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Chief Executive’s Introduction 

Welcome to the Royal Devon & Exeter NHS Foundation Trust’s Quality Report 2020/21

Our quality report provides an opportunity to review 
what we have been doing to improve the quality of 
care we provide over the last year as well as setting 
out our priorities for improvement in 2021/22.

This last year has been like no other that I can 
remember in my time in the NHS. As we entered the 
financial year we were close to the height of the first 
wave of the COVID-19 pandemic and now, a year 
later, COVID-19 remains as an ongoing challenge 
that we are adapting to in our daily life. During the 
last 12 months we have experienced further waves of 
the coronavirus and it has impacted on all of our lives 
and on the NHS in particular and this is reflected in 
our look back over the last year.

During the first 3 months or so in the last financial 
year, the NHS became primarily a coronavirus service 
as we managed the unprecedented pandemic and a 
surge in cases within the region. During the summer 
months as the number of cases began to fall, we 
began to recover other services but we then faced a 
second and a third wave which only began to reduce 
towards the end of the financial year. 

Inevitably, in these circumstances, there was a knock-
on impact on the quality priorities we set ourselves. 
On some priorities we were unable to make as 
much progress as we would have hoped due to the 
coronavirus pandemic. However, in some areas we 
were able to make significant advances, for example 
in the way we were able to use digital technologies 
in our End of Life care, the way we were able to 
improve digital connections with patients via MY 
CARE (600 new patients signing up to our patient 
portal every week) and the significant improvements 
we were able to make to the resilience and health 
and wellbeing of our staff. 

Our response to the pandemic also enabled us to 
focus on key quality issues. The Trust was the host for 
the Nightingale Hospital, Exeter (NHE) which opened 
to patients on 1st July 2020 as one of seven critical 
care temporary hospitals established by NHS England 
as part of the response to the COVID-19 pandemic. 
The NHE team had a focus that quality of patient 
care would not be compromised; they empowered 
the staff to act with impact at all levels and focus on 
what would make a difference for the patient and 
were provided with supported upskilling and cross 

training. The focus on the welfare of the staff and 
ongoing staff development translated into quality of 
patient care. 

Likewise, the adaptations our teams made to the 
pandemic to support those living with cancer showed 
remarkable ingenuity. For those in hospital during the 
last year, the restrictions on visiting as a result of the 
epidemic were a significant and difficult issue. I am 
delighted that our amazing Patient Experience Team 
acted quickly to set up a 7 day ‘Family Liaison Service’ 
with the aim of reducing anxiety and to keep families 
connected with their loved ones using both technical 
and non-technical solutions. Connecting with family 
and friends is critical and I am pleased that we were 
able to provide means for this connection to continue 
in extreme circumstances. 

The pandemic brought out the very best in our staff. 
Even in the most extreme and sometimes frightening 
of situations our organisation and the staff within it 
have risen to the challenge, going above and beyond 
and sometimes even completely changing their usual 
“day” job to provide the best possible care for our 
patients. Our response to the pandemic is testament 
to the fantastic resilience, positive approach and highly 
professional attitude shown by all staff, and I would 
also like to acknowledge the incredible compassion 
and support displayed by our local community.

I cannot do justice to the year without talking about 
MY CARE. In October, after years of planning our 
Electronic Patient Record system - MY CARE went 
live. This was an immense effort by all staff involved 
and the culmination of a successful project led over 
a number of years. Making the decision to proceed 
with the roll out during a pandemic was difficult and, 
although it remains early days, it is already possible 
to see that having the information about a patient 
at the fingertips of our clinicians has already and will 
continue to improve the quality of care we offer – not 
least because the improvements in efficiency will allow 
more face to face time between clinician and patient. 

For the coming year 2021/22, we have five new 
priorities, two of which have been selected by our 
Council of Governors. The priorities will help to 
enhance the quality of care we offer to our patients 
and I look forward to reporting on progress next year. 
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Finally, I want to finish by thanking our most 
important asset - our staff as well as our volunteers 
and our Council of Governors. Thank you for all that 
you do, day in, day out and even more so in these 
unbelievably challenging times. Your professionalism, 
dedication and commitment displayed in response 
to such unprecedented challenges with humility, 
good humour and a strong team ethos has been 
inspirational. We know that as we begin to recover 
from the pandemic during this year, we, as part of 
the NHS, face some formidable challenges but I am 
confident that we will pull together to do the very 
best we can for the communities we serve. 

To the best of my knowledge, the information we 
have provided in this Quality Report is accurate. I 
hope that this report provides you with a clear picture 
of how important quality improvement, patient safety 
and experience are to us at the Royal Devon and 
Exeter NHS Foundation Trust. 

 

Suzanne Tracey
Chief Executive Officer 
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Progress on our 2020/21 Priorities

Governor Priorities 

GOVERNOR 
OBJECTIVE 1

END OF LIFE CARE

Rationale 
and past 
performance

End of Life (EoL) care is a priority for the Trust, and our last CQC Inspection identified areas 
for improvement.

What did we 
say we would 
do?

Questions:

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

2. What is the process to monitor the care plan of patients receiving EoL care, and does it 
include the physical, emotional, spiritual and practical needs of the patient and those 
people close to the patient?

3. 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?

4. EoL care is everyone’s business, what is being done to provide education to staff?

5. What support is given to those identified as carers?

What good looks like:

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

2. Staff who treat patients and those close to them with sensitivity, courage and 
compassion.

3. All patients receiving EoL care have a care plan, in which they and those close to them 
have been involved in developing.

4. The patient is at the centre of our care and regarded as a partner in the delivery of EoL 
care.

5. 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.

How did we 
get on?

The pandemic radically changed the approach to EoL care especially the impact of 
restricted visiting. The Supportive and Palliative Care Team (SPCT) worked closely with 
the Sustainability and Transformation Partnership (STP) to ensure EoL care was planned 
consistently across the STP, including EoL provision within the Nightingale.

Non-face to face mechanisms were developed with the SPCT & PALS team to ensure we 
could facilitate conversations which mattered to the patient.

A bereavement service in partnership with Marie-Curie was developed as a pilot for 12 
months. The aim was to offer bereavement support to all families. To date the pilot has 
been key in ensuring families have the correct support; this service would be valuable in 
normal times but within the pandemic has been crucial to our service provision.

MY CARE has improved the communication with the wider health community. The next 
step is to develop an EoL dashboard using the MY CARE data; the dashboard will allow for 
review and escalation through the EoL steering group.

RAG rating Amber
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GOVERNOR 
OBJECTIVE 2

PATIENT FOOD/MEALS

Rationale 
and past 
performance

Nutrition and hydration are essential in supporting recovery, our 2019 Inpatient Survey 
demonstrated that over half of respondents did not rate hospital food positively, with 20% 
rating it as very good

What did 
we say we 
would do?

Questions

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

2. What advice and support is given to patients on discharge to further aid recovery 
following discharge?

3. 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?

4. What healthy food options are available for staff, particularly those working overnight?

5. Do we audit protected mealtimes?

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

7. Is there a Care Quality Assessment Tool (CQAT) question 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.

2. 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. 

3. Information and guidance will be readily available for staff and patients about appropriate 
nutritious food.

4. 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.

5. 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.

6. The Patient Experience Committee would monitor the annual PLACE Assessments and 
have oversight of associated action plans

7. 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!

8. The Malnutrition Universal Screening Tool (MUST) will provide evidence of engagement 
between staff and patients on nutrition and hydration.
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How did we 
get on?

In 2017 we launched our first Food and Drink Programme outlining our commitment and 
ambitions over the next 5 years to deliver excellent nutritional care and a healthier food 
experience to our patients, staff and visitors. Our Food and Drink Programme identifies 
where improvements can be made and how these will be addressed; the focus being on 
the nutrition and hydration needs of our patients, healthier eating for our staff and the 
sustainable procurement of food and catering services. 

Providing assurance and evidence that our overall meal provision is meeting the requirements 
of our complex and diverse patient group would benefit from the skills of a catering liaison 
dietitian as recommended in the Nutrition and Hydration Digest (2017) and included as an 
action in our Food and Drink Programme. We have yet to decide on this role.

The Food and Drink Programme is available on our staff intranet and the public website for 
everyone to read.

As a Trust we were invited to be one of a number of exemplar hospitals to deliver on the 
findings of the government commissioned Food Review published in October 2020. The 
exemplar sites will work to share best practice and innovations across Trusts and nationally 
and ensure the recommendations of the food review are delivered.

Nutritional screening using the age/condition appropriate nutrition screening tool e.g. MUST 
is undertaken on patients on admission, identifying those who may be malnourished or at 
risk of developing malnutrition. Those highlighted are commenced on a care plan and may be 
referred for additional dietetic support if they fail to meet their nutritional requirements as per 
their care plan. Individualised nutritional advice is provided verbally accompanied with written 
information and contact details to help support the patient recover after leaving hospital.

All the catering managers are members of the Hospital Catering Association. We currently 
buy much of our produce from local suppliers and they are looking to join the South West 
Buying Hub. Fresh, local ingredients are used and offered to patients, staff and visitors 
wherever possible. We do not at present have any direct liaison but we do try to follow 
their guidance wherever possible, using local sourced seasonal produce in our products. 
Work is ongoing with Procurement to meet the Public Contracts Regulations (2015) and 
the Government Buying Standards for Food and Catering Services (GBSFC) which covers 
sustainable procurement.

We have appointed a part time Occupational Health and Wellbeing Dietitian who is working 
closely with the catering department to improve the range of healthy and sustainable food 
options available to staff and visitors. The nutritional information and guidance on how to 
make healthy choices is available in our restaurant, Oasis. Our staff intranet has a designated 
Health and Wellbeing section with healthy eating resources available for all staff. A hot food 
vending machine service is available in Oasis for staff to buy food and reheat meals at night. 
Other vending machines with healthy snack and drink options are available for staff to access 
throughout the day and night. This service is currently being reviewed. The patient menus are 
coded to provide guidance on making suitable healthy eating choices. This information is also 
available in the bedside Food and Drink booklet.

The Hospital Food Safety management system, internal and external (Environmental Health 
Officer) audits, periodic patient satisfaction questionnaires along with annual PLACE 
inspections (not during COVID-19) monitor food safety and quality. The results are discussed 
at the quarterly Patient Meals Operating Group meetings (on hold during COVID-19) which 
include a patient representative as a core member. A sub-group report is presented to our 
Nutrition Steering Group (NSG). NSG have a standard agenda item to review incidents and 
complaints which incorporates food delivery and quality issues. It is rare to see a food related 
complaint.

Due to CQAT and PLACE Assessments stood down due to COVID-19 data is not available.

RAG rating Amber
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Progress on our 2020/21 Priorities

Trust Priorities

OBJECTIVE 1 PROMOTING DIGITAL INTERACTION WITH OUR PATIENTS

Rationale 
and past 
performance

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.

What did 
we say we 
would do?

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 a 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.
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How did we 
get on?

Due to the impact of the COVID-19 pandemic the launch of MY CARE was delayed until 
October 2020.

A MY CARE Patient Portal Steering Group has been established and is responsible for:

 ● Agreeing the scope and capability of the Patient Portal that will be implemented over a 
defined time period

 ● Working with key stakeholders, including patients, to ensure that the Portal meets the 
needs of users

 ● Ensuring that the implementation of the Portal is consistent with current legislation, 
best practice and guidance

 ● Assessing the impact from the implementation of the capability to ensure that benefits 
from the Patient Portal are realised

 ● To ensure that implementation of the agreed elements of the MY CARE Patient Portal 
are supported by a clear delivery plan, which is reported on at an agreed frequency

 ● To identify any risks and issues associated with patient use of the Portal and the 
development of any new scope for the Patient Portal.

