rirorities

For 2010/11, the RD&E has identified
quality improvements priorities to:

1 Boost key measures on patient
experience and cleanliness

2 Promote clinical effectiveness

3 Keep patients safe and ensure they
receive a uniform service

4 Build productivity gains which boost
quality.

Although some different indicators have been
in this year’s Quality Report, our
intention is to continue to report on all the

selected

indicators we reported in the 2009/10 report.
Quality improvement is a long and continuous
journey so it is inevitable that over time our
approach and our priorities will change.

Nevertheless, we are committed to ensuring that
we report back every year on the progress we
have made and explain why we select different
priorities or indicators over time as we learn

more about what works and what does not work.

for 2010/11

On the basis of the approach outlined earlier in
the report, the RD&E will take an integrated and
patient-centred approach to meeting its quality
Clearly
articulated and agreed targets and incentives will
help drive forward specific initiatives designed to
address quality improvement.

priorities over the coming year

However, the Board,

clinicians are aware that quality improvements

senior managers and

are most likely when there is investment and
support for staff training, when there is a culture
of collaboration, when staff feel valued and
listened to, when staff are free to innovate and
when the culture of the organisation enables
staff to improve the quality of services offered by
the Trust.

An empowered and motivated workforce will
inevitably be more proactive in enhancing the
experience that patients have in hospital — a key
determinant of our users’ perception of quality.




Boost key measures on patient experience
& cleanliness

When members and the general public were asked to consider what measures they would use in
thinking about the quality of services provided in the RD&E, they rated ‘what other patients said about
the hospital’ as important. Forty six per cent of those asked said that the percentage of patients who
would recommend the hospital to relatives and friends was extremely important in judging whether
the hospital provided quality care. Fifty three per cent of those who responded said that the
percentage of patients who rated their care as either good or excellent was extremely important in
judging whether the hospital provided quality care. In comparison only 20 per cent said that meeting
government health targets was extremely important and 24% said that ratings or assessments made
by independent organisations/regulators were extremely important.

How do members rate quality issues?

In March, the Trust contacted around three and half thousand members to ask them some key
questions on quality issues. We received some 372 responses - over ten per cent return rate which
was encouraging. The results of the survey are shown below:

m On a scale of 1-5 (with 1 being unimportant and 5 being extremely important)
how would you rank the importance of the following factors in helping you judge
whether the RD&E is providing high quality healthcare.
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Priorities for 2010/11

m On a scale of 1-5 (with 1 being unimportant and 5 being extremely important)
how would you rank the usefulness of the following factors in helping you judge

whether the RD&E is providing quality healthcare.
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2.1: Whether the hospital was meeting all Government healthcare targets (e.g. waiting times etc)
2.2 The average number of days patients stay over night in hospital

2.3 The percentage of patients who rated their care as either 'good' or 'excellent’

2.4 The percentage of patients who would recommend the hospital to their family or friends
2.5 The number of complaints/ concerns/ compliments received

2.6 The rating or assessment given to the hospital from independent organisations
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m Whether the hospital was m The percentage of patients who
meeting all Government would recommend the hospital to
healthcare targets (e.g. waiting times etc) their family or friends
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Boosting key measures on
patient experience &
cleanliness

A critical component of quality focuses on patient
perception of the care received. In setting out
the following indicators, which were influenced
by what was identified as important through the
consultation exercise, we sought to both
benchmark where we currently are on these
metrics as well as underline the fact that we are
setting out a high level of aspiration (from “good
to great” by focusing on the very highest levels
of attainable perception i.e. “excellent” and not
just “good” and “very clean” and not just
“clean”).

Key measures:

Quality of care: To ensure that at least 60%
of our patients rate their care as excellent in
2010. In the 2009 national inpatient
survey, 50% of respondents rated their care
as excellent.

Cleanliness of the hospital: To ensure that
80% of our patients rate the hospital as
“very clean” in the 2010 national inpatient
survey. 74% of inpatients rated the hospital
or ward as very clean in the 2009 national
survey.

Recommending the hospital to family and
friends (using the NQAT tool): To be
maintained at 95% or more.

Patient experience data

The Care Quality Commission requires all NHS
acute Trust in England to participate in an annual
inpatient survey. In 2009 the 7th inpatient
survey was undertaken.

The 2009 survey showed a significant
improvement in responses relating to privacy
and dignity. We have seen a significant
decrease in the number of patients reporting
that they shared sleeping and bathroom
accommodation with patients of the opposite
sex. This improvement in scores relating to
single sex accommodation reflects the work
undertaken in 2009 to increase the number
of single sex bays and rooms.

In 2010/11 we will continue to review our
ward environments with a view to increasing
the number of single room accommodation
available for patients. We will continue with
the ward deep clean programme to ensure
patients are cared for in a very clean
environment.

The RD&E scores highly in questions relating
to hospital and ward cleanliness with 69% of
respondents scoring the hospital & ward as
very clean compared with the national
average score of 65%. This reflects the work
undertaken in 2008/09 by staff to ensure our
hospital environment meets the high
standards expected of patients.

In previous surveys patients indicated that
they wanted secure storage for personal
belongings. In 2008/09 we invested in new
lockers for every bed space and this has
resulted in a very positive response from
patients in the 2009 survey with 50% of
patients reporting that they have secure
storage for their personal belongings
compared to 31% nationally.



The 2008 results showed that 60% of
patients who needed help with eating
received help. This resulted in a focussed
piece of work led by the Trust Nutrition
Steering Committee and the Protected
Mealtime Group. In 2009, 72% of patients
who needed help reported that they received
it compared with 62% nationally. Over the
next year we will continue to improve the
meal service and we will be reviewing the
menu for patient meals.

In 2008/09 we introduced the electronic
Nursing Quality Assessment Tool (NQAT). To
date 447 patients have participated in the
NQAT survey. This audit tool incorporates the
11 Essence of Care benchmarks, Nursing and
Midwifery nursing Metrics and the Royal
College of Nursing Observations of Care into
an audit with 173 quality measures. The
NQAT consists of a real time patient survey,

documentation audit and a clinical

observation. These are combined to provide
a standard measure for the quality of nursing
care. Clinical staff undertake the audit for
each other to maximise objectivity. Every
ward completes a baseline audit, implements
an action plan then re-audits to measure
outcomes. The audit cycle is determined by
the score achieved; Bronze is 12 weeks,
Silver 16 weeks and Gold 24 weeks. We
began piloting the NQAT in the summer of
2008. All Inpatient wards have so far
conducted an audit with many now in their
3rd round. Ward matrons are working to
ensure they achieve the highest score
possible to gain the gold standard. The tool is
under constant review and in 2010/11 we will
be focussing on some new clinical quality
measures and involvement of other
healthcare professionals.

