had been appointed and that there
was an increase in the number of volunteers.

Fulfilment of the Governor's Role and
Duties

The duties of the CoG as stated in the Constitution
of the Royal Devon and Exeter NHS Foundation Trust
(2018 p10) are:

* To hold the Non-Executive Directors individually and
collectively to account for the performance of the
Board of Directors; and

* To represent the interests of the members of the
Trust as a whole and the interests of the public.

We are members of our local communities along

with members of staff (staff governors), an appointed
member from the University of Exeter, and an
appointed member from Devon County Council. We
have many opportunities to observe the performance
of the Non-Executive Directors and the Chairman,

SO gaining assurance that patients, staff and public
interests are considered. There was a healthy intake
of new governors in September 2019 and it was very
helpful to have the Governor Support Team from

NHS Providers run a Development Day Workshop for
Governors and Non-Executive Directors around many
aspects of our roles and duties. This was very helpful
as it allowed early engagement between the Non-
Executive Directors and Governors and opportunities to
problem solve together. We were also able to identify
the support available to governors from NHS Providers.

We fulfilled our role and duty as a Council of
Governors in the following ways:

» Seeking assurance through three governors
attending the monthly Board of Directors meeting

 Participating in Committees such as the Patient
Experience Committee, the Audit Committee and
the Nominations Committee

e A Governor sitting on the Diversity and Inclusion
Steering Group

* A Governor being part of the RDE NHSFT and
University of Exeter Patient Stories Group and
sharing the work with the Patient Experience
Committee and Board of Directors

* The Lead Governor being a member of the MY
CARE Programme Board.
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Wider Engagement

We have looked at opportunities to promote the role
of the governor and strengthen recruitment to this role
with the Communications and Engagement Team. We
had many governor vacancies this year and stepped

up recruitment by carrying out governor surgeries in
community hospitals, the public library, use of social
media and a local radio interview of the Lead and
Deputy Lead Governors. This took place along with
our normal method of Prospective Governor sessions at
the RDE NHSFT. The community sessions provided the
wider opportunity to meet the public/our constituents
and listen to the things that mattered to them.

Governors were also able to engage with the
RDENHSFT and the Public through attendance at the
Trust Open Day and managing a stand at this event in
September 2019.

Things that the Trust have done well

Governors were kept informed about the collaboration
with North Devon District Hospital and were

reassured about the wellbeing of the RDE Directors
and senior staff who shared responsibilities across

the two Hospitals. We were pleased to see the

cross fertilisation between the two Trusts through
secondment opportunities and the development of
staff. This is to be applauded.

In the development of the MY CARE programme,

the involvement and consideration of staff and
patients in all aspects of this is commended. We were
disappointed that the progress of this was paused due
to the Corona Virus but recognised that patient care
and managing the pandemic was and is a priority.

Quality Priorities 2020/2021
* End of Life Care
* Meals/Patients Food

These have emerged from discussions of the CoG.
There is a healthy debate in the selection of priorities
and the large intake of new governors provided the
opportunity to discuss wider patient and community
concerns. We have recognised the need to put in
place a process for reviewing past priorities and be
assured that quality improvements are maintained or
adjusted to patient need appropriately.

Challenges for the Trust and Council of
Governors

This statement reflects a positive governor year.
Challenges around car parking is a perennial problem
and one that we continued to find challenging. We
are faced with the challenge of the Corona Virus
Pandemic as we come to the end of this year and will
work to meet this challenge as a group and support
the Trust as they continue to provide safe care for
patients and maintain the wellbeing of staff.

Finally

The Council of Governors thank the Board of Directors
and staff for their hard work and dedication to a high
standard of patient care. We are proud to represent
our communities and the public in this Trust.

Faye Doris
Deputy Lead Governor
Chair, Patient Safety and Quality Working Group
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Statement from the NHS Devon Clinical
Commissioning Group: Annex B

NHS Devon Clinical Commissioning Group (CCQ)
would like to thank the Royal Devon and Exeter
NHS Foundation Trust (RDEFT) for the opportunity to
comment on its quality account for 2019/20. RDEFT
is commissioned by NHS Devon CCG to provide a

range of secondary and integrated community services

across Mid and East Devon. We seek assurance that
care provided is safe and of high quality, that care
is effective and that the experience of that care is a
positive one.

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
2019/20 period.

2020 has been a year like no other with the COVID
19 pandemic affecting all parts of health and social
care system. Despite this the quality and safety of

services provided throughout this period has remained
at the forefront of everyone’s mind. It is recognised the
pandemic will have affected all organisations plans for

2019/20 yet at the same time potentially facilitated
and recognised other areas for potential quality
improvement.

During 2019/20 we recognise that RDEFT, as well as
other system partners, are experiencing long waits for
patients for elective treatments, including diagnostic
pathways; delays that have been exacerbated by the

pandemic. We would like to thank RDEFT for working

as part of the system to try and address long waits in
the fairest and most equitable way possible, sharing
resources and specialist opinion.

The RDEFT continue to undertake quality reviews of
long waiting patients and are participating in system
risk stratification work, that will improve timely access
for the patients most in need.

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

o Staffing: it is very positive to see that the Trust
has reduced its nursing vacancies by 50%. This
brings stability and continuation to patient care
so improving experience as well as improve
staff morale. The Trust have also recognised
the important role volunteers play across the

organisation recruiting a dedicated lead to help
facilitate additional recruitment and co-ordinate the
support that can be offered to Trust services.

The use of patient feedback: The Trust continues
to engage with and learn from patients and carers
through feedback from several sources. Based

on feedback from patients the Trust recognised
that they needed to improve the experiences of
patients at night, with patients reporting disturbed
nights due to noise and ward transfers. The Trust
have instigated a no transfers after 22:00 unless
clinically indicated as well as trialling electronic
noise monitors on wards. This is a great example of
listening and acting.

Safety Programme: The Trust continue to be
engaged in National Safety Program work, notably
the Maternity Safety Program. The Trust record
and escalate incidents both locally and national
where appropriate and demonstrate a willingness
to learn and implement change not just within

the organisation but as a local system. The Trust
have also improved their Safety Thermometer
performance, particularly associated with improved
medication management, reporting less medication
incidents. This is again another example of learning
and implementing positive action.

Community Services: The Trust continue to
develop and improve the services that are on offer
to the local population. All of which are held to the
same standards as the acute hospital services. The
development of its Urgent Community Response
and community multi-disciplinary teams helps to
treat patients closer to home, reducing the need

for hospital admissions as well as facilitating more
timely discharges. The Trust continues to be
involved in and ensuring good care to those at end
of life, of note ensuring that treatment escalation
plans are in place where possible, meaning patients
have their say in how their conditions are managed.
The organisation also made steps in creating patient
choice and flexibility, the example being patient
access to the neuro rehab gym, creating patient
bookable time slots, giving greater control and
flexibility of treatment thus improving engagement
and outcome.
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* Commissioning for Quality and Innovation
(CQUIN’s): Due to the pandemic the monitoring
of CQUIN's in 2020 was suspended however it
is pleasing to see the progress RDEFT had made
against these until the pandemic and how these will
continue to be embedded in practice.