In February 2021 we crossed the landmark of 10,000 patients being signed up to the MY 
CARE Patient Portal and we are averaging 600 new sign ups each week.

The Patient Portal is most popular in the 25-40 age range.

Key Issues:

 ● Unable to complete patient self-sign ups due to completing call backs on out of date/
incomplete contact details

 ● Potentially a low sign up rate for under 16s as it was agreed these can only be signed 
up (plus proxies added) during ‘visits’. However, work with the Lead Nurse for Children 
is planned

 ● Lack of cohesive training provided to clinicians in signing up patients, resulting in 
inappropriate/incomplete sign ups or marking of the ‘patient declined’ prompt in order 
to move on through the process.

RAG rating Amber
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TRUST 
OBJECTIVE 2

BETTER UNDERSTANDING THE PATIENT EXPERIENCE (PUTTING THE PATIENTS AT THE 
CENTRE OF THE TEAM)

Rationale 
and past 
performance

Patient experiences have always been an important aspect for quality care and provides 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.

What did 
we say we 
would do?

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.

How did we 
get on?

Achievement against this objective was severely impacted by the pandemic; Our Patient 
Voices group was being facilitated by a critical friend from Exeter University, and had begun 
to generate stories for the Trust Board. This activity had to be stood down in response to the 
COVID-19 restrictions.

We did continue to generate patient stories, through the Patient Experience Team, and the 
contact between patients and families supported through the Family Liaison Service, however 
the number of stories generated was limited.

We will continue to prioritise bringing Patient Stories to the Trust Board, and will develop 
an approach which will support patients and carers to tell their stories through a variety of 
platforms.

RAG rating Red
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TRUST 
OBJECTIVE 3

BUILDING THE ENVIRONMENT FOR MAINTAINING RESILIENCE OF OUR STAFF

Rationale 
and past 
performance

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.

What did 
we say we 
would do?

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

Enhanced Psychological Support:

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

 ● Enhanced Staff Support and Counselling Service

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

 ● Psychologist input from DPT

 ● Priority access to TALKWORKS service for NHS staff

 ● 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

 ● 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

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

We 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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How did we 
get on?

We established a robust package to support the physical and mental wellbeing of our staff 
through the ongoing pandemic, and consulted widely with staff on their support needs. A 
local staff survey was held in May 2020, which set two priorities:

 ● Greater provision of garden and outdoor spaces

 ● Rest and recuperation areas.

We were able to respond to both of these priorities, and create outdoor courtyard spaces 
with seating areas and gazebos. As the year progressed heating was added to many of our 
gazebos, so that staff could continue to access outdoor space as winter approached.

Following the roll out of MY CARE, the Pods were repurposed to provide additional rest 
spaces for staff. Opening in November Sea View room and Garden View room, with relevant 
pictorials, are designed to offer a calm and restful space for staff. Both areas support social 
distancing, and have courtyard access.

Other initiatives suggested by the staff which we were able to support included:

 ● A badge to commemorate staff working though the pandemic, with a design selected 
by staff

 ● Vouchers to use at local businesses

 ● Free Tea and Coffee

 ● Weight loss support

 ● Oasis restaurant to remain a staff only facility

We have continued to build upon our offer of support for both the physical and mental 
wellbeing of staff, providing free access to a range of well-being apps, including:

 ● Headspace

 ● Unmind

 ● SilverCloud

 ● Sleepio

 ● Liberate Meditation (A mindfulness app for BAME staff)

We have continued to offer support to staff through the following approaches:

 ● Employee Assistance Programme

 ● TALKWORKS

 ● Listening Ear Service

 ● Staff Support & Counselling Service

RAG rating Green
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Improvements to Quality and Safety 2020/21
represented cohort of patients. Feedback is given to 
staff following each contact to facilitate an effective 
management plan. 

Falls Improvement on the Acute 
Medical Unit (AMU)

In the first quarter of 2020, the AMU had 6 open 
moderate harm incident investigations related to 
slips, trips and falls. In response to this the team 
reviewed processes to gain insight into why this was 
happening. 

In May 2020, after completing the investigations, 
a common theme emerged around the use of 
bay and toilet tagging - there was a lack of clarity 
around when to start it, how to do it and how to 
communicate it was in place. Staff were also asked to 
complete an online survey which highlighted gaps in 
knowledge related to bay tagging. 

A traffic light system was implemented using 
magnets on physical whiteboards. This was linked 
to the level of care patients needed which helps to 
reduce their chance of falling:

 ● Green for level 1

 ● Yellow for level 2 

 ● Red for level 3

This made it very easy to see which bays were tagged 
as they were marked with red magnets. This has also 
been added as a column on our EPIC monitor and 
is updated using the data in the falls section of the 
nursing needs flow chart. 

Bay tagging information was added to the safety 
brief at the start of each shift so all staff were aware 
of which bays may need more support. Two TikTok 
videos were made to highlight the importance of bay 
and toilet tagging using humour to educate and get 
people talking about the topic. 

The changes made led to a change in culture on 
AMU:

 ● A greater understanding of what bay tagging is 
and when to start it

 ● Staff talk about the levels of care each patient 
needs in relation to falls, every day

 ● All nursing staff are confident in discussing the 
care provision needed, including bay and toilet 
tagging. 

Improving Urology Outpatients

In October 2020 Urology outpatients moved from the 
main RD&E site to Ottery St Mary Hospital. 

This facility has allowed the Urology Department 
to start the implementation of the first phase 
for a Urology Investigation Unit (UIU) which is 
recommended by the national GIRFT (Getting It Right 
First Time) programme.

In February 2021 with a multidisciplinary team 
approach the first all day flexible cystoscopy list was 
undertaken. This has since been increased to two all 
day lists with plans to move two more sessions from 
the main hospital site. Moving forward the next stage 
will be to provide two nurse-led Local Anaesthetic 
Transperineal prostate biopsy lists. 

Alcohol Liaison Service

We launched our new Alcohol Liaison Service in 
spring 2020, making a significant impact on the 
outcomes and experience for patients attending with 
alcohol misuse issues. The Alcohol Liaison Nurse has 
revised our Detoxification Policy and Pathway. Safer 
rapid detox has enabled a shorter hospital stay in 
many cases and created reduced bed occupancy by 
157 days in the first three months of the service.

There has been considerable liaison work completed 
within teams in the hospital and community to 
ensure the patients with alcohol misuse issues are 
fairly represented and have access to equitable care. 
Opinion from the Alcohol Liaison Nurse (ALN) is 
sought and valued when making decisions about 
social care needs and ongoing alcohol treatment 
and diagnosis, including Wernicke’s and Korsakoffs, 
which aids decisions on residential care home 
requirements or package of care provision. 

Complex case management has required the ALN to 
provide one to one clinical nursing skills to ensure 
safe management of patients in severe alcohol 
withdrawal; challenging behaviours have been 
deescalated appropriately, leading to a reduction of 
adverse incidents.

Education is provided to patients on each contact 
relating to their individual health risks from 
alcohol misuse, and ongoing support is offered by 
community services or telephone contact from the 
ALN.

There is also an opportunity to provide education for 
staff on the frontline to help care for an often under 
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These badges, which are now in the process of being 
rolled out Trust wide, although very simple, have 
strengthened clinical leadership at ward level and had 
a positive impact on the care patients receive and the 
experience of staff on duty.

Quality Improvements for our 
Pandemic Response

Nightingale Hospital Exeter

During 2020/21 we have been the host Trust for the 
Nightingale Hospital, Exeter (NHE) which opened to 
patients on 1st July 2020 as one of seven critical care 
temporary hospitals established by NHS England as 
part of the response to the COVID-19 pandemic. 

With support from the Devon healthcare system 
we have provided a range of care facilities at 
the Nightingale, including 3500 diagnostics 
tests, supported Novovax COVID-19 vaccine 
trial volunteers, supported training of over 70 
overseas nurses and treated 247 COVID-19 positive 
patients from 8 acute trusts. The NHE was the only 
Nightingale Hospital to open and support the winter 
surge of COVID-19 inpatients.

The NHE team had a focus that quality of patient 
care would not be compromised; they empowered 
the staff to act with impact at all levels and focus on 
what would make a difference for the patient and 
were provided with supported upskilling and cross 
training. The focus on the welfare of the staff and 
ongoing staff development translated into quality of 
patient care.

Living With and Beyond Cancer (LWBC) 

During a turbulent 2020/21 cancer services have 
continued to offer personalised care and support to 
cancer patients. The teams reacted quickly to the 
new guidance under COVID-19 restrictions in the 
following ways:

 ● Adapted the existing Health and WellBeing 
Information and Support (HWBIS) and After 
Cancer Treatment Clinics (ACT) so they could be 
offered remotely with a recorded presentation 
and telephone support. 

 ● Supported patients with remote Holistic Needs 
Assessments (HNA) via either the telephone or 
using Attend Anywhere.

 ● Offered remote pre-habilitation and rehabilitation, 
producing exercise videos to support patients at 
home.

A falls data set will be fully assessed in May 2021 
after a full year has elapsed since the implementation 
of the changes.

A pin map was used on the ward identifying when 
there was a fall, which highlighted problem areas. 
For example, 36% of falls were in the side rooms. 
Therefore, we are looking at how we can improve 
care in the problem areas:

 ● Use signs on each bay door to clearly 
communicate which bays are tagged

 ● Trialling the use of a discreet marker at the end of 
the bed for patients who need level 3 care, aiming 
to improve toilet/commode tagging to reduce 
their chance of falling

 ● Introducing walkie-talkies for use in each bay so 
staff in tagged bays that need assistance can ask 
for it without needing to leave the bay.

Identifying the Nurse in Charge

Patients and visitors to the hospital are now 
immediately able to identify the senior nurse on their 
ward following the launch of new “Nurse in Charge” 
badges. Patients, staff, and visitors told us they didn’t 
always recognise who was in charge of the ward and 
clinical nurse managers would often be disturbed 
when they were undertaking their managerial 
responsibilities. 

As part of the Medicine division’s drive to ensure 
safe and compassionate care and to listen to patient 
feedback, a distinctive red badge will be worn by the 
Nurse in Charge on every shift within the division. 
This badge is a quick and simple solution, and is 
already being welcomed by staff and patients alike.

The handing on of the red badge at the start of each 
shift has also confirmed to all of the staff on duty 
who is taking on the role of the Nurse in Charge, 
something that had not always been properly 
identified at the start of every shift. Feedback from 
the Nurse in Charge has been very positive and the 
physical passing on of the badge with the drug 
keys has reminded them of the accountability and 
responsibilities of the Nurse in Charge. 

The Ward Leaders Handbook states “It is important 
that patients or visitors to a ward know who is in 
charge, who they can speak to if they have any 
questions or concerns, who is responsible for the 
standard of care they receive, and who will represent 
their views when they most need support.”
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These changes were important to offer continued 
choice and support in their care. The physical results 
were equally impressive with our sessions supporting 
patients to make healthy lifestyle changes to improve 
their long-term health. As a result we have recorded:

 ● 60% improved urinary and faecal continence

 ● 86% improvement in sit to stand 

 ● 53% reported improved Sexual QoL

 ● 78% improvement in 6 minute walk test

 ● Weight loss of up to 1 stone

Patient feedback has been overwhelmingly positive:

‘Great to be able to discuss the surgery and my 
side effects of treatment, I was going to call for an 
appointment but now I don’t need to’ - Renal cancer 
patient 2020.