% answered ‘Yes definitely’
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The advantage of this real-time system is illustrated by the ability to react to the responses promptly.
The slight drop in the responses relating to patients feeling cared for relates to 3 patients who were
able to provide feedback that could be acted on immediately.

All acute ward areas have completed at least two NQAT audits and give the Trust an average score of
86.6%.
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Promoting clinical excellence

Enhancing clinical excellence throughout the
Trust remains a central priority for the RD&E. We
understand that patients have the right to expect
the same high standard of care and treatment
whichever service they are using. Clinical
effectiveness is made up of a range of quality
improvement activities and initiatives including:

The implementation of quality improvement tools
(such as clinical audit, evaluation, rapid cycle
improvement) to review and improve
treatments and services based on:

the views of patients, service users and staff

evidence from incidents, near-misses,

clinical risks and risk analysis
outcomes from treatments or services

measurement of performance to assess
whether the team/department/organisation
is achieving the desired goals

identifying areas of care that need further
research

Information systems to assess current practice
and provide evidence of improvement

Assessment of evidence as to whether
services/treatments are cost effective

Development and use of systems and
structures that promote learning and learning
across the organisation.

Furthermore, for the RD&E, clinical
excellence relies on the quality and

motivation of our staff and:

the skills and competencies of those delivering
care

how effectively staff work together in teams,
across departments or NHS organisations

the support from leaders and management to
encourage staff to achieve best practice.



Clinical Excellence

There is no single hospital-wide measure of
clinical effectiveness. Therefore, we have
selected three particular issues that we have
been discussing with NHS Devon (as part of our
contractual requirements) as useful markers of
quality and which also relate to the profile of
patients that come into the RD&E. We have also
selected a fourth measure relating to staff
satisfaction in recognition that clinical leadership,
culture and training are key determinants of
clinical effectiveness.

Reducing pressure ulcers has been
recognised as an indicator of quality care

Reducing time to surgery for hip fractures can
have enormous benefits in terms of health
outcomes and wellbeing for patients and their
families

Enhanced recovery through improved
prepartaion for surgery - there is the potential
for a speedier postoperative recovery

pathway

Enhancing staff satisfaction leads to
improvement in the quality of care and is
linked to better patient experience results.

Reducing Pressure ulcers: Pressure ulcers
create a number of significant difficulties,
psychologically, physically and clinically, to
patients, carers and their families, and
challenges for clinicians. These challenges
include clinical decisions on methods of
assessment and treatments to be used for
individuals with an existing pressure ulcer.

Given the profile of patients at the RD&E - many
of whom fall into the category of people
vulnerable to being affected by pressure ulcers,
reducing the number of pressure ulcers is
indicative of clinical quality.

Pressure ulcers are more likely to occur in
those who: are seriously ill; are neurologically
compromised; have impaired mobility or who
are immobile (including those wearing a
prostheses, body brace or plaster cast); also
those who suffer from impaired nutrition,
obesity, poor posture, or use equipment such
as seating or beds which do not provide
appropriate pressure relief.

Research indicates that pressure ulcers
represent a major burden of sickness and
reduced quality of life for patients, their carers
and their families.

Moreover the presence of pressure ulcers has
led to increased length of hospital stay.
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Key measures:

Reducing pressure ulcers: Reducing the incidence of pressure ulcers acquired following inpatient
admission (Number of grade 2 and above pressure ulcers developed as an inpatient per 1000 bed
days). Measured by whether there are less than 0.84 (grade 2 or above) pressure ulcers per 1000
bed days by April 2011.

The number of patients who develop a pressure ulcer is small - currently for every 1000 patients
admitted, 0.89 develop a grade 2 pressure ulcer. This low incidence has been achieved through a
number of measures:

Improved monitoring of those patients at risk
The purchase of a new electric bed for every bed space
The purchase of a pressure relieving mattresses for every bed.

Advances in therapy are being made available all the time and we want to ensure our patients benefit
from these advances. In 2010/11 the team will be reviewing the training of nursing staff to ensure
we can update staff regularly on current evidence-based best practice regarding pressure ulcer
prevention and management. This will involve the development of new approaches to education
including electronic updates and assessments.

What are we
doing in 2010/117?

Whilst the number of patients who develop a pressure
ulcer is low, we aim to reduce it further. In 2008/09

we improved our assessment and monitoring of patients through

the introduction of a computerised assessment and recording
system. In 2010/11 we will be expanding the use of this electronic
assessment tool.

Those patients at risk of developing a pressure ulcer are referred

to the specialist tissue viability nursing team who provide advice
and support to the ward nursing teams. In 2010/11 this team will

be reviewing the teaching and assessment of ward nurses to

ensure they have the right skills to recognise those at risk

and take appropriate preventative action.




Reducing time to surgery for hip fractures: Getting patients who have suffered from falls which

have resulted in hip fractures into surgery quickly is important because it leads to improved clinical
outcomes. As such, ensuring that the vast majority of patients are in surgery within 24 hours is a good
overall indicator of clinical effectiveness.

For patients with a hip fracture, care needs to be quickly and carefully organised to prepare them for
surgery. By quickly stabilising patients and ensuring that expert clinical teams respond to their frail
conditions and complex needs, the most positive outcomes can be achieved. For many patients, best
practice care, from the moment patients arrive at hospital, can make the difference between
independence and lack of independence, and even life and death. A better quality service for hip
fracture patients can have enormous benefits in terms of health outcomes and well-being for patients
and their families.

| Key measure:
Time to surgery: Improving time to surgery for patients with a fractured neck of femur. Measured
by the number of adult inpatients requiring surgery for a fractured neck of femur who are operated
on within 24 hours of admission or becoming fit for surgery (whichever is the earlier).

What are we
doing in 2010/117?