RDEFT continue to support staff in both their physical
and mental well-being, this being more important than
ever. The Trust continue to ensure the appropriate
support services are both available and accessible

to staff, working with external organisations as
appropriate.

The Trust are developing their Patient Voices Group,

so continuing to ensure that real patient stories are
heard and the patient remains the focus of all work
undertaken. Additional to this is the continued agenda
item at each Board meeting of a patient experience
story.

The Trust continue to be engaged in local system Local
Safety Standards for Invasive Procedures (LocSSIP’s)
work, ensuring a consistent and efficient approach
across Devon.

The CCG welcomes the 2020/21 priorities outlined by
RDEFT in their quality account. The implementation

of MY CARE, electronic patient record, across both
acute and community services has the potential to
further improve patient experience of services, with no
need to repeat their information at appointments as
well as ensuring information is always up to date and
accessible.

The CCG also note the collaborative relationship
between RDEFT and Northern Devon Healthcare Trust,
that has driven improvement in quality across both
areas through strong governance and leadership.

Care Quality Commission (CQC)
involvement:

We can confirm that as a commissioner, we have
worked closely with the RDEFT during 2019/20 and
will continue to do so in respect to all current and
future CQC reviews undertaken, in order to receive the
necessary assurances that actions have been taken to
support continued, high quality care.

The Trust have had no formal CQC visits during this
quality account period, the current CQC rating of
‘Good’ remains (inspection undertaken January-
February 2019, report published 30th April 2019).

The Trust aspire to continually improve with quality
of care, of both patients and staff, this being at the
heart of the organisation and thus evidenced within
this quality account. We can confirm it reflects our
experience as commissioner.

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

Darryn Allcorn
Chief Nursing Officer
NHS Devon Clinical Commissioning Group
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Statement from Healthwatch Devon: Annex C

Healthwatch Devon (HWD) welcomes the opportunity
to provide a statement in response to the quality
account produced by the Royal Devon & Exeter NHS
Trust (RD&E) for the year 2019/20. Our statement is
based on our knowledge of the Trust and its services
and the feedback we have received about the quality
of the services RD&E provides.

Priorities during 2019/20

Reviewing last year's Governor’s priorities we
acknowledge RD&E's continuing efforts to increase the
positive patient experience by reducing the number

of patients that are disturbed through the night by
noise and ward transfers providing an environment
for patients to recover from illness or surgery that
produces better outcomes.

Equally, volunteers bring a wealth of knowledge

and experience from diverse backgrounds to an
organisation. HWD recognises the progress made by
RD&E over the past 12 months with this priority by
appointing a volunteer coordinator and the installation
of a dedicated volunteer database system.

Commenting on the Trust's priorities for 2019/20,
efficient and good quality care pathways are essential
to a patients wellbeing and overall experience of

the hospital environment, HWD acknowledges the
advances made by RD&E with this priority and notes
the improvements made in reduced waiting times,
calmer clinics, improved productivity and safer patient
care.

Staffing is an issue across services in Devon. By
reducing the Trust's need for and dependence on
temporary staffing ensures a better consistency in
good quality patient care and the report describes the
good progress made by RD&E with this priority and
highlights the 50% reduction in registered nursing
vacancies while detailing the support put in place to
assist nurses recruited from overseas.

Initiatives that promote patient safety within the
hospital provide a number of benefits not only within
the quality of care provided but also for the RD&Es
organisational reputation and HWD recognise the
progress made over the past 12 months with this
initiative.

Priorities for 2020/21

The current COVID-19 pandemic has changed

how services are being delivered as they recover
including more emphasis on digital interactions.
Healthwatch Devon looks forward to seeing the service
improvements that are offered by the priorities set for
next year and the patient response to them, namely:

Governor Priorities
Priority 1: End of Life Care.
Priority 2: Patient Food/Meals.

Priority 3: What would effective provision of food for
patients, staff and visitors look like?

Trust Priorities

Priority 1: Promoting digital interaction with our
patients.

Priority 2: Better understanding the patient experience
(putting the patient at the centre of the team).

Priority 3: Building the environment for maintaining
resilience of our staff.

Healthwatch Devon is keen to further the relationship
with the Trust by liaising directly around patient
experience to ensure that the patient voice is heard at
service design and decision-making level.
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Statement from the Health and Adult Care
Scrutiny Committee: Annex D

Devon County Council’s Health and Adult Care Scrutiny
Committee has been invited to comment on the Royal
Devon and Exeter NHS Foundation Trust’s Quality
Account for the year 2019/20. All references in this
commentary relate to the reporting period of the 1st

of April 2019 to the 31st of March 2020 and refer
specifically to the Trust’s relationship with the Scrutiny
Committee.

The Scrutiny Committee commends the Trust on a
comprehensive Quality Account for 2019/20 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 2019/20 Members support
the work undertaken by the Trust in ensuring patients/
people only spend as long within any stage of the care
pathway that adds value to them. The Committee
recognises the Trust's work with partners throughout
Devon to move to a more integrated model of care
which better manages the resources available to meet
the changing needs of the population.

The Committee commends the work of the Trust

to meet the Governor priority to improve patient
experience at night in seeking to minimise the

level of disturbance caused by noise from other
patients. Members also continue to applaud the
Trust's improvements to quality and safety including
through the Urgent Community Response Service and
Intermediate Care.

The Committee appreciates the Trust's 2020/21 priority
to gain a better understanding of patient experience.
Members also commend the Trust’s priority linked into
supporting staff resilience, recognising it is vital that
staff are well supported during this period of intense
service delivery with the COVID-19 pandemic. Work in
promoting digital interaction with patients is welcomed
and the opportunities MY CARE offers. Furthermore,
members support the Governor priority for 2020/21 to
improve end of life care.

The Committee fully supports the Trust’s Quality
Priorities for Improvement 2020/21 and expects that
the Trust will continue to safeguard patients and
provide the very best quality care the Trust can.

Members recognise the huge ongoing challenges
facing the Trust that the current pandemic presents but
are extremely thankful for the response from staff to
ensure people continue to get the quality of support
they need.

The Committee welcomes a continued positive
working relationship with the Trust in 2020/21 and
beyond to ensure the best possible outcomes for
Devon residents.
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Statement of Directors’ Responsibilities for the

Quality Report: Annex E

The directors are required under the Health act 2009
and the National Health Service (Quality Accounts)
Regulations to prepare Quality Accounts for each
financial year.

NHS Improvement has issued guidance to NHS
foundation Trust Boards on the form and content of
Annual Quality reports (which incorporate the above
legal requirements) and on the arrangements that NHS
Foundation Trust Boards should put in place to support
the data quality for the preparation of the quality
report.