‘My consultation with you was a complete pleasure. 
Huge thanks for giving me so much time, for your 
patience, and your skill in finding so many helpful 
suggestions to insert into the conversation. I’m so 
pleased to find that the LW&B team is continuing 
to provide a service. We talked about how patients 
sometimes experience a let-down post-treatment. 
LW&B’s role is really important in counteracting that. 
Also delighted that we managed a video link-up. 
Many thanks for setting that up. Pleased that the 
technical side worked well for you – I was impressed 
that you could look back through my blood test 
results!’ - Prostate cancer patient 2020.

‘It has given me the correct frame of mind to help 
me exercise and lose weight. It has helped me realise 
how weak and unfit I am. I want to continue to be 
the best I can be. The support from Alex was great’ - 
Colorectal cancer patient 2020.

At the same time our cancer services and the LWBC 
team have taken part in the implementation of a 
new digital patient facing App called ‘MySunrise’. In 
collaboration with the peninsula cancer alliance, the 
MySunrise team and our local cancer charities FORCE 
and ELF, the app went live in October 2020, giving 
patients access to high quality information 24 hours a 
day 7 days a week.

Temporary Staffing: Expansion of 
Health Care Assistant Roles within our 
Pandemic Response

Historically the Central Bank has provided a number 
of Healthcare Assistants (HCAs) to acute and 
community wards, to help support vacancies and 
staff shortages. Within this role, little progression has 
been possible and bank workers have had limited 
access to training and skills development. Bank HCAs 
are the largest group of bank workers and currently 
the Central Bank employs just over 700 Bank HCAs.

Over the last 12 months, work has been undertaken 
to change the perception of Bank HCAs and 
what they can do to support the Trust. COVID-19 
gave us an opportunity to try new roles and offer 
development opportunities for Bank HCAs. Some 
examples of the work undertaken are shown below:

 ● ITU turning team: historically ITU has not 
employed Band 2s and therefore there have not 
been opportunities to work in that environment. 
At the start of COVID-19 research showed that 
intubated COVID-19 patients would benefit from 
being turned on their stomach regularly. This is 
of course a challenging undertaking for patients 
in an acute ITU environment. The ITU team was 
keen to implement a ‘turning team’ of staff who 
could support exactly that alongside anaesthetists 
and ITU nurses. Initially it was felt that medical 
students would be the most suitable group but 
after discussion, it was agreed to trial offering 
this role to Bank HCAs. A group of 9 Bank HCAs 
volunteered to be on the team and supported 
the ITU team day and night in ‘turning’ patients. 
The trial was very successful and the team were 
amongst the first to be ‘fit tested’ and offered to 
support other roles such as ‘donning and doffing’ 
and generally helping out on the unit. The ITU 
team were really impressed with them and the 
Bank HCAs felt valued and enjoyed learning 
new skills and a new environment. They were 
well supported both by ITU and by the central 
bank team and all of them volunteered to help 
out again during the second wave. In November 
2020, the team received the Extra Mile (Clinical 
Team) Extraordinary People Award as recognition 
for their work and commitment during COVID-19.

 ● Nightingale: when the Nightingale Hospital Exeter 
(NHE) opened, a number of Bank HCAs volunteered 
to work with COVID-19 patients and were amongst 
the first staff inducted to NHE. Many Bank HCAs 
worked in NHE from the first day until the last 
patient left and they all thoroughly enjoyed the 
experience, again learning new skills along the way.
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 ● Mass vaccinations: in December 2020, we took 
the lead in delivering mass vaccinations across 
the county. This was done in a very limited time 
and whilst recruitment was underway, a number 
of Bank HCAs undertook vaccination training to 
become vaccinators and vaccinations support. 
This again allowed them to develop new skills and 
increase their knowledge. Around 30 Bank HCAs 
currently work regularly at the vaccination centre.

 ● LAMP testing: the new staff testing programme 
(LAMP) is being developed in our lab and support 
has been provided by a number of Bank HCAs, 
many of them medical students. This is a new role 
which will allow them to develop lab skills and 
expose them to a different clinical environment.

 ● Meet and greet: in July 2020 and following 
Government guidelines we implemented a team 
of ‘meet and greet’ staff to man the entrances 
to the hospital and support staff, patients and 
visitors in adhering to social distancing guidelines 
and the wearing of masks. Although not a clinical 
role, many Bank HCAs took on that role and 
supported us in keeping staff and patients safe.

Compassionate Care

During the start of the COVID-19 pandemic, family 
and friends were unable to attend the hospital to 
visit their loved ones. This had a significant negative 
impact for patients and their relatives. In response 
the Patient Experience Team set up a 7 day ‘Family 
Liaison Service’ with the aim to reduce anxiety and 
keep families connected. This was achieved by:

 ● PALS changing into the Family Liaison Service HUB

 ● Enlisting Family Liaison Officers in all ward areas

 ● Relaying personal messages to and from 
inpatients

 ● Facilitating virtual visiting with a video call to 
family and friends

 ● Receiving essential items for patients

 ● Arranging essential visits for patients at the End of 
Life and where indicated for safety reasons

 ● Issuing 30 Smart tech devices (tablets/iPods) to 
inpatient areas to enable virtual visiting 24/7

 ● The team moving from 5 to 7 days a week and 
volunteers were recruited to assist. 

Within the first six weeks the service received over 
550 messages from loved ones and had around 500 
relative contacts dropping off and collecting property. 
They have even received messages and arranged 
virtual visits from overseas (previously not possible). 

The service has been widely used and feedback from 
staff and families has been overwhelmingly positive. 
No complaints have been received relating to visiting 
during the trial of this service. We are looking to 
continue many aspects of this service long after 
the pandemic to better improve patient and family 
experience.

The full impact is best demonstrated by the following 
patient story

‘During the first wave of the COVID-19 pandemic, 
our mum, Su, was admitted to the RD&E with a 
stroke. This was a tremendously challenging and 
frightening time for us as a family, which became 
even more frightening as we were unable to visit 
mum due the visiting restrictions. 

Mum couldn’t communicate with us in any 
conventional way; the phone was not an option for 
her as her voice was barely a whisper. 

PALS came to the rescue. We worked closely with 
the team; at first we sent in daily messages that they 
printed, laminated and hand delivered to mum. This 
then evolved into a fun daily newsletter that all our 
family and friends contributed to. The staff even took 
the time to sit and read them to her if the ward staff 
were busy.

This helped mum so much, and in so many ways, in 
her words: “they really saved my bacon!” 

Being able to work so closely with the PALS team 
meant we were able to have the daily communication 
that we all needed. It really broke down the barrier 
between us and mum. Without the PALS team, it 
would have been a much darker place for all of us. 
We cannot express just how important their role has 
been and the difference that they have made to us.

The good news is that mum is on the mend and at 
home. And we just wanted to say a very big thank 
you to everyone involved with mums care.’

Su’s daughter and husband produced a video which 
was to share their patient story with the Board of 
Directors.
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Our Priorities for 2021/22 
Governor Priorities

Priority one - Waiting times

Questions to be addressed:

 ● What actions are being taken to reduce waiting 
times across all areas of the Trust’s activities?

 ● What actions are being taken to increase capacity 
(where possible) following the social distancing 
and infection control measures necessitated by 
COVID-19?

 ● What special arrangements have been put in 
place, over and above normal communication 
channels for patients who are waiting 
(acknowledging the anxiety and distress that 
patients must feel) to advise them of the long 
waits and what they should do if their symptoms 
worsen

 ● What support/training is being given to staff in 
the above communications?

What good looks like:

 ● Reduction in waiting list patient numbers.

 ● Improved feedback from patients on their 
experience of getting their health problems 
addressed

 ● Increased capacity following COVID-19 restrictions 
to pre-pandemic levels.

 ● Minimal missed appointments over patient safety 
fears.

Priority two – MY CARE

Questions to be addressed:

 ● What actions are being taken to maximise patient 
take up and interaction with the MY CARE portal?

 ● How is patient feedback on their experience of 
MY CARE being gathered?

 ● What actions are being taken to identify areas 
where possibly further staff training is required to 
improve the patient experience?

 ● How are bugs and suggested improvements 
handled?

 ● How can patients/staff make suggestions for 
improvement?

 ● What is the position of interconnection between 
MY CARE and the systems used by GPs – has 
this been communicated widely to manage 
expectations?

What good looks like:

 ● Evidence of good patient take up of MY CARE 
registration.

 ● Excellent communication with patients about 
improvements to the system and rectification of 
bugs.

 ● High levels of staff and patient confidence in the 
system and its ongoing development.

 ● Patient feedback that the MY CARE system has 
improved their experience of interaction with the 
Trust’s services.

 ● Clear understanding of what is and is not possible 
in terms of interconnection with other systems, 
such as GPs.
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Trust Priorities

Priority one – patient experience

What we want to achieve

We will develop a joint patient experience strategy 
across NDHT and the RD&E which recognises:

 ● Patient experience is equally as important as 
patient safety and should have equal focus at 
organisation and Board level

 ● Everyone, in any role, helps shape patient 
experience

 ● Patient experience is impacted on more by the 
relational aspects of care than functional aspects 
of care

 ● Patient experience is impacted on by the whole of 
the patient’s journey / interface with healthcare. 
Therefore, through partnership working we will 
focus across organisational boundaries to improve 
patient experience

 ● Patient experience is improved when people have 
more control over their care and the ability to 
make informed choices about their treatment, 
with what matters to them being key

 ● Patients and their patient groups (significant 
people in their lives) should have an experience 
of accessing healthcare that is inclusive for all and 
recognises the diverse communities that we serve 
with the same quality of services accessible to all.

Patient experience can only be improved by finding 
out what matters to patients and their patient groups.

What we will do

 ● Develop a joint patient experience strategy that is 
overseen by the Boards and ensure that systems 
and process place people at the centre of what 
we do and makes patient experience everybody’s 
business

 ● Implement the “what matters to you” concept 
which will increase understanding of what 
matters to patients

 ● Ensure we have a range of processes that allow 
us to measure patient experience and identify 
themes that drives improvement in patient 
experience particularly in hard to reach groups

How will we monitor

 ● Quarterly report to the Trust governance 
committee

 ● Workplan for the production of the joint 
experience strategy

 ● Monitoring of milestones related to the workplan

 ● Evidence of meaningful patient engagement and 
involvement

 ● Example of improved patient, carer and 
stakeholder engagement

Priority two – Just culture

What we want to achieve

To work in partnership with colleagues in the people 
team to implement and embed the just culture 
concept and methodology. This compliments the 
trust commitment to implement the national patient 
safety strategy.