We have identified the aspiration to increase the number

of patients who suffer a fractured neck of femur undergoing
surgery within 24 hours as part of the CQUIN process this year.

The target for achievement will be agreed with NHS Devon

shortly. We will be reviewing and refining our emergency

admission pathway for this group of patients to ensure they
move through the Emergency Department quickly.
We also intend to expand the Nurse Practitioner role to

ensure they can assess the patient and admit
to the ward.




Priorities for 2010/11

Enhanced recovery: The underlying principle is
to enable patients to recover from surgery and
leave hospital sooner.

To do this it is essential that:

There is an exchange of information regarding
realistic expectations about the risks and
benefits of surgery. These will be discussed
with patients to ensure they have the right
information to make an informed decision
whether to proceed with surgery or not

The patient is in the best possible condition for
surgery, therefore identifying and correcting
any existing health concerns is important and
can be done by the GP prior to referral or at
the pre-operative assessment

The patient has the best possible management
during and after surgery to reduce pain, gut
dysfunction and immobilisation  using
appropriate anaesthetic, fluids, pain relief and
minimally  invasive  techniques where

appropriate
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The patient experiences the best post-
operative rehabilitation. This enables early
recovery and discharge from hospital by way
of planned nutrition and early mobilisation
after surgery.

Key measure:

The enhanced recovery programme will be
implemented for a number of surgical
pathways including those for urology,
gynaecology and colorectal surgery.




staff are

Enhancing staff satisfaction:

critically important to clinical effectiveness.

Staff satisfaction: Increasing the percentage of
staff who felt satisfied with the quality of work
and patient care they are able to provide.
Percentage of staff who were satisfied with the
quality of care they provide to patients above the
2009 baseline.

2008 -

2009 -
(Source: NHS National Staff Survey 2009)

The staff survey reports are calculated on the
sample survey which equates to approximately

The CQC placed the Trust in the top (best) 20%
of acute trusts for eight of the key findings based
on approximately 7.5% of our staff;

Staff recommending the Trust as a place to
work and receive treatment

Health and safety training

Equality and diversity training

Flexible working options

Work-related stress

Experiencing physical violence from staff
Experiencing bullying/harassment from staff

Experiencing bullying and harassment from

staff groups nationally in acute trusts and adjusts
Areas identified for improvement include

the results for numbers responding. This does
Staff reporting they have an interesting job.

Score 79% (Acute Trust Average 79%)

mean that there are, in some instances,
significant variances between the CQC report and
our full census which had a response rate of over

51%

Opportunities to develop potential. Score 43%
(Acute Trust Average 43%)

Job Related Training. Score 75% (Acute Trust
Average 76%)

Effective  Action against violence and
harassment. Score 3.57 (Acute Trust Average
3.53)

What are we
doing in 2010/11?

Our Human Resources department is introducing a
new system of staff engagement called ‘Staff Say".
This enables staff to participate in discussion events
throughout the year and contribute to decision
making on a number of key issues. Our first event in
April was very successful and resulted in a number of
innovative ideas to improve the patient and staff

experience. We are also strengthening our staff
Health and Wellbeing activity.




Priorities for 2010/11

Keep patients safe & ensure they receive a uniform

service

An important component of ensuring that all
patients receive a high standard of quality care
at the RD&E is the assurance that the Trust is
keeping patients safe and that it complies with
national targets and the expectations of its
regulator bodies. The Trust Board takes the issue
of protecting patients from harm extremely
seriously and it has a range of mechanisms to
ensure that it actively monitors and manages
patient safety issues and promotes a culture in
which safety is prioritised.

Ensuring the care patients receive is of a high
standard and safe is a key priority. The RD&E is
currently participating in the South West Quality
and Patient Safety Initiative. This links work
undertaken in the United States of America at
the Institute of Healthcare Improvement (IHI)
with work underway in the UK. This safety
initiative encompasses a number of safety
innovations to reduce patient deterioration.
These include the implementation of the vital
signs scoring system, safety briefings and a
smart system of communication. There is also a
focus on reducing medication errors, reducing
Venous thromboembolism (VTE) and reducing
healthcare acquired infections.

Feedback from members and the public

demonstrates that the control of infection
remains a top priority and this is therefore
reflected in our priorities for 2010/11 as well as
our overall strategic directions (2007-12). In
addition to healthcare acquired infections, the
Trust will seek to make progress on other areas
of standards insofar as they relate to meeting
minimum standards such as reducing the harm
resulting from avoidable hospital stays and

improving the information on discharge for

patients regarding their medication.

Patient safety - Key measures:

Infection: The incidence of healthcare acquired
infections is an indicator of the overall approach
towards patient safety. Good practice should
significantly reduce the cases of MRSA and C.
difficile infections. For example, good hand

hygiene, the management of intravenous
devices, the identification of patients coming into
the hospital with community acquired infections,
antimicrobial

a clean environment and

prescribing for resistant organisms.

Healthcare Associated Infections (HAIs) are
infections acquired in the hospital or other
healthcare setting. Infections are caused by
germs such as bacteria, fungi or viruses
entering the body. They can be minor and stay
in one area, like a boil or a chest infection or
they can spread throughout the body, like 'flu
or septicaemia (blood poisoning). The most
common HAIs are MRSA and C. difficile. In
2009/10 we had fewer MRSA bloodstream
infections and C. difficile were well below the
target set. We intend to build on this success
in 2010/11.

Key measure:

Healthcare Acquired Infections
(MRSA/C. Difficile); we are awaiting
confirmation of our targets for 2010/11
from NHS Devon.




Healthcare acquired infections (MRSA) reduction figures:
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Priorities for 2010/11

Reduce Venous thromboembolism (VTE).
Ensuring that patients are risk assessed for their
likelihood of developing a VTE, reduces the risk
of patients developing pulmonary embolisms and
has the potential to save thousands of lives each

year. Information on Discharge: The national

Venous thromboembolism (VTE) is a condition
in which a blood clot (thrombus) forms in a
vein. Blood flow through the affected vein can
be limited by the clot, and may cause swelling
and pain. Venous thrombosis occurs most

inpatient survey shows that we need to improve
the amount and quality of information that
patients receive at discharge.