In preparing the Quality Report, directors are required
to take steps to satisfy themselves that:

* The content of the Quality Report meets the
requirements set out in the NHS Foundation Trust
annual reporting manual 2019/20 and supporting
guidance

* The content of the Quality Report is not inconsistent
with internal and external sources of information
including:

0 board minutes and papers for the period April
2019 to October 2020

0 papers relating to quality reported to the board
over the period April 2019 to October 2020

o feedback from commissioners 30 October 2020

o feedback from governors dated 13 September
2020

o feedback from local Healthwatch organisations
dated 26 October 2020

o feedback from Health and Adult Care Scrutiny
Committee dated 11 November 2020

o the Trust’s complaints report published under
regulation 18 of the Local Authority Social
Services and NHS Complaints Regulations 2009,
dated January 2020

o the national patient survey 2019
o the national staff survey 2019

o the Head of Internal Audit’s annual opinion of
the Trust’s control environment dated 12 June
2020

o CQC inspection report dated April 2019

* The Quality Report presents a balance picture of the
NHS Foundation Trust's performance over the period
covered

* The performance information reported in the
Quality Report is reliable and accurate

* There are proper internal controls over the collection
and reporting of the measures of performance
included in the Quality Report, and these controls
are subject to review to confirm that they are
working effectively in practice.

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

e The Quality Report has been prepared in accordance
with NHS Improvement’s annual reporting manual
and supporting guidance (which incorporates
the Quality Accounts regulations) as well as
the standards to support data quality for the
preparation of the Quality Report.

The directors confirm that, to the best of their
knowledge and belief, they have complied with the
above requirements in preparing the Quality Report.

By order of the board

//J%
25 November 2020
Chairman

25 November 2020
Chief Executive
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CLINICAL AUDIT: Annex F

The national clinical audits and national confidential enquiries that Royal Devon and Exeter NHS Foundation Trust
participated in, and for which data collection was completed during 2019-20 are listed below. Alongside this 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 (where known) is provided.

Name of audit / Clinical Outcome Review Trust eligible Trust Participation
Programme participated rate
Myocardial Ischaemia National Audit Project (MINAP) Yes Yes 618
Cardiac Rhythm Management (CRM) Yes Yes 1104
Percutaneous Coronary Interventions (PCl) Yes Yes 1118**
National Heart Failure Audit Yes Yes
Adult Cardiac Surgery No N/A N/A
National Congenital Heart Disease (CHD) No N/A N/A
National Cardiac Arrest Audit (NCAA) Yes Yes 101*
National Audit of Cardiac Rehabilitation Yes Yes 1338*
Sentinel Stroke National Audit Programme (SSNAP) Yes Yes 831
National Audit of Pulmonary Hypertension No N/A N/A
Inflammatory Bowel Disease (IBD) Yes Yes 3905
National Asthma and COPD Audit Programme-COPD Yes Yes 404
National Asthma and COPD Audit Programme-Adult Asthma Yes Yes 120*
British Thoracic Society (BTS) National Smoking Cessation Audit Yes Yes 100%
National Diabetes Core Audit Yes No N/A
National Diabetes Inpatient Audit Yes Yes 18
National Diabetes Inpatient Audit Harms Yes Yes 100% (18)
National Pregnancy in Diabetes Audit Yes Yes 35%*
National Audit of Dementia No N/A N/A

UK Parkinson’s Audit Acute Yes Yes 100% (20)
Major Trauma: The Trauma Audit & Research Network (TARN) Yes Yes 100%+ (721)
Royal College of Emergency Medicine Assessing Cognitive Yes Yes 100% (130)
Impairment in Older People

Royal College of Emergency Medicine Care of Children Yes Yes 100%+ (133)
Royal College of Emergency Medicine Mental Health Yes Yes 100% (127)
Falls & Fragility Fracture Audit Programme (FFFAP) National Audit of Yes Yes 100% (8)
Inpatient Falls

Society for Acute Medicine’s Benchmarking Audit (SAMBA) 2019 Yes Yes 153
National Audit of Seizure Management in Hospitals (NASH3) Yes Yes 30
National Audit of Anxiety and Depression No N/A N/A
National Clinical Audit of Psychosis No N/A N/A
Prescribing Observatory for Mental Health (POMHUK) No N/A N/A
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Name of audit / Clinical Outcome Review Trust eligible Trust Participation
Programme participated rate
SURGICAL SERVICES DIVISION
National Joint Registry (NJR) Yes Yes 1870*
Case Mix Programme (CMP) Yes Yes 100% (1067)
National Ophthalmology Audit Yes No N/A
BAUS: Cystectomy Yes Yes 64*
BAUS: Radical Prostatectomy Yes Yes 210*
BAUS: Nephrectomy Yes Yes 90*
BAUS: Percutaneous Nephrolithotomy Yes Yes 7
Elective Surgery (National PROMs Programme) Yes Yes 362*
National Vascular Registry (NVR) Yes Yes 204**
National Emergency Laparotomy Audit (NELA) Yes Yes 175**
Falls & Fragility Fracture Audit Programme (FFFAP) Fracture Liaison Yes No N/A
Service Database
Falls & Fragility Fracture Audit Programme (FFFAP) National Hip Yes Yes 593*
Fracture Database
National Early Inflammatory Arthritis Audit Yes Yes 52%
National Bariatric Surgery Registry No N/A N/A
Neurosurgical National Audit Programme No N/A N/A
Endocrine and Thyroid National Audit Yes Yes 150
Perioperative Quality Improvement Programme (PQIP) Yes Yes 85*
SPECIALIST SERVICES DIVISION
National Bowel Cancer Audit (NBOCA) Yes Yes 319**
Oesophago-gastric Cancer (NAOGC) Yes Yes 196==
National Lung Cancer Audit (NLCA) Yes Yes 278**
National Prostate Cancer Audit Yes Yes 439**
National Audit of Breast Cancer in Older People (NABCOP) Yes Yes 489**
National Audit of Care at End of Life (NACEL) Yes Yes 100%
UK Cystic Fibrosis Registry Yes Yes Adults- 119*
Children- 74*
National Maternity and Perinatal Audit (NMPA) Yes Yes 100%
National Paediatric Diabetes Audit (NPDA) Yes Yes 100%
National Neonatal Audit Programme (NNAP) Yes Yes 100% (561)
Paediatric Intensive Care (PICANet) No N/A N/A
National Audit of Seizures & Epilepsies in Children & Young People- Yes Yes 80*
Epilepsy12
Maternal, Newborn and Infant Clinical Outcome Review Programme Yes Yes 100%
(MBRRACE-UK)
Mental Health Care Pathway - CYP Urgent & Emergency Mental No N/A N/A
Health Care and Intensive Community Support
Serious Hazards of Transfusion (SHOT):UK National Haemovigilance Yes Yes 100%
scheme
Mandatory Surveillance of Bloodstream Infections and Clostridium Yes Yes 100%
Difficile Infection
Surgical Site Infection Surveillance Yes Yes 2233**
National Asthma & COPD Audit Programme -Children & Young Yes Yes 114*
People Asthma
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Name of audit / Clinical Outcome Review Trust eligible Trust Participation
Programme participated rate
COMMUNITY SERVICES DIVISION

National Diabetes Foot Care Audit | Yes | Yes | 438* |
UK Parkinson’s Audit 2019-Community Yes Yes 100%

Medical and Surgical Clinical Outcome Review

Programme (NCEPOD):

Dysphagia in People with Parkinson’s Disease Yes Yes 100%
In Hospital Management of Out of Hospital Cardiac Arrest Yes Yes 100%
Child Health Clinical Outcome Review Programme (NCEPOD): No N/A N/A

Long Term Ventilation in 0-25 year olds

Mental Health Clinical Outcome Review Programme No N/A N/A

No case requirement outlined by national audit provider/unable to establish baseline.