What will we do

 ● Develop a national patient safety strategy 
implementation plan

 ● Implement the just culture concept into all clinical 
incident responses by amending our processes 
and training our staff

 ● Develop a local training programme for staff 
involved in leading clinical incident responses to 
ensure consistency of approach

 ● Work to understand the needs of our staff and 
how we can better support them in creating 
psychological safety 

 ● Increase the focus on learning from clinical 
incidents across professional groups and services

How we will monitor

 ● Quarterly report to the Trust governance 
committee

 ■ Patient safety strategy gap analysis Q1

 ■ Patient safety strategy implementation plan Q2

 ■ Readiness for patient safety strategy 
implementation Q4

 ■ People team quarterly surveys to better 
understand our staff and how we can support 
them

 ■ Evaluate the training to support managers with 
change/challenges and culture development in 
Q3 (Being developed at PWPW)
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Priority three – End of Life care

What we want to achieve

 ● To continue to improve the quality of care for 
patients who are at End of Life

 ● Make the patient the centre of our care and 
regarded as a partner in the delivery of End of Life 
care

 ● Staff who treat patients and those close to them 
with sensitivity, courage and compassion

What will we do

 ● Promote and support good communication 
between and within our services

 ● Develop a means of monitoring the quality of care 
for patients on an End of Life pathway

 ● Work to understand the needs of our patients 
and families and continue to develop responsive 
services that are informed by what they have told 
us

 ● Increase awareness and training on End of Life 
care for all staff

 ● Develop improved links across our communities 
to facilitate seamless pathways for patients and 
carers

How we will monitor

 ● Quarterly report to the Trust governance 
committee

 ■ Complete the EoL strategy for implementation

 ■ Agreed workplan to implement the strategy 
and monitoring of milestones

 ■ Report examples of improved experience for 
families and staff
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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. 
We have implemented a process for Duty of Candour from August 2013 which was communicated and led 
through our Governance system. 

Monitoring of compliance of Duty of Candour happens at different levels with the use of an electronic incident 
reporting system (Datix) to oversee the Duty of Candour requirements and compliance monitored through the 
Trust’s Incident Review Group. This compliance is also reported to the Safety and Risk Committee. 

In 2020/21 our Duty of Candour compliance was 96%.

In the 4% of cases (n=3) where Duty of Candour was not completed all efforts were undertaken to identify 
a relevant person as defined in regulation 20; unfortunately, this was not possible. This is identified as an 
exception for Duty of Candour under regulation 20 section 5. We are declaring non-compliance with these 
three cases for transparency and no Breach in Duty of Candour has occurred.

Quarter Total Number 
of incidents 
(Actual Impact of 
Moderate, Major 
and Catastrophic)

Patient Harm: 
Duty of Candour 
required

Duty of Candour 
completed

Duty of Candour 
Not completed

Quarter 1 26 19 17 2

Quarter 2 39 33 31 1

Quarter 3 26 19 19 0

Quarter 4 35  27  27  0

Learning from deaths

During 2020/21, 1604 patients of the Royal Devon and Exeter NHS Foundation Trust died. This comprised the 
following number of deaths which occurred in each quarter of that reporting period:

 ● 311 in the first quarter;

 ● 317 in the second quarter;

 ● 492 in the third quarter;

 ● 484 in the fourth quarter.

By 31/03/2021, 1205 case record reviews and 453 deaths had investigations in relation to 1604 of the deaths 
included above. In 337 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:

Case record 
review (ME 
scrutiny)

SJR 
investigation

Incident 
investigation 

Her 
Majesty’s 
Coronor 
(HMC) 
investigation 

Total deaths 
with an 
investigation

Total subject 
to both 
care record 
review and 
investigation 

Q1 20/21 3 51 0 70 110 2

Q2 20/21 233 12 13 50 68 61

Q3 20/21 485 91 12 69 164 163

Q4 20/21 484 22 10 84 111 111

We have adopted the Royal College of Physicians’ National Mortality Case Record Review Programme 
methodology known as the ‘Structured Judgement Review’ (SJR).
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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.”

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

 1 = Very Poor 
Care

2 = Poor Care 3 = Adequate 
Care

4 = Good Care 5 = Excellent 
Care

Total

20/21 Q1 0 4 6 25 16 51

20/21 Q2 0 3 3 5 1 12

20/21 Q3 0 15 31 38 7 91

20/21 Q4 1 5 7  8 1 22

Total 1 27 47 76 25 176

COVID-19

We have prioritised detailed clinical review (SJR) 
for deaths following a COVID-19 diagnosis and 
particularly those where patients tested positive only 
after a period in hospital. Learning apparent from 
these cases is largely concordant with themes evident 
from before the pandemic. There is little evidence 
to suggest that COVID-19 acquisition resulted from 
or resulted in a degradation in the standards of care 
offered by us during the two peaks of infection.

Consideration has been given to issuing clinical 
guidance in relation to balancing the risks of 
admission for frail elderly patients during the peaks 
of pandemic infection. What has become clear 
from this consideration is that during periods of 
high community prevalence of COVID-19 there are 
significant risks for the frail elderly both in hospital 
avoidance and in hospital admission.

Falls Risk Management 

When a patient is identified as a level 2 or level 3 
falls risk which requires a higher degree of visibility 
but is unable to be moved from a side room due to 
infection control issues there is a need to ensure 1:1 
nursing care is requested as part of the escalation of 
staffing in order to maintain a set care environment.

The falls policy is being reviewed by the Trust wide 
fall group to set out the process required to manage 
a patient identified as a higher risk of falling who 
is unable to be moved from a side room due to 
infection control issues. 

End of Life Care

Mortality review work continues to demonstrate 
that for a significant number of patients in need 
of additional ‘social’ care or support, relatively 
minor medical problems can result in prolonged 

hospital admission which does little to meet their 
fundamental needs. Where this occurs at the end 
of life, there can be a focus on medical intervention 
which does not consistently respond to spiritual or 
symptomatic needs.

We continue to engage with our community partners 
and local hospice in pursuit of greater reliability in 
the production of robust advanced care plans for our 
most vulnerable patients and the greater availability 
of palliative care expertise in the context of acute 
medical admission.

Abdominal Aortic Aneurysm (AAA) 
Surgical Pathway Management

There is an opportunity to optimise the coordination 
of care for the AAA pathway and mechanisms/
systems need to be reviewed to track patient 
pathways that span multiple specialties.

Referrals should include clear communication 
regarding the clinical urgency or associated pathway 
timeframes or targets. The consultant to consultant 
referrals and the use of letters causes delays and 
provides false reassurance of action being taken. 

The implementation of the electronic patient record 
system, MY CARE may support improvements in the 
referrals required within the AAA surgical pathway.

The current AAA surgical pathway did not robustly 
accommodate uncommon findings detected early 
in the pathway that require an additional specialty 
action.

A multi-disciplinary team review led by the Vascular 
service of the AAA surgical pathway has been 
set up to redesign the AAA surgical pathway and 
its supporting systems and processes, in order to 
optimise the approach across multiple specialities in 
complex cases.
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Application of the Duty of Candour following a Complication

Clinicians informed the patient that there had been a complication with the procedure and advised them of the 
subsequent treatment management plan, but there was some confusion about the need for an apology and 
explanation that there would be an investigation or further enquiry into the incident and the need to follow this 
up in writing as per requirements under Regulation 20. This was subsequently managed during the investigation 
process.

Despite work on our Trust wide training programme being paused due to the response to COVID-19, all cases 
that are identified as requiring formal application of candour are supported by local and trust wide governance 
processes and reported to our commissioners.

Local Duty of Candour training has been provided and is encompassed within a wider incident management and 
investigation training programme within the Trust.

126 case record reviews and zero investigations were completed after 31st March 2020 which related to deaths 
which took place before the start of the reporting period.

 ● 0 in the first quarter; - 0 SJRs

 ● 13 in the second quarter; - 13 SJRS 

 ● 56 in the third quarter; - 56 SJRS 

 ● 57 in the fourth quarter. – 57 SJRS

As outlined previously we have adopted the Royal College of Physicians’ National Mortality Case Record Review 
Programme methodology known as the ‘Structured Judgement Review’.

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

1 = Very Poor 
Care

2 = Poor Care 3 = Adequate 
Care

4 = Good Care 5 = Excellent 
Care

Total

19/20 Q1 0 0 0 0 0 0

19/20 Q2 0 2 4 6 1 13

19/20 Q3 0 11 14 17 14 56

19/20 Q4 0 9 16 25 7 57

Total 0 22 34 48 22 126
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Seven Day Services
1. Critical Care

2. Primary Percutaneous Coronary Intervention

3. Cardiac Pacing  

4. Thrombolysis for Stroke  

5. Emergency General Surgery   

6. Interventional Endoscopy  

7. Interventional Radiology  

8. Renal Replacement Therapy   

9. Urgent Radiotherapy

 ● 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.

We also reported our 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 revised guidance is received that the Seven 
Day Hospital Services Board Assurance Framework is 
reinstated, we will continue to actively engage with 
and participate in this requirement.

NHS Staff Survey Results for Indicators 
KF26 and KF21

Staff Survey 
question:

2018 
(census)

2019 
(random 
sampling)

2020 
(census)

Percentage of staff 
believing that 
the organisation 
acts fairly: career 
progression

(Q16+ in 2017, Q14 
2018 & 2019)

90% 90% 88%

Percentage of staff 
not experiencing 
harassment, bullying 
or abuse from 
staff in the last 12 
months *

(Q15C in 2017, Q13C 
in 2018 & 2019)

83% 83% 83%

On 28th March 2020 and 26th January 2021 NHS 
Trusts received letters from Amanda Pritchard, Chief 
Operating Officer, NHS England & NHS Improvement 
(Publications approval reference: 001559) titled 
‘Reducing burden and releasing capacity at NHS 
providers and commissioners to manage the 
COVID-19 pandemic’. This letter confirmed ‘During 
this challenging period NHS England and NHS 
Improvement is committed to doing all it can to 
support providers and commissioners, allowing them 
to free up as much capacity as possible and prioritise 
their workload to be focused on doing what is 
necessary to manage the response to the COVID-19 
pandemic’. 

These letters provided confirmation that the 
requirements for Seven Day Hospital Services 
Assurance was suspended and there was no 
requirement for completion of the Seven Day 
Hospital Services Board Assurance Framework Self-
certification process.

As such, the most recent Seven Day Services Board 
Assurance Process was completed in Autumn 2019. 
This demonstrated that we continued 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:

 ● 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.

 ● Standard 5 – Access to Diagnostics: All six 
key diagnostic tests (CT, MRI, Microbiology, 
Echocardiography, Ultrasound and Upper GI 
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.

 ● 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: 
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Following the recommendations made by Sir Robert 
Francis in the Mid Staffordshire NHS Foundation 
Trust Public Enquiry, we appointed three Freedom 
to Speak Up Guardians (FTSUG) in January 2017. 
We expanded the service in September 2018 with 
the appointment of a further three Guardians and 
now have five Guardians all from different roles and 
backgrounds (Catering Manager, two Senior Nurses, 
Clinical Lead Occupational Therapist and Consultant 
Emergency Physician) 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 2020/21 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, 
and reminders to staff via the daily communication 
updates of the existence of the service. The 
Guardians continued throughout the COVID-19 
pandemic making themselves available face to face, 
via the phone and via MS Teams to suit individual 
needs and requests.

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.

We also have a well-established, robust formal route 
for raising concerns through our 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 Joint Governance Committee (GC). 
The Joint 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. 

We are totally committed to further enhancing 
our processes to support staff to raise concerns. 
Work planned during 2020 included expansion of 
the FTSUG team targeting recruitment to ensure 
that the Guardians fully 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, unfortunately this work was delayed due to 
COVID-19 but will be taken forward during 2021/22.