449 of patients reported that they did not
receive adequate explanation about medication

commonly in the deep veins of the leg or
pelvis; this is known as a deep vein
thrombosis (DVT). An embolism occurs if all or
a part of the clot breaks off from the site
where it forms and travels through the veins.
If the clot lodges in the lung a potentially
serious and
pulmonary embolism (PE) occurs. The term
VTE embraces both the acute conditions of
DVT and PE, and also the chronic conditions
which may arise after acute VTE - both
problems being associated with significant ill
health and disability.

side effects on discharge. 57% did not receive
adequate information about what they should
and should not do on leaving hospital.

sometimes fatal condition,

What are we
doing in 2010/117?

We will be introducing a new

approach to patient discharge information in 2010.

This will prompt patients to ask the right staff the right

Key Measure:

VTE: We will be risk assessing 90%
adult inpatients for the likelihood of
developing Venous thromboembolism
by April 2011

questions about their discharge medication and what to

do if they are worried following discharge. By simplifying
discharge information we intend to improve the number of

patients who report that they received the right amount of

information about their medication and the number who
know what to do if they were worried. We will be
implementing this approach to all acute wards
this year.




Build productivity gains which boost quality

Productivity

Although productivity and value for money is not
part of the “official” definition of quality, our view
is that these issues are an important aspect of
quality healthcare and are likely to become more
prominent over the coming years as a result of
the recession and its impact on public services.

In addition, we take the view that many of the
productivity and efficiency initiatives that we are
putting in place are driven primarily with the aim
of driving up quality but at a lower cost. It
therefore seems sensible to include productivity
measures in our report.

Over the last few years, the RD&E has taken a
number of initiatives to increase efficiency and
reduce costs whilst protecting or enhancing the
quality of our services.

The RD&E has been
‘Productive Wards’ for the last two years. This is

involved in work on
an initiative designed to improve particular
working practices such as shift handovers,
logistics, better use of information boards and
decluttering the environment.

These efficiencies have helped release greater
time for direct patient care as well as enhancing
staff morale. Similar principles have also been
applied to theatres and this approach is being
rolled out to other parts of the hospital and
across the NHS nationally.

Particular attention has been focused on how
departments and services work together and
what can be done to develop greater efficiencies

by doing things differently.

Saving time

Cannulation and Venepuncture trolleys have
been introduced on all RD&E wards to make it
easier for staff to locate this equipment. Staff
working across different wards will benefit from
this Productive Ward initiative with the aim of
improving patient care by having everything at
hand and to ensure that the correct protocols are
consistently followed all the time.

Being able to locate equipment promptly should
release more time for staff to care for their
patients.

The bespoke trolleys are bright red so they are
clearly distinguishable from other ward trolleys
and they have a standardised layout so each
drawer contains the same items on each ward,
though specialist areas may make minor
adjustments for their specific needs.

It is estimated that over two minutes per
procedure will be saved and this adds up to
approximately 42 hours of saved time per week.
In addition, the new trolleys are likely to result in
better compliance to peripheral cannulation
insertion care and a reduction in phlebitis and

line induce infection.
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At a glance

From June, standardised “at a glance” patient
status boards will be introduced in all ward areas
across the Trust. These boards will support safer,
more reliable and efficient care by : making shift
handover quicker and safer for patients, making
sure the patient journey from admission to
discharge runs smoothly without delays, and
saving time looking for patient information. This
initiative will improve the quality of patient
pathways and aid efficiency.

What are we
doing in 2010/11?

The quality agenda for the RD&E will continue to
evolve and the issue of enhancing productivity and value
for money will have greater prominence. During 2010/11,
the Trust will identify specific targets and measures which it will
put in place so that from next year’s report, we can provide much
greater clarity on what we are setting out to achieve and how we will

assess how well we are doing. Over the next year, the Trust will

embark on a range of activities to ensure that our services are being

delivered as efficiently as possible by:

Generating new ideas to reduce costs without compromising

the quality of patient care

Working with our partner organisations in innovative ways

to meet the needs of patients by offering care
closer to home

Reducing waste and duplication




During 2009/10, the Trust continued to maintain

and improve patient services despite a number
of key risks and challenges, summarised as
follows:

Significant rises in emergency attendances
and admissions, particularly in the last quarter
of 2009/10

Growth in demand and increased referrals for
elective services

The financial position of the Trust’s main
commissioner, NHS Devon

Outbreaks of diarrhoea and vomiting illnesses
which are present in the wider community and
which are periodically brought into hospitals,
causing bed closures and cancellations of
non-urgent elective activity.

A key measure of success is the Trust’s ability to
manage these risks whilst also continuing to
deliver excellent performance and patient care.
The Trust achieved an ‘excellent’ rating for
financial management and ‘good’ for quality of
in the 2008/09 The Care Quality
Commission annual health check. This has been
achieved during 2009/10 with the achievement
of the following key targets:

services

Achieving the maximum 18 week treatment
target with over 90% of admitted patients and
98% of non-admitted patients receiving
treatment within 18 weeks of GP referral

Exceeding national targets with 88% of
admitted patients and 95% non-admitted
patients receiving treatment within 15 weeks

of GP referral

Reducing waiting times for access to medical
imaging with 95% of patients waiting a
maximum waiting time of less than 4 weeks
for a routine appointment

A 17%
Bacteraemia

in-year reduction in MRSA

A 32%
Difficile cases

in-year reduction in Clostridium

Achievement of cancer waiting time targets.

There are however a small number of areas
where the Trust has not fully met its targets:

Cancelled operations on the day of admission.
When faced with bed pressures, the Trust
avoids cancelling elective cases wherever
possible. This
cancellations at short notice

sometimes leads to

Discharge summaries issued to GPs within 48
The Trust has not met this target,
largely because there has been no electronic
system to transmit the summaries to GP
practices. The Trust is developing an
electronic system to do this from 2010/11.

hours.

The RD&E is working with its NHS partners as
well as redesigning its service provision to ensure
that it
operations, improves discharge summaries and

reduces the number of cancelled

continues to aim to reduce Referral To Treatment
times as far as possible.