**  Provisional, data not yet finalised/cleansed/data submission on-going
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The reports of 35 national clinical audits were reviewed by the provider in 2019-20, and the Royal Devon and
Exeter NHS Foundation Trust intends to take the following actions to improve the quality of healthcare provided:

National Clinical Audit/

Confidential Enquiry Title

Actions

Sentinel Stroke National
Audit Programme (SSNAP)
(Oct-Dec 2018)

Audit clerks to prompt at board round if there is no National Institute
of Health Stroke Scale (NIHSS) available for admission or 24 hours post-
thrombolysis.

Consultants to identify for junior doctors to complete the NIHSS,
particularly for patients admitted overnight or over the weekend.

Senior Nurse Practitioners (SNPs) to revisit how to maintain complete NIHSS
scores, with no ‘unknowns’.

Out of Hours scan requests to be discussed with the radiologist based on
‘urgent criteria’. Including prioritising all patients presenting with acute
onset neurology within 6 hours for <1hr Chronic Tension Headache (CTH).

Request scans on admission clerking (do not wait for Post Take Ward
Rounds). Consultant/SNP to expedite scan if not done overnight; highlight
at morning Acute Care of Elderly meeting.

‘Emergency stroke bleep group’ aiming to improve door-to-needle times
(DTN), with help from a junior doctor from Clyst Ward.

Continue with monthly audit and case reviews, seeking to optimise DTN
times.

Revisit incentive schemes for shorted DTN times.

Twice daily Acute Stroke Unit consultant Ward Round Monday to Friday;
evening patients will continue to need reviewing by the Physician of the
Day.

Consideration of feasibility of late evenings Acute Stroke Unit Ward Rounds
7 days per week. Further consultant appointments would be required.

Ensure all therapy contact is recorded on Clyst Ward and Yealm Ward,
including therapeutic assessments, one-off treatments and SNP dysphagia
assessments

For Occupational Therapy, pilot a test of change with priority given to
delivering 45 mins of face-to-face Occupational Therapy to the stroke
patients on Clyst Ward, ahead of medical discharges.

For Speech and Language Therapy, continue to increase the amount of
face to face therapy time, including at Lunch Club and increase the use of
volunteers, after the recent successful pilot

For Physiotherapy, to consolidate a move to a ‘Bay Based’ therapy model,
working with the nurse team in that bay; to set explicit assessment and
treatment stroke standards and audit on an on-going basis to provide
immediate feedback to rotational staff; to change data processing
methods, streaming information about medical patients separately from
stroke patients to allow the stroke patient data to be more explicit as
medical numbers increase.
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National Clinical Audit/ Actions

Confidential Enquiry Title

Sentinel Stroke National e Adults with stroke have access to a clinical psychologist as core member

Audit Programme (SSNAP) of the Multidisciplinary Team -new provision is required. To link the needs

(Oct-Dec 2018) for Stroke Service with those for the Acute Neurology Service in a Business
Base.

* Plan for and provide a stroke-skilled early supported discharge service for
the remaining 50% of the RD&E catchment population.

* All patients on a Hyper Acute Stroke Unit have twice-daily consultant
review

* Implement a new local Transient Ischaemic Attack Clinical Guideline to
include weekend diagnosis of carotid stenosis.

* Implement the locally-agreed model of nurse staffing for Hyper Acute
Stroke Unit care in 8 bed bays on Clyst Ward.

e Monitor and report relevant nursing quality indicators to Directorate and
Trust level.

e Qver-recruit to establishment to allow for staff turnover

* Increase patient and carer representation within the governance structure;
provide additional means for patients and carers to feed back.

FFFAP-National Hip Fracture |+ Communication and departmental agreement to modify elective list
Database 2018 activities when there are more than ten medically fit trauma patients
(including Neck of Femurs) ready waiting for surgery.

* Modification and dissemination of Monthly Performance Analysis at
Departmental, Divisional and Executive Board levels.

* Inclusion of performance on time to surgery within 48 hours in the
Monthly Performance Analysis to monitor for early signs of potentially
worse clinical outcomes.

* Inclusion of breakdown of trends for delay to surgery by day of the week
in the Monthly Performance Analysis.

» Allocate theatre space for potential hip fracture cases in 13 elective
orthopaedic hip lists over a 12 week period (‘patient on-hold" system).

* Allocate theatre space for potential hip fracture cases in 12 orthopaedic
complex hip trauma lists (‘firebreak lists’) over a 12 week period when no
complex hip trauma requires that space.

* Discussion at Departmental level of strategy options to address delays to
surgery.

* Review of anticoagulation-related delays to surgery and development of a
Clinical Guideline for time to surgery in patients on oral anticoagulants.
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National Clinical Audit/

Confidential Enquiry Title

Actions

National Audit of Inpatient
Falls 2017

* Royal College of Physicians (RCP) clinical practice tool to standardise
practice has been introduced 2019 — conduct audit using this for lying and
standing blood pressure.

* Work with colleagues locally, including Pharmacy, to review approach
to relevant documentation, ensuring reasons for changes are clearly
recorded and communicated to GP on hospital discharge in relation to the
assessment of medication and increase risk of falls.

e Carry out a vision assessment

* Consider using the RCP clinical practice tool to standardise practice for the
assessment of vision

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

e Utilise the Electronic Doctor Advisor module as part of Epic when
introduced June 2020 for a TACO bedside checklist.

* Improve Clinician education by including the reporting requirement of
possible cases of TACO to Serious Hazards of Transfusion face to face and
in e-learning packages for medical and nursing staff.

NCEPOD Chronic
Neurodisability Study

* Neurodisabling conditions added to standard list of ‘must always be
coded’ for any admitted care episode.

* Introduction of SNOWMEDCT, nationally standardised healthcare dataset,
captured by clinician each time patient seen, including community
settings.

* Use of traffic light tool completed by patient /parent before every review
encounter. This then informs electronic data capture, which flows to NHS
Digital, as part of the Community Services Data Set (CSDS), formerly the
Children and Young People’s Health Services dataset.

* Develop an agreed Care Pathway for Children and Young People at risk
of and suspected of having a neurodisabling condition, including expert
assessment by clinicians with relevant competences.

e Cerebral Palsy annual review checklist to include prompt to record pattern
of motor impairment and tone assessed and recorded in notes by clinician.

* Implement use of ‘CPIPSW' (Cerebral Palsy Integrated Care Pathway) in
Trust /surrounding area (tool / database already in use in Torbay, Plymouth,
Bristol, South Gloucester and Cornwall).

* Improve proactive monitoring of health status through use of annual
review template and structured report.

e Improve access to Multidisciplinary Team as appropriate through the new
Care Pathways.

» Standardise care plans that describe and address all of the needs through
use of annual review checklist and structured report.