Freedom to Speak Up and Whistleblowing 
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During 2020/21 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 2020/21 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 2020/21.

REVIEW OF SERVICES 
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During 2020/21 50 national clinical audits and 0 
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 94% (47) national 
clinical audits and 0 national confidential enquiries 
(cancelled due to COVID-19) 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 
2020/21 are listed in Annex E.

The national clinical audits and national confidential 
enquiries that the Royal Devon and Exeter NHS 
Foundation Trust participated in during 2020/21 are 
listed in Annex E.

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 2020/21 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 E.

The reports of 10 national clinical audits were 
reviewed by the provider in 2020/21 and the Royal 
Devon and Exeter NHS Foundation Trust intends to 
take actions to improve the quality of healthcare 
provided as detailed in Annex E. 

The reports of 33 local clinical audits were reviewed 
by the provider in 2020/21 and the Royal Devon and 
Exeter NHS Foundation Trust intends to take actions 
to improve the quality of healthcare provided as 
detailed in Annex E.

Participation in Clinical Audit 
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Randomised Evaluation of COVID-19 
Therapy (RECOVERY Trial)

The internationally renowned COVID-19 RECOVERY 
treatment trial randomised adult in-patients to 
various drugs already in use for other indications 
with the adaptive protocol design able to rapidly test 
potentially several treatments at one time in order to 
optimise benefit. 

This study has, to date, shown dexamethasone to 
be beneficial and additionally tocilizumab for non-
ventilated patients; azithromycin, convalescent 
plasma, hydroxychloroquine, lopinavir-ritonavir were 
not seen to provide additional benefit. The trial is 
currently testing Regeneron’s anti-body cocktail, as 
well as the immunomodulatory drugs Baricitinib and 
Dimethyl fumarate. 

We were invited to consider the trial on the 16th of 
March, were site selected following positive interest 
on the 25th, opened to recruitment on the 27th 
and recruited four patients by the 30th of March, 
a phenomenal achievement by colleagues across 
the Trust. A total of 234 patients have since been 
recruited and this study remains open. 

CLARITY: impaCt of bioLogic therApy 
on saRs-cov-2 Infection & immunity an 
RD&E sponsored study

This study was sponsored by the Trust and was led by 
Professor Tariq Ahmad, the study sought to study and 
define COVID-19 risk in patients with inflammatory 
bowel disorders, an important vulnerable patient 
group, and how commonly used immunosuppressive 
and biologic drugs impact this risk. The results of 
this study will have major implications for healthcare 
policy of vulnerable patients with Immunomodulatory 
imide drugs (IMiDs) in the UK. The study will also 
inform the strategy of forthcoming vaccination in 
this population. Categorised under the Urgent Public 
Health banner, this study recruited 7231 participants 
at 92 sites within a six month period.

Participation in Clinical Research 
We recruited 6649 patients to research studies and 
trials approved by a Research Ethics Committee 
between April 2020 and March 2021. 

Whilst this year’s research focus was necessarily 
treatment, prevention and observational COVID-19 
studies and trials, there was activity across a broad 
scope of 401 individual research studies and Trust 
staff also published 361 publications including peer 
reviewed journal articles, reviews, book chapters, 
conference abstracts and posters.

Given research is delivered across our services, 
the disruption in the usual care pathways had an 
inevitable impact on research activity and in the 
initial phases of the pandemic the majority of studies 
were paused in order to respond. The Research & 
Development department re-organised trust based 
and NIHR Clinical Research Facility clinical staff into 
one team and also went from a weekday to a seven 
day service. Remote follow-up was provided, patients 
already enrolled in research who had to be seen for 
trial related safety procedures were accommodated 
and the research team worked with colleagues 
across the region to ensure patients already enrolled 
in studies who were transferred to the Nightingale 
Hospital Exeter continued to receive research related 
care as well as supporting the recruitment of patients 
at the Nightingale to both interventional treatment 
and observational studies and trials. The response 
was recognised with the RD&E and University of 
Exeter teams being finalists in the Nursing Times 
awards clinical research nursing category.

The Department of Health & Social Care (DHSC) 
mandated early in the year which clinical trials and 
studies could be supported, category 1a and b 
studies were designated COVID-19 urgent public 
health (UPH) and resource was directed to these 
studies in the first instance. Where resource allowed, 
category 2 studies could be supported and these 
were studies where research provided the treatment 
option. If resource allowed, category 3 studies, i.e. 
all other research could be supported. By the end of 
this period, recruitment levels were comparable to 
previous years’, however; over 50% of this activity 
has been to COVID-19 studies with 2597 participants 
having been recruited to 15 individual COVID-19 
studies. Notable activity has included:
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Exeter COVID-19 Sequencing (ExCoSe) 
– an RD&E Tissue Bank project

The ExCoSe project was rapidly set up to collect 
residual screening samples from COVID-19 positive 
individuals. The samples are sequenced to provide 
information about the genetic code of the virus. 
By knowing the sequence, it will be possible to 
know both how it is changing and also to map the 
spread of COVID-19. This information will be key to 
helping halt the virus spreading by informing the best 
strategies for reducing spread and also for future 
diagnostic tests and treatment. Crucially, knowledge 
of which parts of the virus sequence are changing 
will help inform the development of future vaccines.

Working closely with colleagues from the National 
COVID-19 Genomics UK Consortium, the samples 
and participant information are helping to identify 
the virus’s genetic make-up and how this may be 
changing as it spreads. Locally, this information is 
used to identify virus hotspots, and helps to improve 
hospital infection control measures. To date 367 
patients have entered this study.

Novavax COVID-19 Vaccine study

The first COVID-19 vaccine study at RD&E opened in 
October 2020, testing a two-dose placebo controlled 
vaccine in adults over 18 years. Over 100 staff 
supported the successful delivery of this study with 
additional resource from the universities of Exeter 
and Plymouth. Over 1200 potential participants were 
contacted via telephone to undertake initial screening 
checks, this resulted in 580 volunteers being seen 
on site and 547 being recruited, a very low screen 
failure rate and with all participants recruited ahead 
of schedule within a five week period, a phenomenal 
effort. 

Nationally one third of participants were aged 65 
years or over, whereas for our participants this 
was over two thirds. This is important for our local 
population and reflects the team’s efforts to include 
older adults. Given the positive result seen with 
Novavax, we will participate in a ‘cross-over’ study in 
2021-22 and expect 300 participants to be included.

The CIPHER study – an RD&E 
sponsored study

Abdominal surgery sometimes requires the formation 
of a stoma, 40% of patients who have this develop 
a parastomal hernia (PSH) within two years which 
are clinically difficult to manage and have a negative 
effect on quality of life and can lead to more serious 
complications. The multi-centre CIPHER study led by 
Professor Neil Smart aims to determine the factors 
that lead to PSH. During the past year, despite 
the difficulties with research staff capacity across 
sites, recruitment to this important study continued 
including 52 patients being recruited at RD&E.

Supporting an increase in Nursing, 
Midwifery and AHP (NMAHP) led 
research

Professor Maggie Shepherd was appointed as one of 
the National Institute of Healthcare Research (NIHR) 
70@70 lead nurses; this national award provides 
funding for 2-days a week for three years to support 
an increase in Nursing and Midwifery led research. 
Working in collaboration with the Universities 
of Exeter and Plymouth, Professor Shepherd has 
increased the scope to also include AHPs. To date has 
led to:

 ● The formation of a Clinical Academic Network 
group for Trust NMAHPs at various stages of a 
clinical research career, to provide mentoring, 
promote research opportunities and facilitate 
ideas and support. 

 ● Development of a Chief Nurse Research Fellow 
(CNRF) programme to provide the opportunity 
for clinically based staff to undertake a bespoke 
training 1 day per week for 6 months to gain skills 
and knowledge in clinical research and undertake 
projects within their own clinical area. The first 
five fellows completed their programme in March 
2021.

 ● Development of an ‘Embedding Research In Care’ 
(ERIC) unit model to be supported with a research 
facilitator to ‘bridge the gap’ between research 
and clinical care with a focus on an increase 
in research activity and awareness of research 
amongst all staff within the units. Whilst the 
pandemic delayed the initiation of the ERIC, the 
Respiratory department, following an interview, 
were appointed as our first unit; which went live 
on the 1st of April and is being supported by a 
dedicated facilitator.
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Royal Devon and Exeter NHS Foundation Trust’s 
income in 2020/21 was not conditional on achieving 
quality improvement and innovation goals through 
the Commissioning for Quality and Innovation 
payment framework as a result of the national 
suspension of the payment framework for all 
providers in order to support the NHS response to 
COVID-19. 

Goals Agreed with Commissioners 
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Quality Schemes 
Due to the national suspension of the payment 
framework for all providers in order to support the 
NHS response to COVID-19 the Trust did not partake 
in quality schemes during 2020/21.
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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. 
 

 
 

Ratings for the whole trust 
 

 
 
 
 
  

 

Page 41 of 97 
 

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. 
 

 
 

Ratings for the whole trust 
 

 
 
 
 
  

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

During 2020/21, we underwent a routine announced CQC inspection as part of the CQC’s Winter Inspection 
programme of our Infection, Prevention and Control measures. The CQC did not rate this inspection but found 
that we had effective processes in place to support standards of infection prevention and control, including 
managing cleanliness and creating a suitable environment. Staff received training in safe infection prevention 
and control procedures in line with national guidance and were aware of the Trust’s IPC policies. Additionally, 
we were focused on learning from mistakes and continuously improving IPC practices. Two minor actions were 
identified. These will be monitored by the Joint Governance Committee until completion. 

The Trust underwent a planned, routine, announced CQC 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.

 

Ratings for the whole trust
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Rating for Acute Services/Acute Trust

Rating for Community Health

 

Ratings for primary medical services
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Ratings for Royal Devon and Exeter (Wonford)
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NHS Number and General Medical Practice  
Code Validity

Information Governance

The Royal Devon and Exeter NHS Foundation 
Trust Data Security and Protection Toolkit Report 
for 2019/20 was graded ‘Standards Met’. Due to 
COVID-19 the 2020/21 submission moved to the 
30th June 2021 so is not yet available.

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 2020/21.

The Royal Devon and Exeter NHS Foundation Trust 
submitted records during 2020/21 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:

 99.92% for admitted patient care

 99.90% for outpatient care

 98.41% for accident and emergency care

 ● Which included patient’s valid General Medical 
Practice Code was:

 99.81% for admitted patient care

 99.32% for outpatient care

 94.79%* for accident and emergency care
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CORE INDICATORS
Indicator 
Group

Indicator Indicator Description Data: Most 
recent 
reporting 
period

Data: 
Previous 
reporting 
period

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

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:

Audited?

Recommendations 
made / 
implemented?

Source of 
measure

Definition

Domain 1 - 
Preventing 
people 
from dying 
prematurely

Summary 
Hospital-level 
Mortality 
Indicator 
(SHMI)

SHMI

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.

December 
2019 - 
November 
2020

SHMI : 0.986 
(as expected)

(9 trusts 
higher than 
expected, 
102 as 
expected, 13 
lower than 
expected)

Oct 2018 - 
Sept 2019

SHMI: 
1.1017 (as 
expected)

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

1. There is a nine month 
cross over between each 
reporting period.

2. The SHMI values are 
comparable (0.997) 
to those calculated 
independently by the 
University Hospitals 
Birmingham Foundation 
Trust Healthcare 
Evaluation Data (HED) 
system. 