[Annexes

Statements from: NHS Devon

The Royal Devon and Exeter NHS Foundation Trust
has a reputation for its focus on the continuous
improvement of quality of care within the services
it provides, and as lead commissioner, NHS Devon
has been pleased to work in partnership with the
Trust to support this approach. The Quality Account
for 2009/10 describes the achievements, priorities
and planned actions to drive forward quality
improvement focusing on national, local and
regional priorities, those areas which we know are
important to patients. The Quality Account also
recognises the importance of not only traditional
aspects of quality but also the issues of consistency
that
improvement. NHS Devon has been happy to

and  productivity underpin  quality
support the development of the Nursing Quality
Assessment Tool which collects objective and
contemporary patient opinion that is then analysed
and reported in a league table format to wards, this
has provided incentives to ward clinicians to

continuously respond and improve care.

The Trust has demonstrated its improvement on
the priorities identified with last year’s account,
MRSA and C. Difficile targets have again this year
been achieved, and excelled, and the Trust focus
on the elimination of avoidable infections is
obvious which the narrative
describes in detail. Although the Trust has
performed well
indicators it is recognised that there are areas
where

in the report

against most of its quality

improvement has been slower than
expected. We will work closely to address these

issues in 2010/11 and beyond. Overall in the
year 2009/10 we would agree with the progress
on quality improvement described within the
Quality Account and we have been witness to the
absolute commitment of the Trust to put quality
of care at the heart of everything it does.

The 2010/11 priorities described by the Trust are
consistent with the priorities agreed with NHS
Devon in improving the experience of patients in
the care they receive, working to increase
reliability and productivity, ensuring patient
NHS
Devon has also worked with the Trust to support
in 2010/11
providing incentives for improvement, which had
not been in place in 2009/10. In particular, the

safety and forwarding clinical excellence.

improvements through CQUIN

focus on prevention of pressure ulcers and
improvements in the time to surgery for
fractured neck of femur is supported by NHS
Devon as we know that these are issues which
can make a significant difference to the outcome
for patients both clinically and in terms of their

experience.

The alignment of the Trusts philosophy for
quality of care with NHS Devon’s is critical, as it
is only a partnership of commissioner and
provider and its managers and clinicians that will
drive improved outcomes for patients. The
description of the achievements made in
2009/10 and the focus on quality during 2010/11
demonstrate in absolute terms the commitment
of the Trust from ward to board in improving
quality of care and we support wholeheartedly
the approach the Trust has taken and its

priorities for the future.




Statements from: DEVON COUNTY COUNCIL
HEALTH AND ADULTS’ SERVICES
OVERVIEW/SCRUTINY COMMITTEE

COMMENTARY ON THE ROYAL DEVON & EXETER NHS

FOUNDATION TRUST

Devon County Council’s Health and Adults
(sC)
determined to comment on the Royal Devon
& Exeter NHS Foundation Trust’'s (RDE)
Quality Account 2010-11. All references in

Services Scrutiny Committee

this commentary relate to the reporting
period 1 April 2009 to the date of this
statement and pertain only to the RDE’s
relationship with the SC.

The SC believes that the Quality Account
2010/11
provided by the RDE and gives a comprehensive

is a fair reflection of the services

coverage of the provider’s services, based on the
knowledge the SC has of the RDE. The RDE and
the SC maintain a positive working relationship
and senior managers, practitioners and
consultants have made invaluable contributions
to the SC’s reviews. The SC has been impressed
by the work and innovative approaches, e.g.

service user accessibility and carer involvement.

The SC would like to highlight, however, the
following concerns about service areas which it
considers need additional and careful
consideration. The draft Quality Account stated
that only 76% of patients felt fully involved in
decisions about their care and treatment and the
SC recognises that the RDE strives to ensure that
patients feel in the

cared for, especially

Emergency Department.

The RDE'’s draft Quality Account recognises that
“experience for patients covers a wide range of
aspects including travel and access”. The recent
rural access to health task group identified the
need to more effectively support voluntary

transport providers and for example align

hospital appointments with transport times. The
same task group recommended developing as a
matter of urgency a co-ordinated approach
between the County Council and all NHS trusts
in Devon in the provision of patient transport.
The task group also recommended identifying
existing post holders in each NHS trust in Devon
as lead officers to champion this piece of work
within clear deadlines and to free resources
through integrated use of County Council and
NHS vehicles.

The SC is convinced that savings could be
realised if existing transport resources were
audited, research was undertaken into usage
patterns of different transport modes and a more
efficient and co-ordinated use of resources
established between the County Council and
health trusts. For example, the use of private
ambulances at acute trusts could potentially be
reduced.

The SC also remains concerned about the
incompatibility of IT systems and patient records
across NHS trusts and other bodies, such as
adult services or GPs.

The RDE's draft Quality Account also prominently
nominated enhancing personal experience as
one of the priorities for 2010-11. The current
support for carers task group raised concerns
about carer involvement in patient care where
staff shortages occurred as well as the need to
improve information for carers when patients
were moved in and between wards. The task
group’s report is scheduled to be published in

September 2010.




[Annexes

RD&E Governors’ comment on the

The governors welcome the opportunity to
participate in this new approach to

reporting on the quality of care in the RD&E.

The report clearly sets out the principles
underpinning the Trust’s approach to quality and
gives a comprehensive account of the measures
in place to sustain and improve all aspects of
patient care. It is good to see the value placed by
the Trust in the involvement of patients in the
evaluation of their care and to see the
introduction of new ways of obtaining patients’
views. The internet is likely to appeal in
particular to younger members of the population
and the recent on-line survey is an interesting

example of how this could be used.

The wider roll-out of the NQAT Tool will provide a
more comprehensive and real-time evaluation by
patients on key aspects of their care. There are
some concerns that ratings for privacy during
examination or treatment although high, appear
to have dropped slightly, and governors will be
watching for improvements in this measure in
future reports. The annual inpatient surveys
carried out by the Care Quality Commission also
provide important information on care quality.
Whilst being encouraged by the improvements
shown in the latest survey, governors share
patients’ concerns about issues around such
things as mealtime assistance and discharge
information. Governors are provided with
regular reports on key issues and are able to
question Directors about progress with quality
improvement activities.

Governors are impressed with the considerable

reduction in infection rates for C. difficile and
MRSA which reflects the huge efforts made by
the Trust to maintain high standards of
cleanliness and infection control measures, in
spite of the many challenges of the recent hard
winter. We also appreciate the value of the
Trust’s forward-thinking approach to efficiency
with initiatives such as the ‘productive ward’ in
light of the anticipated financial constraints at
national level.