* Plan transition between children’s to adult services co-ordinated by lead
clinicians including Primary Care and multiagency teams. This need is
currently being met by a Together for Short Lives funded clinic.
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National Clinical Audit/

Confidential Enquiry Title

Actions

NCEPOD Chronic
Neurodisability Study

* Routinely document patients’ preferred method of communication in their
clinical records

* To accommodate patients with neurodisabling conditions, all healthcare
facilities should be fully accessible with appropriate equipment including
hoists, weighing scales, height measuring facilities and places to allow
changing. Therefore, these need to be incorporated into Paediatric
Outpatient redesign plans.

NCEPOD - Cancer in Children
& Young People

e Liaison with Principle Treatment Centre (PTC) to ensure this is available
and complete. Systematic Anti-Cancer Therapy (SACT) Policy to mandate
recording of consent, including recommended subjects.

» Systematic Anti-Cancer Therapy Policy to state that information is to be
provided to patients about the side effects of SACT.

» Revision of Consultant rota and job plans.

* Agree a consistent and responsive neuro-oncology pathway across the
network.

Epilepsy12 National
Organisational Audit Report
for England and Wales 2018
Round 3

* Provision of timely mental health input for children and young people with
epilepsy

Serious Hazards of
Transfusion (SHOT) 2018

* Incorporate into MyCare the transfusion decision to prescribe algorithm
and for the Decision Tree that is to be available for staff making the
decision to transfuse and also incorporate an administrative work sheet
for the bedside checklist.

e Show and discuss the SHOT produced Human Factors learning package
and video at Transfusion Update.

NCEPOD-Acute Heart
Failure

* Introduction of Serum natriuretic peptide measurement included in the
first set of blood tests in all patients with acute breathlessness and who
may have new acute heart failure. Uptake to be increased through
advertising. Assistance from ED (Emergency Department) and AMU (Acute
Medical Unit) teams.

* Develop agreed patient pathway between heart failure services and
palliative care for patients with advanced heart failure who deteriorate to
access palliative care in the community, in a hospice or in hospital when
appropriate

* Anticipatory care plan to be developed with patients and communicated
to and available for all those involved in the acute heart failure pathway.

National Cardiac Audit
Programme-Heart Failure
2016-17

* Please see above, actions for all 3 reports combined.
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National Clinical Audit/

Confidential Enquiry Title

Actions

National Cardiac Audit
Programme-Heart Failure
2017-18

Please see above, actions for all 3 reports combined.

British Thoracic Society
( BTS)-Community Acquired
Pneumonia (CAP) 2018-19

Improve compliance with confusion, urea, respiratory rate, blood pressure
CURB Scoring (used in ED to risk stratify a patient’s community acquired
pneumonia) with the implementation of MY CARE and CURB65 (CURB
scoring for over 65s) reflex scoring.

Whole system review of requesting and delivering chest x-rays for Medical
patients.

Improve chest x-ray timing to facilitate clinical management plans and
early discharge.

BTS-Non-Invasive
Ventilation (NIV)

Identification of HOT bed (an area to admit patients requiring NIV {Non
Invasive Ventilation} that is kept empty)/step down/support to open
second High Dependency Unit (HDU) when there is a clinical need.

No overruling of the clinical decision maker by patient flow teams (i.e.
Respiratory Consultant has admission rights only).

Arterial Blood Gas-clinical assessment recorded
Publish NIV Standard Operating Procedure.

Improvement of clinical coding through the implementation of MY CARE.

BTS-Smoking Cessation

Improve documentation of smoking status through the implementation of
MY CARE.

Improve inadequate asking of whether patients want to quit smoking by
Very Brief Advice (VBA) training carried out by the Trust Stop Smoking
Advisor.

National Early Inflammatory
Arthritis AUDIT (NEIAA) 1st
Annual Report 2019

Rheumatology Nurses will undertake yearly review clinics via “attend
anywhere”.

Contact Primary Care Network leads and offer educational input.
Meet with clinical team and discuss importance of data collection.
Discuss MY CARE template and alerts with Chief Information Officer.
Discuss direct upload with NEIAA and MY CARE team.

National Prostate Cancer
(2015-16 data)

Reviewed and no actions required.

National Prostate Cancer
(2016-17)

Reviewed and no actions required.

National Emergency
Laparotomy Audit 2018
(2016-17)

Reviewed and no actions required.
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National Clinical Audit/

Confidential Enquiry Title

National Joint Registry 2018
(2017-18 data)

Actions

Reviewed and no actions required.

National Vascular Registry
2018 (2017 data)

Reviewed and no actions required.

National Audit of Bowel
Cancer 2018 (2016-17 data)

Reviewed and no actions required.

National Audit of Breast
Cancer in Older People 2017

Reviewed and no actions required.

National Audit of Breast
Cancer in Older People 2018

Reviewed and no actions required.

National Diabetes
Transitional Care Audit
2011-17

Reviewed and no actions required.

National Diabetes Audit
2017-18 Care Processes &
Treatment

Reviewed and no actions required.

National Diabetes Foot Care
Audit (2015-18 data)

Reviewed and no actions required.

MBRRACE Perinatal
Confidential Enquiry
Congenital Diaphragmatic
Hernia 2014

Reviewed and no actions required.

National Comparative Audit
of Blood Transfusion- Lower
Gastrointestinal Bleeding

Reviewed and no actions required.

Cystic Fibrosis 2016

Reviewed and no actions required.

Cystic Fibrosis 2017

Reviewed and no actions required.

Cystic Fibrosis 2018

Reviewed and no actions required.

Maternal and Perinatal
Audit ICU 2015-16

Reviewed and no actions required.

National Maternity and
Perinatal Audit 2019 (2016-
17 data)

Reviewed and no actions required.

National Neonatal Audit
Programme 2019 (2018
data)

Reviewed and no actions required.

National Diabetes Footcare
Audit 2019

Reviewed and no actions required.
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The reports of 47 local audits were reviewed by the provider in 2019/20 and the Royal Devon and Exeter NHS
Foundation Trust intends to take/took the following action to improve the quality of healthcare provided:

Specialty

Local Clinical Audit Title & Aim

Actions

3087-Dermatology

RE-AUDIT: The Management of
Merkel Cell Carcinoma of the Skin

Aim: Increasing numbers of Merkel
Cell Carcinoma patients being
discussed at Multi-Disciplinary Team
meetings. There have been recent
advances in treatment options

and guidelines. This audit aims to
retrospectively review all Merkel Cell
Carcinomas from 2013-2017

As a result of the audit a Merkel
Cell Carcinoma Management

Protocol was produced for use in
Multidisciplinary Team Meetings.

2153-Dermatology

Patch Testing in the Dermatology
Department

Audit presented, reviewed and no
actions required.

3932- Dermatology

Use of Dupilumab According to
NICE TA534 for Patients with
Moderate to Severe Atopic
Dermatitis

Aim: To determine whether

the Dermatology Department is
complying with NICE guidance for
the prescribing of dupilumab for
patients with eczema.

The audit found that Dupilumab

was more effective than any existing
systemic treatment for Atopic
Dermatitis, with minimum side effects
and is easy to use and follow up.