(checked 19/04/2021)

 

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 regularly 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.

Internal Audit 
2021/22 (April) 

Rated Green - no 
recommendations

NHS 
Digital 
Indicator 
Portal

National 
Definition

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. 

December 
2019 - 
November 
2020

Palliative 
Coding 
Spells:40% 
(Highest 
59%, Lowest 
8% National 
average 
37%)

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

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.

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. Palliative care coding 
continues to increase 
from the previous year 
following completion 
of specific interventions 
intended to improve 
recording.

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

The Trust has two 
clinical coding 
auditors who are 
certified to audit 
Trust activity - 
ongoing process 
of continual review 
and improvement.

Also covered as part 
of the SHMI Internal 
Audit 2021/21 
(April)

NHS 
Digital 
Indicator 
Portal

National 
Definition
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Indicator 
Group

Indicator Indicator 
Description

Data: Most recent 
reporting period

Data: Previous 
reporting period

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

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:

Audited?

Recommendations 
made / 
implemented?

Source of 
measure

Definition

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

PROMS; 
patient 
reported 
outcome 
measures

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 casemix-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.

April 2019 - March 
2020

Hip replacement 
primary

EQ-5D: 0.508 
(England 0.459, 
Lowest 0.352, Highest 
0.538)

EQ-VAS: 16.081 
(England 14.234, 
Lowest 5.926, Highest 
20.073)

Oxford Hip Score: 
25.203 (England 
22.686, Lowest 
17.059, Highest 
25.546)

Hip replacement 
revision

EQ-5D: N/A* (England 
0.306, Lowest 0.238, 
Highest 0.358)

EQ-VAS: N/A (England 
7.987, Lowest 4.155, 
Highest 11.817)

Oxford Hip Score: 
16.130 (England 
14.065, Lowest 
10.648, Highest 
16.130)

Total Hip replacement 

EQ-5D: 0.502 
(England 0.452, 
Lowest 0.344, Highest 
0.528)

EQ-VAS: 15.726 
(England 13.966, 
Lowest 7.586, Highest 
19.524)

Oxford Hip Score: 
25.394 (England 
22.315, Lowest 
15.664, Highest 
25.394)

Knee replacement 
primary

EQ-5D: 0.352 
(England 0.335, 
Lowest 0.215, Highest 
0.419)

EQ-VAS: 7.909 
(England 7.888, 
Lowest 0.458, Highest 
13.215)

Oxford Knee Score: 
18.386 (England 
17.485, Lowest 
12.621, Highest 
20.687)

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)

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

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.

No NHS 
Digital 
Indicator 
Portal

National 
Definition

● 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 responses 
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.

Knee replacement 
revision

EQ-5D: N/A* (England 
0.295, Lowest 0.168, 
Highest 0.393)

EQ-VAS: N/A* 
(England 5.518, 
Lowest -4.643, 
Highest 10.409)

Oxford Knee Score: 
12.321 (England 
13.840, Lowest 
8.650, Highest 
16.384)

Total Knee 
replacement 

EQ-5D: 0.356 
(England 0.333, 
Lowest 0.221, Highest 
0.409)

EQ-VAS: 7.636 
(England 7.805, 
Lowest 1.253, Highest 
12.390)

Oxford Knee Score: 
18.078 (England 
17.356, Lowest 
12.875, Highest 
20.732)

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

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 non-submission
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Indicator 
Group

Indicator Indicator Description Data: Most 
recent 
reporting 
period

Data: 
Previous 
reporting 
period

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

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:

Audited?

Recommendations 
made / 
implemented?

Source of 
measure

Definition

Patients 
readmitted 
to a hospital 
within 28 
days of being 
discharged

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:

● 0 to 15

● 16 or over

HED:

Period: 
November 
2019 - 
October 
2020

(i) 0 to 15: 
11.24% 
(National 
9.6%, 
Lowest 
3.25%, 
Highest 
16.19%)

(ii) 16 or 
over: 7.0% 
(National 
8.82%, 
Lowest 
4.82%, 
Highest 
12.72%)

HED: 

Period: Nov 
2018 - Oct 
2019

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

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

1. Worse than the 
national average

2. Better than the 
national average

Although NHS Digital 
no longer report this 
indicator, the data is 
available from HED using 
the following report:

https://www.hed.nhs.
uk/portal/Module.
aspx?ReportID=516

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 a 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.

No NHS 
Digital 
Indicator 
Portal

National 
Definition

Domain 
4 - Ensuring 
people have 
a positive 
experience 
of care

Responsiveness 
to the personal 
needs of 
patients

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.

April 2019 - 
March 2020

70.4 
(England 
67.1, Lowest 
59.5, Highest 
84.2)

April 2018 - 
March 2019

69.5 
(England 
67.2, Lowest 
58.97, 
Highest 
85.0)

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

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

The 2020/21 Survey 
has been completed 
and is being compiled 
nationally. Results will be 
available in August 2021.

Internal Audit 
2021/22 (April)

Rated Green - no 
recommendations

NHS 
Digital 
Indicator 
Portal

National 
Definition

Staff who 
would 
recommend 
the trust to 
their family or 
friends

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.

2020 Staff 
Survey

84.2% 
(All Trusts 
74.2%, 
Combined 
Acute & 
Community 
Trusts 
74.3%)

2019 Staff 
Survey

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

Picker Institute that 
oversaw the 2020 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 Trust 
Communications & 
Engagement Team have 
several workstreams at 
Corporate, Divisional 
and local levels including 
training and staff 
engagement leadership 
meetings.

Internal audit 
2013/14

NHS 
England

National 
Definition
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Indicator 
Group

Indicator Indicator Description Data: Most 
recent 
reporting 
period

Data: 
Previous 
reporting 
period

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

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:

Audited?

Recommendations 
made / 
implemented?

Source of 
measure

Definition

Domain 
5 - Treating 
and caring 
for people 
in a safe 
environment

Patients admitted 
to hospital who 
were risk assessed 
for venous 
thromboembolism

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

VTE 
Submissions 
were paused 
early 2020 
due to the 
COVID-19 
pandemic. 
As such no 
Q4 figures 
are available 
at present. It 
is not known 
when these 
figures will 
be available.

Oct - Dec 
2019 (Q3 
19/20)

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

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.

On-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.

Review is currently 
in progress of the 
VTE Assessment 
by Clinical 
Teams through 
the MY CARE 
programme.

NHS 
Improvement

National 
Definition

Rate of C.difficile 
infection

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.

April 2019 - 
March 2020

10.845 
(England 
13.649, 
Lowest 0, 
Highest 
51.005)

Figure 
represents 
Hospital 
Onset cases 
only

Apr 2018 - 
Mar 2019

6.2 (England 
12.2, Lowest 
0, Highest 
79)

Figure 
represents 
Hospital 
Onset cases 
only

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

● Isolation of 
symptomatic patients

● Rapid laboratory 
diagnostics

● Provision of written 
guidance and policy 
supported by education

● A rise in C.difficile has 
been noted nationally 
due to increased use 
of antibiotics during 
COVID-19 along with 
a reduction in isolation 
facilities.

The Trust now also 
reports internally 
via Trust Board 
Papers the number 
of Community 
(Healthcare 
associated) cases each 
month in addition 
to the number of 
Hospital Onset cases.

Internal Audit 
2021/22 (April)

Rated Green - no 
recommendations

Public Health 
England

National 
Definition

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

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’.

October 
2019 - 
March 2020

Total 
Incidents: 
7,817

% resulting 
in severe 
harm or 
death: 
0.01%

(Apr 2018 
- Mar 2019 
- England 
0.30%)

Oct 2018 - 
Mar 2019

Total 
Incidents: 
8,341

% resulting 
in severe 
harm or 
death: 
0.01%

(Oct - Dec 
2018 - 
England 
0.44%)

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

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

It also publishes 
internally regular 
reports on ‘Learning 
from Deaths’.

Internal audit 
2013/14

NHS Digital National 
Definition
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Quality Account Part 3 Indicators

Indicator for 
disclosure (limited 
to those that were 
included in Single 
Oversight Framework 
(SOF) for 2017/18)

 2020/21 2019/20 Source of 
Measure

Definition Audited?

Maximum time of 18 weeks from point of 
referral to treatment (RTT) in aggregate - 
patients on an incomplete pathway

52.2% 73.0%
NHS 

England 
National 

Definition
KPMG 2017/18

A&E: maximum waiting 
time of four hours from 
arrival to admission/
transfer/discharge

 ● Trust position 76.2% 83.1%

NHS 
England 

submission

National 
Definition

KPMG 2018/19

 ● Eastern 
Devon System 
includes Tiverton/ 
Okehampton/
Exmouth MIUs

81.1% 86.5%

All cancers: 62-day wait 
for first treatment from:

 

 ● urgent GP 
referral from 
suspected cancer

75.80% 72.10%
NHS 

Digital 
National 

Definition

KPMG 2018/19 
Internal Audit 

2013/14

 ● NHS Cancer 
Screening Service 
referral

66.70% 80.90%
NHS 

Digital
National 

Definition
PWC 2012/13

Maximum 6-week wait for diagnostic 
procedures

66.40% 80.20%
NHS 

England 
National 

Definition
 

C.difficile: variance from plan (hospital 
acquired) 

-4
(27 cases, 

31 plan)

2
(33 cases, 

31 plan)

Public 
Health 

England

National 
Definition

Internal Audit 
2021/22

Rated Green - no 
recommendations
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Statement from the Council of Governors:  
Annex A

I write this report as the Chair of the Patient Safety 
and Quality Working Group for the year 2020/2021, 
on behalf of the Council of Governors (CoG), at the 
Royal Devon and Exeter NHS Foundation Trust (RDE 
NHSFT). It reflects various degrees of lockdown, the 
pausing of some of the National Health Service (NHS) 
Foundation Trust activities and the slow restart of 
some services. The hospital looked and felt different 
with visible infection control measures in place, 
such as the wearing of face masks, the wearing of 
Personal Protective Equipment (PPE), bed spacing 
which reduced capacity, the number of very sick 
patients, and the working from home for some 
non-patient facing staff. We learnt how to use and 
communicate with the Trust and each other via 
Microsoft Teams and continually found ways of doing 
things differently. 

The year continued to reflect the impact of the 
COVID-19 Pandemic on society, the NHS, our 
communities and our personal lives. Governors felt 
challenged about how to maintain our role and be 
assured that Non-Executive Directors were holding 
the Executive Directors and the Board of Directors to 
account.

Governors Quality Priorities 2020/2021

These were identified through virtual meetings with a 
final selection being made by the collation of themes 
identified by the CoG. As a result of the stand down 
of face-to-face meetings, some governors were 
concerned that we were identifying a new set of 
priorities without receiving feedback and a response 
to the 2019/2020 priorities. We have been reassured 
that a virtual or face-to-face feedback session is 
planned and will be received soon. I am assured as I 
prepare this report that this is in hand.

The 2020/2021 priorities are:

Waiting List: the detail of this priority is seen earlier 
in this quality report. We were aware of the impact 
of the increase in waiting times caused by the 
COVID-19 Pandemic on our communities and wanted 
a detailed response to the questions that we asked.

MY CARE: This is the Electronic Patient Record 
system that has been introduced in the Trust and 
which went live in October 2020. We are wanting 
more information about the patient and staff 

experience since the introduction of MY CARE and 
the assurance that this is being monitored and 
evaluated.