We are pleased to see the key clinical excellence
measures agreed with NHS Devon and will be
hoping for early benefits from the actions
currently being put in place to reduce the risk of
pressure ulcers; minimise delays in the
management of patients with hip fractures; and
to improve the pre and post-operative
management of surgical patients. A crucial
element in the current financial climate will be
staff satisfaction and the introduction of the
‘Staff Say’ programme will help to enable staff to

be engaged in key decisions.

With regard to the National Core Standards,
governors understand and accept the reasons for
the difficulties in fully meeting the targets for
cancelled operations, timing of discharge
summaries and Referral To Treatment times in
orthopaedics. We will be watching for

improvements in these areas following

implementation of the various proposed actions.

Clinical audit is the on-going process by which
clinicians evaluate the quality of their clinical
work and identify areas for improvement. The
report shows that the Trust is partaking in an




quality accounts report

impressive number of nationally-led audits
across a wide range of specialties; the benefits
are demonstrated when subsequent actions for
improvement are reported. For example, many
changes in the care and management of stroke
patients have been introduced since the Stroke
Audit of 2008, and we hope the effectiveness of
these changes will be demonstrated when the
Audit is repeated this year. Likewise, we will be
looking for evidence of reduced risk to patients
by the Trust’'s participation in the South West
Quality and Patient Safety initiatives.

This report provides good evidence of the Trust's
commitment to providing safe, high quality care
for every patient. The Council of Governors, on
behalf of members and the wider public, will
continue to take an active interest in all aspects
of quality in the RD&E with a particular focus on
the effectiveness of change and improvement in
outcomes.

Jill Gladstone, Dianah Pritchett-Farrell, Richard
May, Cynthia Thornton, Linda Vijeh on behalf of
the Council of Governors

COMMENT FROM
LINk DEVON

Thank you for sending your Quality Account
to LINk Devon for comment.

The Host circulated the report to the Strategic
Planning Group but unfortunately due to time
restraints and Annual Reporting deadlines, the
LINk is unable to make an effective comment on
the Quality Accounts this year.

We hope you appreciate that this is a learning
curve for us all and there simply has not been
enough time for the LINk to look fully at every
Trust Account for this year.

The Strategic Planning Group has however, looked
at the Overview,Scrutiny Committee comments
and would like to support their findings.

I understand that and views
expressed by the LINk and gained through the
LINKk community engagement programme, are
routinely sent to you and I trust that these can

be used to inform your Accounts.

comments

We hope to create a sub group next year in order
to give this full attention, so we look forward to
receiving your next set of Quality Accounts.

Yours sincerely

Rebecca Keeling
Contracts and Policy Coordinator
LINk Devon




Vverview
OF THE QUALITY REPORT

Performance against key national priorities & National
Core Standards

The Trust reported a strong performance, both operationally and financially, in the delivery
of its services during 2009/10. The tables at the end of the report set out how we have

done in relation to National Core Standards and national priorities.

During Quarter 1, 2 and 4 the Trust maintained a “green” rating under Monitor’'s compliance regime

for mandatory services and governance.

This is the highest level of performance against the

regulator’s key performance indicators. RD&E rated amber in Quarter 3 because A&E four-hour
performance dipped below the 98% target and because the Trust flagged a possible risk of achieving
Referral to Treatment targets during the period due to increased activity and reduced capacity.
However, the Referral to Treatment risk did not materialise and the Trust achieved this target.

A W N

U1

10.

11.

12.

13.

14.
15.
16.
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Safety measures reported

Hospital Standardised Mortality Ratio (HSMR)

Adverse Events (Adverse Events per 1000 bed days)

'Never Events' that occur within the Trust

Patients with MRSA (bacteraemia) infection/10,000 bed days

(+ 48hrs)

Patients with C.difficile infection/1,000 bed days (+ 72hrs)

Hospital slips, trips and falls (inpatients only)

Clinical outcome measures reported

Stroke: % of stroke patients with a LOS >3 days who spend

90% of their time in hospital in the ASU

Stroke: Patients who suffer a stroke & NICE Guidance suggest

should have an urgent CT imaging to receive CT scan within

30mins of arrival in hospital

Stroke: Proportion of high risk TIA patients who are treated

within 24hrs

Proportion of those requiring surgery for fracture of the neck of
femur who are operated on within 48hr (of becoming fit for surgery)

% of (elective) in-patients who have a pre-assessment prior to

their procedure

% of (elective) day case patients who have a pre-assessment

prior to their procedure

% of (elective) patients admitted and having their procedure the

same day

% patients given enough privacy when discussing treatment

% of patients who felt they were treated with dignity/respect

% patients who rated care received as very good/excellent

92.3
56.7
0
0.591

0.571
1547

55%

N/A

N/A

66.1%

66%

57%

82.2%

77%
83%
83%

82.4
59.4
0
0.158

0.394
1567

56%

N/A

N/A

77.0%

76%

72%

83.8%

74%
84%
85%




Patient Experience measures

1. % of patients felt safe N/A 98.95%
2. % of patients who felt cared for N/A 97.38%
3. % patients who would recommend hospital to relative/friend N/A 97.90%

National targets & regulatory requirements
Clostridium difficile year on year reduction ( target ) 145 (230) 100 (168)

MRSA - maintaining the annual number of MRSA bloodstream 15 (18) 7 (17)
infections at less than half the 2003/04 level ( target )

Maximum waiting time of 31 days from decision to treat to start of 94.3% 96.0%
treatment extended to cover all cancer treatments

Maximum waiting time of 62 days from all referrals to treatment for 86.0% 85.6%
all cancers
Maximum waiting time of two weeks from urgent GP referral to first 99.3% 98.5%

outpatient appointment for all urgent suspect cancer referrals

18-week maximum wait from point of referral to treatment 91.7% 91.7%
(admitted patients)

18-week maximum wait from point of referral to treatment 96.6% 96.4%
(non-admitted patients)

Maximum waiting time of 4hrs in A&E from arrival to admission, 98.8% 98.6%
transfer or discharge

Maxiumum waiting time of 31 days from diagnosis to treatment for 99.0% N/A
all cancers