The Dermatology Department
achieved 100% compliance with
NICE guidelines for using Dupilumab

The audit recommended:

e Training on EASI Scoring (tool
used to measure the extent (area)
and severity of atopic eczema) to
improve consistency.

* Implementing a screening
questionnaire for eye problems
prior to starting Dupilumab
and then to work with the
Ophthalmology Department
to develop a pathway for the
management and referral to
Ophthalmology patients with eye
problem side effects.

A re-audit is due for 2020.

4060-Dermatolgy

UService Evaluation of skin MDT
and outcomes for cutaneous SCC

Audit reviewed, no actions required.
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Specialty

Local Clinical Audit Title & Aim

Actions

3985-Dermatology

Photodynamic Therapy (PDT)
Service Standards - self
assessment

Aim: To ensure the PDT unit provides
a safe patient-centred environment
and meets required regulatory
standards.

Following the audit, it was agreed
that the current referral form is out
dated and requires accurate a skin
map to identify lesions needing
treatment making the form more
comprehensive.

4277- Dermatology

Service evaluation on Lentigo
Maligna (LM) and Melanoma In
Situ (MIS) management

Aim: To ensure that the Department
are following guidelines that all
patients with LM/ MIS are discussed
at a Multi-Disciplinary Team (MDT)
meeting and ensure that results are
appropriately acted upon.

The audit found that not all patients
were discussed at Multi-Disciplinary
Team (MDT) and that a small number
had treatments that were different to
that discussed at MDT. As a result it
was agreed to discuss restructuring
the approach across different Trusts
as part of a bigger ongoing project to
streamline skin cancer services.

4045-Maternity

High Fever after Misoprostol
for Treatment of Postpartum
Haemorrhage (PPH)

Aim: Investigate the management
of fever after misoprostol use

and the role of misoprostol in the
management of PPH

The audit highlighted that pyrexia
and shivering are common side
effects of misoprostol and that the
pyrexia can last a few hours and does
not respond to paracetamol. It was
agreed that the audit findings would
be disseminated across the Specialty.

3956-Maternity

Induction of Labour Outcomes
(NICE CG70)

Aim: To ensure that induction of
labour at the Royal Devon and Exeter
is being performed appropriately and
in accordance with NICE CG70

The audit concluded that induction
of labour is a common process within
the Maternity Unit and is carried out
for a range of indications and that
there are good outcomes.

The audit found that there were
occasionally delays from the
Antenatal /Postnatal Ward to Labour
Ward. It was agreed to clarify the
Induction of Labour Clinical Guideline
regarding large for date babies.

A re-audit was scheduled for 2020.

4152-Maternity

Use of Maternity Early Warning
Score (MEWS) Charts After
Caesarean Section

Aim: To ensure that the care given
to women following a Caesarean
section is in accordance with the
guidance set out in Trust Clinical
Guidelines

Following the audit, it was agreed
that improvements could be made In
order to encourage staff to adhere
more closely to Trust Guidelines.

It was agreed to educate staff via
an effective handover when the
new Birmingham Symptom-specific
Obstetric Triage System (BSOTS)
triage system and revised MEWS
chart is introduced. This would also
be communicated to staff via the
Governance Newsletter.
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3377-Maternity

Documentation of Offer and
Consent: Antenatal and Newborn
Screening Programme 2019

Aim: To establish whether the
National Screening Committee
standards are being met in regard

to adequate documentation of offer
and consent for the six antenatal and
newborn screening programmes.

This round of the audit had good
compliance with standards.

It was agreed that a prompt will be
sent to all midwives on the monthly
newsletter asking them to remember
the importance of:

e All results being handwritten
in patient notes or to ensure a
copy of the laboratory reports are
secured inside.

e Completing the front section of
the newborn notes to confirm if
the Newborn Blood Spot (NBBS)
and the Newborn and Infant
Physical Examination (NIPE) was
performed and the date.

A re-audit will be conducted in 2020.

3885-Rheumatology

Ocular screening in Rheumatology
Patients Treated with
Hydroxychloroquine

Aim: Assess compliance with
previous Royal College of
Ophthalmologists recommendations
for Hydroxychloroquine retinopathy
screening by assessing rate of
counselling of patients and

to estimate the number of
Rheumatology patients who have
been taking Hydroxychloroquine for
=5 years and would therefore require
enhanced screening.

Following the audit, it was agreed to
hold a Multidisciplinary Team Meeting
to discuss increasing the awareness
of the importance of performing and
documenting counselling.

A template was introduced to
include a section where it could

be documented that a patient
commenced on hydroxychloroquine
has been counselled.

It was further agreed to conduct a
re-audit in 2020.

3244-Rheumatology

Tofacitinib audit as per NICE
Guidance (NICE TA480)

Audit presented, reviewed and no
actions required.

3980-Rheumatology

The Use of Long Term
Nonsteroidal Anti-Inflammatory
Drugs (NSAIDs) & Co-Prescription
of Anticoagulation, Antiplatelet
Agents and Selective Serotonin
Reuptake Inhibitors (SSRIs) plus
Gastroprotection

Aim: To assess whether the
Rheumatology department meets the
standards set by the National Institute
for Health and Care Excellence (NICE)
regarding NSAID prescribing in
patients with Rheumatology.

As a result of the audit it was

agreed to contact any patients

that were identified as not having
Gastroprotection prescribed along
with their NSAID. If Gastroprotection
was not prescribed along with the
NSAID to inform the relevant General
Practitioners and request a primary
care medication review.
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3979-Rheumatology

Prevalence of Long Term
Prednisolone use in Rheumatoid
Arthritis (RA)

Aim: To investigate the long term
corticosteroid (glucocorticoid steroids-
GCs) use in Rheumatoid Arthritis
patients and whether this use is
appropriate in selected cases.

The audit found that very few
patients with RA (<3%) were taking
long term GCs.

Although the results were pleasing,
it was agreed to assess whether
patients taking long term GCs are
screened for related adverse effects,
including, bone protection, infection,
cardiovascular risk factors and
diabetes screening.

3664-Rheumatology

Bone Health Audit (NICE NG100)

Aim: To discover how well the
Rheumatology team reviewed

the bone health of patients with
inflammatory arthritides, particularly
those taking steroids.

The audit found that there is room

for improvements to be made in

how the Rheumatology Department
review the bone health of patients
with inflammatory conditions.

An intervention was trialled and
experienced some but poor uptake,
although there was evidence of
improvement in review separate to this.

It was agreed to carry out a further
phase of the audit to determine
the full degree of intervention
effectiveness.

4109-Ophthalmology

One Day Audit of Capacity and
Demand-Ophthalmology

Audit presented, no actions required.

4109-Ophthalmology

One Day Audit of Capacity and
Demand-Ophthalmology

Audit presented, no actions required.

4076-Ophthalmology

Follow up of patients who have
had Ptosis surgery within the last
2 years

Audit presented, no actions required.

3692-Ophthalmology

RE-AUDIT- Rate of Endophalmitis
Following Procedures

Audit presented, no actions required.

4347-Neonatal

NeoThermal: Reducing Rates of
Neonatal Hypothermia

Reviewed, presented and no actions
required.