Fulfillment 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 members of the public.’

We are members of our local communities along 
with members of staff (staff governors), an appointed 
governor from the University of Exeter, and an 
appointed governor from Devon County Council. 
Our face-to-face activities were paused from March 
2020 with a slow restart from July 2020 and our 
first virtual meeting in August 2020. As a result of 
this a governor election was not held in 2020. We 
have felt the impact of this with governors whose 
term of office came to an end becoming non-voting 
members of the Council of Governors. There was 
also a loss of governors for various reasons. It meant 
ensuring that meetings were quorate of governors 
who were able to vote. 

We fulfilled our role and duty as a Council of 
Governors by attending meetings in which we were 
able to participate/observe the performance of the 
NEDs. All meetings were virtual. Some examples were:

 ● Attendance at the monthly Board of Directors 
meeting where we observed the Non-Executive 
Directors holding the Board of Directors to 
account. Virtual meetings saw more governors 
being able to attend these meetings. 

 ● We were able to ask questions raised by our 
communities and questions that were of concern 
to us during lockdown, directly with the Chair 
of the Board of Directors and CoG by email. He 
engaged with us and communicated directly in 
a weekly email of updates for 17 weeks on the 
COVID-19 pandemic, its effects on patients, staff 
and the Trust and answered individual questions 
asked by governors in these updates.
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 ● Participating in committees such as the Audit 
Committee and the Nominations Committee.

 ● The Lead Governor being a member of the MY 
CARE Programme Board.

 ● A governor being a member of the Diversity and 
Inclusion Steering Group.

Other Activities

Governors supported the closer working between 
the RDE NHSFT and Northern Devon Healthcare NHS 
Trust (NDHT), and the collaborative agreement in 
place between the two organisations since 2018. 
As the two organisations pursue a formal coming 
together which is supported by the NHS Regulators, 
governors are being kept informed, consulted with 
and have a voice in representing a public view in 
order that the best care can be provided for the 
communities of East and North Devon.

Things that the Trust have done well

We are pleased to see the preparation that has and is 
taking place for the proposed merger of RDE NHSFT 
and NDHT. The structure of the senior management 
team is applauded with the appointment of joint 
posts across the two organisations and a supporting 
structure across both Trusts. This allows for a 
consistent level care across the communities which 
can only be beneficial to patients and staff.

We were pleased to see the successful ‘go live’ of MY 
CARE in October 2020 after being paused because of 
the COVID-19 Pandemic.

We were also pleased to see and hear of the 
processes that were put in place, to support families 
and patients when visitors were not allowed due to 
the high COVID-19 infection risks. The innovative use 
of the PALS service in conveying messages to patients 
is commended, and the creative ways used by staff 
to support communication between very sick patients 
and their relatives.

The people strategy and the care and wellbeing 
of staff is also applauded during a prolonged 
challenging period. The many initiatives that 
have been put in place with the support of the 
Occupational Health Service is also applauded by 
governors.

Finally

The Council of Governors recognize the challenging 
year and the increased workload that has been 
experienced by the Trust. We would like to thank the 
Board of Directors and staff for their continued 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
Patient Safety and Quality Working Group 
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Statement from the  
NHS Devon CCG:  
Annex B

During 2020/21 we recognise that RDEFT, as well as 
other system partners, are experiencing long waits for 
patients for planned treatments, including diagnostic 
pathways; delays that have been exacerbated by 
the pandemic. We would like to thank RDEFT for 
continuing to work as part of the system to try and 
address long waits in the fairest and most equitable 
way possible, sharing resources and specialist 
opinion. 

A specific mention should be made of the role the 
RDEFT have played in the Nightingale Hospital Exeter 
(NHE). RDEFT were named as the lead organisation 
for the NHE, supporting and developing policy / 
processes to support both patients and staff. This is in 
addition to the role they have played in redeploying 
staff to work in the NHE from other services, all 
the time ensuring quality and safety standards 
were maintained regardless of where patients were 
receiving care.

Despite the impact of COVID-19 the quality account 
highlights a number of positive results against key 
objectives for 2020/21. These include: 

 ● End of Life Care: There were positive steps in 
provision of care. The introduction of MY CARE 
has started to improve the way information is 
shared in and out of the organisation allowing for 
improved patient care at a particularly emotional 
time. The joint bereavement service developed 
with Marie Curie is recognised, as well as the 
wider work undertaken across the System to 
ensure consistent provision is provided.

 ● Digital Interaction: The introduction and 
establishment of MY CARE along with other 
digital innovations such as virtual consultations 
has continued to improve patient experience 
through the year. The Trust recognise that this 
is on-going work, but have good mechanisms 
in place to monitor delivery and improvement, 
ensuring that patient feedback is key to ensuring 
realising full potential.

 ● The use of patient feedback: The normal 
mechanisms for patient feedback were restricted 
/ impacted by the pandemic; Trust plans for 
their Patients Voices Group were no exception. 
However, it is positive to recognise the Trusts 

Royal Devon & Exeter NHS Foundation 
Trust Quality Report Commentary 
2020/2021

NHS Devon Clinical Commissioning Group (CCG) 
would like to thank the Royal Devon and Exeter NHS 
Foundation Trust (RDEFT) for the opportunity to 
comment on its quality account for 2020/21. 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 2020/21 period.

The 2020/21 period 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 
and remains key as organisations move into ongoing 
recovery, ensuring patients are seen in a timely 
manner and those who have to wait are supported 
appropriately. It is recognised the pandemic will have 
affected all organisations plans for 2020/21 yet at 
the same time facilitate and recognise other areas 
for potential quality improvement, utilising potential 
new ways of working and alternative methods of 
delivery. We would like to thank RDEFT and its staff 
for the flexibility they have shown over the last year 
in providing support to the local population, for 
example working in alternative areas / specialities 
such as the Vaccination programme, testing sites and 
clinical settings.

RDEFT are involved in System working across 
numerous work streams and this way of working 
will be pivotal with Devon becoming an Integrated 
Care System (ICS) on 1st April 2021. Working as 
an ICS will allow for early discussion and support 
implementation of key strategies such as the Patient 
Safety Strategy over the coming year.

Clinical Commissioning Group
Devon
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focus and prioritisation of this work, ensuring 
stories reach the Trust’s Board, with the aim 
to ensure patients feedback is heard whenever 
possible. Of note is the work undertaken to 
ensuring the named nurse in charge on a ward 
is clearly known and visible, not just to patients 
but visitors and staff. This has gained positive 
feedback and is now being rolled out Trust wide.

 ● Supporting Staff: The Trust have made clear 
efforts to support staff’s physical and mental 
well-being over the last year through a variety of 
means, recognising a supported workforce is key 
to high quality patient care. The Trust continue to 
engage, gain and act on feedback received from 
staff either locally or through National surveys, 
demonstrating action and escalation where 
needed.

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

The CCG welcomes the 2021/22 priorities outlined 
by RDEFT in their quality account. Each program will 
continue to evidence and improve quality and safety 
work across the Trust in all clinical settings, support 
patients, families, carers and staff. 

Care Quality Commission (CQC) 
involvement: 

We can confirm that as a commissioner, we have 
worked closely with the RDEFT during 2020/21 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. 

During 2020/21, RDEFT underwent a routine 
announced CQC inspection as part of the CQC’s 
Winter Inspection programme of Infection, 
Prevention and Control measures. The CQC did 
not rate this inspection but found that RDEFT had 
effective processes in place to support standards of 
infection prevention and control, including managing 
cleanliness and creating a suitable environment. Staff 
received training in safe infection prevention and 
control procedures in line with national guidance and 
were aware of the trust’s IPC policies.

The Trusts last rated CQC inspection took place in 
2019, the current CQC rating of ‘Good’ remains 
(inspection undertaken January-February 2019, report 
published 30th April 2019). 

The Trust aspire to continually improve quality of 
care, of both patients and staff, as 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

Trust Priorities 2020-21

Priority 1 – Promoting Digital Interaction with 
our Patients

Electronic communication is key to everyday life and 
the introduction of the Electronic Patient Record (EPR) 
will add to the care and treatment that RD&E is able 
to provide its patients both in hospital and within 
community settings. By also involving GPs in this 
initiative, it is a step further to achieving a seamless 
approach between primary and secondary care.

Priority 2 – Better Understanding the Patient 
Experience.

Being able to collect feedback about the experiences 
the patient has/had while being cared for/treated 
by the RD&E is vital to ensuring that the services 
provided are of the highest quality and that the 
patient is at the centre of the healthcare team. 
HWDTP recognise that this has been made difficult to 
achieve during the pandemic and note that patient 
stories will continue to be prioritised to the Trust 
Board to allow opportunities for Trust-wide learning.

Priority 3 – Building the environment for 
maintaining resilience of our staff

Supporting staff is always key to good service 
delivery, HWDPT notes the good progress the Trust 
has made with this initiative during the past year 
given the exceptional circumstances.

Governor & Trust Priorities 2021-22

HWDPT looks forward to reviewing the progress on 
the priorities for the coming year as the RD&E starts 
to return to business as usual and the Trust and the 
communities it serves learn to live with COVID-19. 

Healthwatch 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. 

2020-21 Response to Royal Devon & 
Exeter NHS Trust Quality Account

Healthwatch in Devon, Plymouth & Torbay (HWDPT) 
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 
2020/21. 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. 

Reviewing last year’s priorities, we acknowledge that 
the pandemic has had a significant impact on the 
services provided by RD&E and recognise that this 
may have affected the progress of the priorities set 
by the Trust.

Governor Priorities 2020-21

Priority 1 – End of Life Care

During the course of the pandemic End of Life 
(EoL) care has constantly been a focus of the media 
and it is encouraging to see that even with the 
difficulties caused by the pandemic RD&E have been 
able to develop and provide a consistent approach 
to delivering EoL care. We also note the Trust’s 
acknowledgement that further development of 
systems needs to continue.

Priority 2 – Patient Food/Meals

Good patient nutrition and hydration is known 
to aid patient recovery and hence reduce hospital 
bed stays and when extended to staff and visitors 
provides good support and education throughout 
the community that the RD&E serves. Building a 
liaison with the Occupational Health team and 
the development of the Hospital Food Safety 
management system ensures that this initiative will 
be at the heart of life at the RD&E.
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The Committee recognises the Trust’s work to better 
understand patient experience was significantly 
impacted by the pandemic and welcomes the 
ongoing focus on this moving forward in 2021/22.

The Committee fully supports the Trust’s Quality 
Priorities for Improvement 2021/22 and expects that 
the Trust will continue to safeguard patients and 
provide the very best quality care the Trust can. 

The Committee appreciates the Trust’s 2021/22 
Governor Priority to reduce waiting times and 
increase capacity following the social distancing and 
infection control measures necessitated by COVID-19. 

The Committee is grateful for the Trust’s continuing 
hard work in the face of the COVID-19 pandemic and 
recognise that managing the significant impact of 
the disease on the population has adversely affected 
performance. Members are hopeful that the Trust 
can continue to make good progress in terms of 
service transformation.

Members anticipate that regular information on the 
progress of the Trust’s 2021/22 goals will be shared 
by the Trust. 

The Committee welcomes a continued positive 
working relationship with the Trust in 2021/22 and 
beyond to ensure the best possible outcomes for 
Devon residents.