Maxium waiting time for 62 days from urgent referral to treatment for 95.2% N/A
all cancers

Key process indicators

Patients treated for 90% of stay in a Stroke Unit 68%
Screened for swallowing disorders with first 24hrs 64%
Brain scan within 24hrs of stroke 72% =
Commenced asprin by 48hrs after stroke 92% §
Physiotherapy assessment within first 72hrs of admission 96% g
Assessment by Occupational Therapist within 4 days 78% %;
Weighed at least once during admission 87% %
Mood assessed by discharge 94% 2
Rehabilitation goals agreed by the multi-disciplinary team 95%
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[Annexe A

The national clinical audits and national confidential enquiries that the Royal Devon and
Exeter NHS Foundation Trust was eligible to and did participate in during 2009/10 are as

122

follows:

Enquiry Title Enquiry Title In
PICANet PICANet

Vascular Surgery Database Vascular Surgery Database Yes
ICNARC ICNARC Yes
PROMs - Total Hip Replacement PROMs - Total Hip Replacement Yes
PROMS - Knee Replacement PROMS - Knee Replacement Yes
PROMS - Varicose Veins PROMS - Varicose Veins Yes
PROMS - Groin Hernia Repair PROMS - Groin Hernia Repair Yes
CEMACH CEMACH Yes
NCEPOD - Deaths in Acute Hospitals NCEPOD - Deaths in Acute Hospitals Yes
NCEPOD - Acute Kidney Injury NCEPOD - Acute Kidney Injury Yes
NCEPOD - Parenteral Nutrition NCEPOD - Parenteral Nutrition Yes
NCEPOD - Emergency & Elective NCEPOD - Emergency & Elective Yes
Surgery in the Elderly Surgery in the Elderly

NCEPOD - Peri-operative Care NCEPOD - Peri-operative Care Yes
NCEPOD - Paediatric Surgery NCEPOD - Paediatric Surgery Yes
NJR - Hip and Knee replacements NJR - Hip and Knee replacements Yes
Renal Registry: renal replacement Renal Registry: renal replacement Yes
therapy therapy

NCLA: Lung Cancer NCLA: Lung Cancer Yes
NBOCAP: bowel cancer NBOCAP: bowel cancer Yes
DAHNO: head and neck cancer DAHNO: head and neck cancer Yes
MINAP MINAP Yes
Heart Failure Audit Heart Failure Audit Yes
Pulmonary Hypertension Audit Pulmonary Hypertension Audit No
NHFD: hip fracture NHFD: hip fracture Yes
TARN TARN Yes
NHS Blood & Transplant: potential NHS Blood & Transplant: potential Yes

donor audit

donor audit - ITU



Audit/National Confidential

Audit/National Confidential

Enquiry Title

National Kidney Care Audit

National Sentinel Stroke Audit
National Audit of Dementia

National Falls and Bone Health Audit

National Comparative Audit of Blood
Transfusion

BTS: National COPD Audit
BTS: Non-invasive ventilation
CEM: Pain in Children

CEM: Asthma

CEM: Fracture

National Mastectomy and Breast
Reconstruction Audit

National Oesophago-gastric Cancer
Audit

RCP Continence Care Audit
National Diabetes Audit
National Diabetes Inpatient Audit Day

National Comparative Audit of the use of
Red Cells in Neonates and Children

BTS National Audit of Asthma

BTS Guideline on Emergency Oxygen
Use in Adult Patients

National Health Promotion in Hospitals
National Audit of Trabeculectomy
National Neonatal Audit Project

Parkinsons Disease Society National
Audit 2009

Enquiry Title

National Kidney Care Audit

National Sentinel Stroke Audit
National Audit of Dementia

National Falls and Bone Health Audit

National Comparative Audit of Blood
Transfusion

BTS: National COPD Audit
BTS: Non-invasive ventilation
CEM: Pain in Children

CEM: Asthma

CEM: Fracture

National Mastectomy and Breast
Reconstruction Audits

National Oesophago-gastric Cancer
Audit

RCP Continence Care Audit
National Diabetes Audit
National Diabetes Inpatient Audit Day

National Comparative Audit of the use
of Red Cells in Neonates and Children

BTS National Audit of Asthma

BTS Guideline on Emergency Oxygen
Use in Adult Patients

National Health Promotion in Hospitals
National Audit of Trabeculectomy
National Neonatal Audit Project

Parkinsons Disease Society National
Audit 2009

Participated
In

Yes
Yes
Yes
Yes

Yes

Yes
Yes
Yes
Yes
Yes

Yes

Yes

Yes
Yes
Yes

Yes

Yes

Yes

Yes
Yes
Yes

Yes
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[Annexe B

The national clinical audits and national confidential enquiries that the Royal Devon and
Exeter NHS Foundation Trust participated in, and for which data collection was completed
during 2009/10, are listed below alongside the number of cases submitted to each audit
or enquiry as a percentage of the number of registered cases required by the terms of that
audit or enquiry.

Audit/National Confidential Total No. of Cases Total No. of Cases
Enquiry Title Required Submitted

PICANet Ongoing data submission  Filtered from ICNARC
Vascular Surgery Database Ongoing data submission Ongoing data submission
ICNARC Ongoing data submission Ongoing data submission
PROMs - Total Hip Replacement Ongoing data submission Ongoing data submission
PROMS - Knee Replacement Ongoing data submission Ongoing data submission
PROMS - Varicose Veins Ongoing data submission Ongoing data submission
PROMS - Groin Hernia Repair Ongoing data submission Ongoing data submission
CEMACH Ongoing data submission Ongoing data submission
NCEPOD - Deaths in Acute Hospitals 29 100%

NCEPOD - Acute Kidney Injury 10 100%

NCEPOD - Parenteral Nutrition 31 100%

NCEPOD - Emergency & Elective 16 100%

Surgery in the Elderly

NCEPOD - Peri-operative Care Data collection ongoing Data collection ongoing
NCEPOD - Paediatric Surgery Data collection ongoing Data collection ongoing
NJR - Hip and Knee replacements Ongoing data submission Ongoing data submission

Renal Registry: renal replacement therapy Ongoing data submission Ongoing data submission