3856-Neonatal

Neonatal Lumbar Puncture-
Observed Variation in South West
Practice Against NICE Guideline
CG149

Aim: To describe observed variation
in practice across the South West
Peninsula and comparison of practice
against NICE guidelines.

The findings of the audit were
presented to the South West
Neonatal Forum. Across the sites

in the South West, success rate

for patients undergoing a lumbar
puncture procedure due to suspected
infection was 98%.

It was agreed that documentation of
consent and sufficient documentation
of the procedure could be improved
in the majority of sites.

The Royal Devon & Exeter Hospital
agreed to implement a checklist or
sticker tool for lumbar puncture to
increase the documentation of the
procedure and consent process.
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3532-Paediatrics

Assessment of Acute Admission
with Gastroenteritis

Aim: To evaluate the clinical
assessment and management of
children admitted to Paediatrics with
acute gastroenteritis against local
guidelines.

To evaluate the following-
e Initial assessment of dehydration
* Chosen method of rehydration

* Period of admission and timing of
reassessment

142 admissions were audited over a
year period. It was found that there
was varying degree of compliance
with the local guidelines for the
different elements.

Methods were discussed to help
improved compliance and included
using tools such as sticker prompts
and a dedicated page in patient
notes, as well as signage in the
treatment room and using apple juice
as an alternative to Oral Rehydration
Therapy.

It was agreed to carry out a re-audit
in 2020.

33564-Dietetics

Guideline for Initiating Adult
Enteral Feeding Out of Hours
Audit (2018)

Aim: To assess the Trust's compliance
with the Clinical Guideline for
Initiating Adult Enteral Feeding Out
of Hours

The audit was presented and as a
Specialty, the following action points
were agreed in order to help improve
current compliance:

1. Out of Hours Enteral Feeding will
be covered in Foundation Year 1
training in the ‘Nutrition’ Section
by a Dietitian.

2. The Out of Hour Enteral Feeding
Chart will be updated to outline
how to identify risk of refeeding.

3867-Acute Medicine

Clarity of Warfarin Prescription

Aim: To assess and improve the
clarity of warfarin prescription in four
medical wards at the RD&E over a 6
week period.

Audit presented at the Quality
Improvement Academy Conference
as a poster presentation indicating
need for Junior doctor education and
prescription chart modification.

3351-Intensive Care

Peripheral Cannula Phlebitis Rate
2019

Aim: Re-Audit- Following a change
of standard peripheral cannula
dressing at the end of 2017, to
identify whether it is fit for purpose,
stays in place and prevents movement
of the cannula thus reducing risk of
mechanical phlebitis.

The audit highlighted that all

cannula must be removed when not
functioning or not clinically needed.
It was agreed to educate all staff that
early referral to the Vascular Access
Team would provide treatment in a
timely way and help to preserve a
patient’s veins.

A further audit will be conducted in
2020.
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3350-Intensive Care

Central Line Audit 2019

Aim: Re-Audit- To monitor current
practice of compliance with Central
Vascular Catheter (CVC) Care Bundle
(High Impact Intervention no1).

This audit found that compliance
rates were lower than the previous
year's. It was discovered that this was
due to the lack of documenting the
inspection the insertion site for any
Vascular Access Device for signs of
phlebitis and infection.

It was agreed to use the Visual
Infusion Phlebitis Score sticker that is
inserted into a patient’s prescription
chart to prompt staff to check the
cannula site daily. This would be used
until MY CARE is fully established.

A further audit will be conducted in
2020.

1735-Renal Peritoneal Dialysis (PD)Peritonitis | Positive improvements in Peritoneal
Rates Dialysis (PD) peritonitis rates and
Aim: To investigate the incidence also a reduction in the number of
of PD peritonitis rates and identify Tenckhoff catheters removed as a
the causative organisms. To examine result of PD peritonitis were shown as
efficacy of current treatments and a result of the audit.
then form conclusions from findings , » _
to inform future practice for the An area identified for improvement
prevention and treatment of PD was in relation to primary cure rate
peritonitis. for PD peritonitis. It was agreed to
improve the efficacy of treatment of
Gram Negative PD peritonitis.
Re-audit to be undertaken in 2020.
3433-Renal Adequacy Measures in Peritoneal | The audit was presented and it was

Dialysis

Aim: To assess the frequency of
adequacy testing over a one year
period in peritoneal dialysis patients
and to measure the proportion of
patients meeting minimum adequacy.

agreed to:

* Adequacy testing in PD patients
could be more practically achieved
every 12 months as a standard,
particularly as changes are rarely
made after 6 months.

* increase the use of angiotensin-
converting enzyme inhibitors
(ACEi), angiotensin receptor
blockers (ARB) and diuretics

e re-audit for 2021.
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3978-Diabetes & Endocrine

Investigation of Surgically
Operated Suspected Parathyroid
Adenomas

Aim: To examine the current practice
at the RD&E for compliance with
NICE NG139 and to examine the
type, identification rates and accuracy
of radiological investigations used

in the management of patients who
had undergone a parathyroidectomy.

Following the audit, it was agreed
that all patients should receive a renal
ultrasound and a Dual-Energy X-ray
Absorptiometry (DEXA) scan at time
of diagnosis.

It was also agreed to investigate

the recruitment of a specialist
parathyroid ultra-sonographer, which
may enhance the detection rate of
adenomas by ultrasound.

3051-Pain Service

RE-AUDIT-Monitoring of Patients
Receiving Patient Controlled
Analgesia (PCA)

Aim: To establish compliance with
monitoring of patients with PCA
against current Trust guidelines for
level of sedation, respiratory rate,
pump observations, blood pressure
and pulse, level of pain, presence of
nausea and vomiting and measure
percentage compliance at 4, 8, 12,
24, 48 and 72 hours post-operatively
for patients with PCA.

The results for this audit have shown
a small decline in the compliance
with monitoring of PCA compared
with previous audits.

It was agreed to:

* Continue education and
reiteration of the importance
of accurate monitoring and
documentation.

* Work with MY CARE to formalise
monitoring of the electronic
systems, including time prompts
(intended to go live in June 2020).

e Re-audit ahead of MY CARE
implementation to benchmark
compliance.

4205-Cardiology

Management of Atrial Flutter

Aim: To critically review the literature
on the procedural management of
atrial flutter and assess the efficacy
and safety of using electro anatomical
mapping compared to the traditional
fluoroscopic approach

It has increased the number of
radiation free flutter ablations
undertaken at RD&E. Findings were
to be presented at the European
Society of Cardiology conference in
March 2020.

3448-Orthodontics

Are Clinical Photographs in the
Orthodontic Department Meeting
Standards? (Cycle 2)

Aim: To ensure that clinical
photographs are meeting
photographic standards and to
ensure the clinician has access to the
medical photographs.

Cycle 2 of this audit demonstrated
that there has been a significant
improvement in both the quality of
and access to medical photography;
however, there are still areas where
this quality and access can improve.

It was agreed to:

e Develop a second photographic
protocol.

e (reate an orthodontic
departmental folder to store
patient folders.

e Orthodontic team to upload
photos to shared drive (between
medical photography and
orthodontics).

e Orthodontic team to upload
individual patient photos to
orthodontic departmental folder.