NCLA: Lung Cancer Ongoing data submission Ongoing data submission
NBOCAP: bowel cancer Ongoing data submission Ongoing data submission
DAHNO: head and neck cancer Ongoing data submission Ongoing data submission
MINAP Ongoing data submission Ongoing data submission
Heart Failure Audit Ongoing data submission Ongoing data submission
NHFD: hip fracture Ongoing data submission Ongoing data submission
TARN Ongoing data submission Ongoing data submission

NHS Blood & Transplant: potential donor Ongoing data submission Ongoing data submission
audit



Audit/National Confidential Total No. of Cases

Required

Enquiry Title

National Kidney Care Audit - Ongoing data submission

Vascular Access

National Sentinel Stroke Audit 40-60
National Audit of Dementia 40
National Falls and Bone Health Audit 60
National Comparative Audit of Blood 40
Transfusion

BTS: National COPD Audit 40
BTS: Non-invasive ventilation

CEM: Pain in Children 50
CEM: Asthma 50
CEM: Fracture 50
National Mastectomy and Breast 225
Reconstruction Audit

National Oesophago-gastric Cancer Audit 100-200
RCP Continence Care Audit 80
CMACE Head Injury Study 85

National Diabetes Audit Ongoing data submission

National Diabetes Inpatient Audit Day N/A

National Comparative Audit of the use of
Red Cells in Neonates and Children

BTS National Audit of Asthma 40
BTS Guideline on Emergency Oxygen
Use in Adult Patients

National Health Promotion in Hospitals 100
National Audit of Trabeculectomy

National Neonatal Audit Project Ongoing data submission

Total No. of Cases
Submitted

Ongoing data submission

100%
Haven’t submitted any yet
100%
100%

40

100%
100%
100%
161

144
49

72 so far, closing date
14/05/2010

Ongoing data submission
Clinical Audit Data - 78
Patient Experience
Questionnaire - 30
Neonates - 6

Paeds - 5

Total - 11

15

None

100%
None

Ongoing data submission
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[Annexe C

The reports and recommendations of 11 national clinical audits were reviewed by the Trust
in 2009/10. Action plans were drawn up and the following table shows the actions that
were identified and are being implemented.

Name of National Clinical Actions

Audit Project

National Audit of Services for Identify existing opportunities for patient involvement
People with Multiple Sclerosis through the PCT and seek to co-operate with these

Business case for specialist staff to provide immediate
assessment/ therapy and ongoing rehabilitation as well as a
neurology nurse specialist

To improve information for patients/carers and staff
working with the Health Information Centre to develop the
website for Bolham ward with an emphasis on sourcing local
information/groups

National Audit for Occupational Screening sheet for depression created
Health Staff encouraged to screen patients for drug and alcohol
intake

Alcohol awareness workshop to be held
Internal re-audit in 12 months’ time
Write simple Rockall score chart

UK Comparative Audit of Upper Write local guidelines for transfusion in AUGIB
Gastrointestinal Bleeding and

Write guidelines for transfusion of blood products in UGI
the Use of Blood

Bleeding
National Sentinel Stroke Audit Complete the TIA national pilot project with introduction of
2008 TIA pathway to include weekend working by Stroke Nurse

Practitioners

Review current stroke pathway to enable direct admission
from ED / MTU to the acute stroke unit via CT scan following
ROSIER assessment by stroke practitioners

Business Case required for additional employment of 1.0 SLT
to facilitate assessment of swallowing following initial
dysphagia screening on admission

Devon Provider Stroke Group leading on developing a model
from community stroke units of in-reach into Acute Stroke Unit
Implementation of urinary continence stroke pathway
Appointment of 3rd stroke nurse practitioner will enable
specialist follow-up of all patients discharged direct to home
or to Exeter Hospitals

Devon Provider Stroke Group developing a business case for
Early Supported Discharge or,

Royal Devon & Exeter NHS Foundation Trust develop an
Early Supported Discharge business case for Exeter patients
based on Portsmouth model off-setting costs against closure
of stroke beds

National Falls and Bone Fragility Signed up for National Hip Fracture Database

Audit Report Development of a nurse liaison practitioner for fracture services

Two consultants due to be appointed in October with
responsibility for falls in their job descriptions
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Name of National Clinical
Audit Project

National Congestive Obstructive
Pulmonary Disease Audit 2008

National Inflammatory Bowel
Disease Audit

National Care of the Dying Audit

Audit of Services for People with
Rheumatoid Arthritis

Audit to Ensure Implementation
of Recommendation published in
NCEPOD's Severely Injured
Patient Study

NCEPOD Acute Kidney Injury
Study

Actions

Discussion of this finding [At RD&E comments on chest
X-ray appearances were more like to be by junior staff than
by admitting (non-respiratory) consultants] with Acute and
General Physicians

Respiratory nurses to meet with EMU staff to identify ways
of ensuring all patients are identified and reviewed

An audit was undertaken to assess whether there is a need
for early discharge scheme

Business case put in to improve Dietetic Services

Business case put in to improve Psychological Support
services

Colorectal surgeon hired as from January 2010

A new audit post was provided to help with audit research
and development

An audit of biological therapy
Increased staff education and training
Clear programme for continuous quality improvement.

The updated version of the Liverpool Care Pathway
documentation rolled out to staff

GP study days/ roadshows on the best ways to manage
Rheumatoid Arthritis

Early Arthritis Clinic

Early Arthritis one stop shop with rheumatology ultrasound
for early diagnosis.

The Trust has increased its clinical monitoring

Results presented and action plan being developed

Results presented and action plan being developed

Local clinical audits are carried out by individual healthcare professionals evaluating aspects of care
that they themselves have selected as being important to them and/or their team. The local audits

are presented at specialty meetings.

Audit recommendations that require executive level support

are reviewed by the Clinical Audit and Effectiveness Committee (CAEC). The reports of two local
clinical audits were reviewed by the CAEC in 2009/10 and the Royal Devon and Exeter NHS Foundation
Trust intends to take the following actions to improve the quality of healthcare provided.

Name of Local Clinical
Audit Project

Local Inflammatory Bowel
Disease Audit

Parenteral Nutrition Audit Local

A business case was put forward to appoint an IT database
manager to develop a system of proactive surveillance by
electronic database

A nutritional support team was set up. Hoping to repatriate
Exeter patients who were receiving treatment elsewhere
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