Re-audit due for 2020.
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3901-Plastics & Reconstruction

Accuracy of Tendon Repair
Operation Sheet

Aim: To identify the surgical details
expected to be recorded on tendon
repair operation notes and to audit
accuracy in recording these details in
Plastic Surgery.

It was agreed to carry out a further
audit at the end of 2019.

4071-Clinical Genetics

Epidemiological Study of Familial
Breast Cancer (EMBRACE)
Recruitment at the Peninsula
Clinical Genetics Service (PCGS)

Aim: To determine how well the
PCGS is recruiting eligible patients
to EMBRACE and to evaluate current
practice to identify areas for change
and improvement

As a result of the audit, the Peninsula
Clinical Genetics Service (PCGS) have
changed the way that purple research
forms are used. Previously, there
were held separately from the study
information pack that is provided to
patients. These are now filed into the
front of the information pack. This
means that a healthcare professional
actively has to remove the purple
form before giving the pack to the
patient.

The purple form ensures that the
research team can contact the patient
if they are interested in participating
and therefore improving recruitment
to the study.

4148-Neurology

Monitoring in Patients on
Alemtuzumab in Exeter and East
and Mid Devon

Audit reviewed, no actions required.

4366-Upper Gl

Outcomes of elective
splenectomies for haematologic
disorders in patients of different
age-groups.

Audit reviewed, no actions required.

4433-Upper Gl

Audit of the “Hot Gallbladder”
Service (NICE CG188)

Aim: To assess the safety and
effectiveness of the Hot Gallbladder
Service, which was introduced at the
RD&E in May 2019.

The audit found that the hot
gallbladder service is both safe and
effective, with low complication
rates. There was discussion
regarding options to possibly
increase theatre capacity for urgent
cholecystectomies.

It was agreed to carry out a further
review of the service in a year’s time.
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4173-ENT

Assessing Adherence to Otitis
Media with Effusion Guidelines

Aim: To benchmark current practice
in the Ears, Nose, Throat (ENT)
Department against NICE Guidelines
for the intervention with grommets
in Otitis Media with Effusion or ‘Glue
Ear.’

The audit showed a high compliance
to NICE Guidelines within the Ear,
Nose & Throat (ENT) Department for
the insertion of grommets for those
presenting with Otitis Media with
Effusion.

It was agreed to carry out a further
audit in a years' time.

4034-Haematology

Use of Idarucizumab (a Reversal
Agent for Dabigatran)

Aim: To ensure that the correct
pathway is followed in order to
request the product and that it is
used for the indications established
by NICE Guidelines.

Further aim of the audit is to see if
there is any evidence of complications
following the use of Idarucizumab.

Results of the audit show that 7
patients received Idarucizumab
between March 2017 and April
2019. All of these patient cases were
discussed with the Haematologist

on call and 6 of the patients had
Idarucizumab for the correct
indication.

The audit highlighted that the time
of the last dose of Dabigatran had
not been documented in accordance
with NICE Guidelines. It was agreed
to educate Haematology Laboratory
staff, that when Idarucizumab is
released, they should ensure that
the last does of Dabigatran is
documented.

A re-audit is planned for 2020.

3342-Radiology

RE-AUDIT-Report Turnaround
Times

Aim: To assess the turnaround times
for Imaging from different referral
sources against Local Standard
Operating Procedures, with a focus
on Inpatient Plain Film and GP
imaging areas.

The audit results found a low target
achievement for GP and Outpatient
Studies and for Inpatient Plain Film.

Multiple procedures have been
implemented to improve reporting
times, including, insourcing,
outsourcing, training radiographers
and recruiting radiologists and
reporting radiographers.

Multiple procedures have also been
implemented to highlight unreported
scans.

It was agreed to carry out a further
audit in 2020.
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4282-Radiology

Non-accidental injury skeletal
survey imaging audit

Audit reviewed, no actions required.

3949-Radiology

Review of dictation errors
amongst consultant CT reports
and assessing any correlation
with voice dictation software
used.

Audit reviewed, no actions required.

4254-Radiology

Any Qualified Provider (AQP)
Ultrasound (US) Image and Report
Quality Audit

Aim: To audit the image and report
quality of US examinations to ensure
they are meeting safe and acceptable
criteria.

The standard is that 100% of the
examinations should meet the criteria
as designated by commissioners for
AQP.

The audit concluded that overall the
quality of service provision at a safe
and good level; however the 100%
standard set by commissioners fell
short by 4.5%.

It was agreed:

* to present the audit findings
would be presented to the
Sonographers at the US Quality
Assurance and Teaching Meeting.

e That the Musculoskeletal
Radiologists would perform a
similar audit to comply with the
AQP contract.

e To conduct a re-audit in 12
months.

3876-Radiology

Audit to Optimise Computed
Tomography for Kidneys, Ureters
and Bladder (CT KUB) Imaging in
Investigation of Renal Colic

Aim: To evaluate to what extent CT
KUB scan length extends beyond the
National standard of: to image from
the superior border of the kidneys
(T10-T12) to the symphysis pubis.

The audit found that the average
excess scan length for the Royal
Devon and Exeter Hospital was 13.2
%, with the National target being
10% or less. However, this figure

is an improvement on previous

audits and further options are to be
explored within Radiology to optimise
performance towards the National
standard.

It was agreed to re-audit in 2020.

2918-HfOP

RE-AUDIT-Atrial Fibrillation and
Anti-Coagulation

The re-audit has shown significant
clinical improvement in line with NICE
guidance.

RD&E is generally in line with NICE
guidelines with regards to prescribing
appropriate anticoagulation.

There is active prescribing of direct-
acting anticoagulant (DOACs) rather
than Vitamin K antagonists (VKAs)
where appropriate.
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3050-Pain management

REAUDIT-Monitoring of Patients
Receiving Epidurals

Aim: To establish percentage
compliance with monitoring for
epidural analgesia and to determine
complication rates relating to epidural
analgesia.

The results of the audit show that
overall compliance with monitoring
of epidurals is good and shows some
improvement compared with previous
monitoring audits. However, there

is potential for further improvement
and it was agreed to:

e Continue education

* Discuss with the Anaesthetic team
with a view to review protocols,
use of Patient Controlled Epidural
Analgesia (PCEA) and the increase
in initial infusion rate if PCEA is
not used.

* Discuss with the tunnelling of
epidural catheters and fixation of
filters/catheter connection with
the Anaesthetic team.

Re-audit due for 2021.

3834-Gastroenterology

Evaluation of the time to
diagnosis in patients with
suspected IBD (NICE DG11 & QS81)

Aim: To determine the factors
associated with, and the
consequences of, a prolonged time to
diagnosis in IBD.

The audit found that ‘Urgent’

GP referral and directing patients
straight-to-test (endoscopy) reduced
secondary care delay independently
of temporal changes in workforce
capacity.

It was agreed to maintain the
consultant-led triage service as it
currently stands and to prioritise
‘urgent’ GP referrals in order to
reduce the time to diagnosis of IBD.

During the period 2019-20, the Trust reviewed 13 local audits which did not have resulting actions.
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