Commentary on The Royal Devon & 
Exeter NHS Foundation Trust Quality 
Account

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 2020/21. All references 
in this commentary relate to the reporting period of 
the 1st of April 2020 to the 31st of March 2021 and 
refer specifically to the Trust’s relationship with the 
Scrutiny Committee.

The Scrutiny Committee commends the Trust on 
a comprehensive Quality Account for 2020/21 
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 2020/21 members 
support the work undertaken by the Trust to improve 
End of Life care, recognising the profound impact 
of the restricted visiting through the pandemic and 
welcomes the commitment to improve the quality of 
care for patients in 2021/22.

The Committee commends the work of the Trust 
on staff health and wellbeing helping to build and 
maintain resilience at such an incredibly challenging 
time. Supporting both staff mental and physical 
wellbeing is paramount.

Statement from the Health and  
Adult Care Scrutiny Committee: 
Annex D
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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:

 ■ board minutes and papers for the period April 
2020 to March 2021

 ■ papers relating to quality reported to the 
board over the period April 2020 to March 
2021 

 ■ feedback from commissioners dated 11 May 
2021

 ■ feedback from governors dated 14 May 2021

 ■ feedback from local Healthwatch organisations 
dated 14 May 2021

 ■ feedback from Health and Adult Care Scrutiny 
Committee dated 4 June 2021

 ■ the Trust’s complaints report published under 
regulation 18 of the Local Authority Social 
Services and NHS Complaints Regulations 
2009, dated January 2021

 ■ the national patient survey 2019

 ■ the national staff survey 2020 (currently 
underway with results expected July 2021)

 ■ the Head of Internal Audit’s annual opinion of 
the Trust’s control environment dated 21 May 
2021

 ■ 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

 ● 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

14 June 2021 
Chairman

14 June 2021 
Chief Executive

Statement of Directors’ Responsibilities  
for the Quality Report: 
Annex E
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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 2020-21 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 (where known).

Name of audit /  
Clinical Outcome Review Programme

Trust 
eligible

Trust 
participated

Participation 
rate

Comments

MEDICAL SERVICES DIVISION
Myocardial Ischaemia National Audit Project (MINAP) Yes Yes 518

Cardiac Rhythm Management (CRM) Yes Yes 965

Percutaneous Coronary Interventions (PCI) Yes Yes 1666**

National Heart Failure Audit

Yes Yes 192**

Figures affected by 

COVID-19 & MY CARE 

implementation

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 79

National Audit of Cardiac Rehabilitation Yes Yes 2810**

Sentinel Stroke National Audit Programme (SSNAP) Yes Yes 789

National Audit of Pulmonary Hypertension No N/A N/A

Out-of-Hospital Cardiac Arrest Outcomes Registry No N/A N/A

Inflammatory Bowel Disease (IBD) Yes Yes 4054*

National Asthma and COPD Audit Programme -COPD
Yes Yes 263

Data entry paused due 

to COVID-19

National Asthma and COPD Audit Programme -Adult 

Asthma
Yes Yes 43

Data entry paused due 

to COVID-19

National Oesophago-Gastric Cancer (NOGCA) Yes Yes 100*

National Diabetes Core Audit Yes No N/A

National Diabetes Inpatient Audit Harms Yes Yes 9

National Diabetes Integrated Specialist Survey Yes Yes 100%

National Pregnancy in Diabetes Audit Yes Yes 27**

Chronic Kidney Disease Registry
Yes Yes 100%

Figures affected by MY 

CARE implementation

National Audit of Dementia
N/A N/A N/A

Suspended due to 

COVID-19

Major Trauma: The Trauma Audit & Research Network 

(TARN)
Yes Yes 551*

Royal College of Emergency Medicine Fractured Neck of 

Femur
Yes Yes 50

Royal College of Emergency Medicine Infection Control Yes Yes 50

Royal College of Emergency Medicine Pain in Children Yes Yes 50**

Falls & Fragility Fracture Audit Programme (FFFAP) 

National Audit of Inpatient Falls
Yes Yes 100%

Society for Acute Medicine’s Benchmarking Audit 

(SAMBA) 2020
Yes Yes 97

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 
Programme

Trust 
eligible

Trust 
participated

Participation 
rate

Comments

SURGICAL SERVICES DIVISION

National Joint Registry (NJR) Yes Yes 690 Activity paused due to COVID-19

Case Mix Programme (CMP) Yes Yes 760***

BAUS: Cytoreductive Radical Nephrectomy N/A N/A N/A Audit ceased by organisers

BAUS: Female Stress Urinary Incontinence N/A N/A N/A Audit ceased by organisers

BAUS: Renal Colic Yes Yes 100%

Elective Surgery (National PROMs Programme) N/A N/A N/A Activity paused due to COVID-19

National Vascular Registry (NVR) Yes Yes 243**

National Emergency Laparotomy Audit (NELA)
Yes Yes 135

Figures affected by MY CARE 

implementation

Falls & Fragility Fracture Audit Programme 

(FFFAP) Fracture Liaison Service Database
Yes No N/A

Falls & Fragility Fracture Audit Programme 

(FFFAP) National Hip Fracture Database
Yes Yes 634**

National Early Inflammatory Arthritis Audit
N/A N/A N/A

Data entry paused due to 

COVID-19

National Bariatric Surgery Registry No N/A N/A

Neurosurgical National Audit Programme No N/A N/A

Cleft Registry and Audit NEtwork Database No N/A N/A

Endocrine and Thyroid National Audit Yes Yes 78

Perioperative Quality Improvement Programme 

(PQIP)
Yes Yes 11

Reduced numbers due to 

COVID-19

British Spine Registry Yes Yes 506

SPECIALIST SERVICES DIVISION
National Bowel Cancer Audit Yes Yes 300**

National Lung Cancer Audit (NLCA) Yes Yes 190**

National Prostate Cancer Audit Yes Yes 292**

National Audit of Breast Cancer in Older People 

(NABCOP)
Yes Yes 396**

National Audit of Care at End of Life (NACEL) N/A N/A N/A Cancelled due to COVID-19

UK Cystic Fibrosis Registry
Yes Yes

Adults-122* 

Children-69*

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%

Paediatric Intensive Care (PICANet) No N/A N/A

National Audit of Seizures & Epilepsies in 

Children & Young People- Epilepsy12
Yes Yes 9*

Maternal, Newborn and Infant Clinical Outcome 

Review Programme (MBRRACE-UK)
Yes Yes 100%

Serious Hazards of Transfusion (SHOT):UK 

National Haemovigilance scheme
Yes Yes 100%

Mandatory Surveillance of Healthcare Associated 

Infections
Yes Yes 100%

Surgical Site Infection Surveillance
Yes Yes 100

Figures affected by MY CARE 

implementation

National Asthma & COPD Audit Programme 

-Children & Young People Asthma
Yes Yes 24

Data entry paused due to 

COVID-19
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Name of audit /  
Clinical Outcome Review 
Programme

Trust 
eligible

Trust 
participated

Participation 
rate

Comments

NCABT- Management of Perioperative Paediatric 

Anaemia
N/A N/A N/A Cancelled due to COVID-19

NCABT - Audit of Patient Blood Management & 

NICE Guidelines
N/A N/A N/A Cancelled due to COVID-19

NHS Screening Programme - Antenatal and 

Newborn National Audit Protocol 2019-20 Fetal 

Anomaly Screening Standard 7

Yes Yes 100% 

NHS Screening Programme - Antenatal and 

Newborn National Audit Protocol 2019-20 

Infectious Diseases in Screening Standard 5

Yes Yes 100% 

Learning Disability Mortality Review Programme 

(LeDeR)
Yes Yes 100%

COMMUNITY SERVICES DIVISION
National Diabetes Foot Care Audit Yes Yes 217*

National Asthma & COPD Audit Programme 

(NACAP)-PULMONARY REHABILITATION
N/A N/A N/A Activity paused due to COVID-19

NATIONAL CONFIDENTIAL ENQUIRY INTO PATIENT OUTCOME & DEATH (NCEPOD)/ REVIEW 
PROGRAMME
All NCEPOD audit programmes for 2020-21 

were postponed due to COVID-19
N/A N/A N/A Cancelled due to COVID-19

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

** Provisional, data not yet finalised/cleansed/data submission on-going

*** 100% data entered up until MY CARE implementation. Since then National pilot site for ICNARC Case 
Mix Programme team new version of data collection.
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The reports of 10 national clinical audits were reviewed by the provider in 2020-21, 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

NCAP: Percutaneous 
Coronary Interventional 
(PCI) 2019 (2017-18 data)

 ● Regular meeting with South West Ambulance NHS Trust to be established 
in order to share data, identify areas for education, review ST-Elevation 
Myocardial Infarction STEMI pathway. 

 ● Map patient pathway from RDE door to cath lab for local areas of 
improvement.

 ● Review local audit data before and after the commencement of the North 
Devon District Hospital (NDDH) Treat & Return service for NSTEMI. 

 ● Protection of inpatient beds at both NDDH and RD&E for the Treat & Return 
service. 

 ● Cath lab efficiency and capacity improvements. 

 ● Review of local audit above with the cardiology management team for 
consideration of further improvements.

 ● Daycase PCI - Protected daycase unit beds are the minimum requirement.

 ● For sustained achievement of this goal and high quality care a specific and 
geographically discrete daycase unit is required.

Epilepsy12 
Organisational Report 
Round 3 (2019-2020)

 ● With regards to Mental Health, it was agreed to provide provision of timely 
mental health input for children and young people with epilepsy.

2019 UK Parkinson’s 
Audit

 ● Meeting to occur with Community Parkinson’s Disease Nurse Specialist and 
Nursing Manager. 

 ● Job plan for Movement Disorder Specialist to be written since the service 
has been short staffed post retirement.

 ● Mood assessment. Geriatric Depression Scale.

 ● Liaise with Occupational Therapy about best Activities of Daily Living 
assessment to use.

 ● Ideally introduce an integrated clinic if more capacity is available.

FFFAP-National Hip 
Fracture Database 2019 
(2018 data)

 ● To improve prompt surgery for patients with Neck of Femur (NOF) fractures:

 ● In cases where fitness for surgery, or the need for delay are in doubt, the 
Healthcare for Older People (HfOP) team should be asked for an opinion on 
the patient’s suitability for immediate surgery. Such patients will be assumed 
to be “clinically ready” and will be placed on the trauma list pending a 
decision to be taken by HfOP by 10:00am Monday to Friday.

 ● Up to two clinically ready patients with NOF fracture will take precedence 
for access to theatre 8 over all other non-emergency injuries for that day. 

 ● A clinically ready patient with NOF fracture (when present) should be 
identified the night before as the “golden case” to go first on the list and will 
not be cancelled, barring exceptions laid out below. Paediatric trauma cases 
should follow the “golden case” to avoid list order disruption and delays.
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National Clinical Audit/
Confidential Enquiry Title

Actions

FFFAP-National Hip 
Fracture Database 2019 
(2018 data)  
Cont..

 ● It is anticipated that a half day of the daily theatre 8 trauma list will be 
allocated for treatment of patients with NOF fractures and the other half 
will be available for other trauma cases including sub speciality trauma.

 ■ Exceptions to this are open fractures, infected cases or cases with 
neurovascular compromise (including spinal emergencies) that require 
emergency theatre utilisation that day.

 ■ It is expected that the sub speciality trauma be urgently listed onto the 
next available date and time appropriate elective PEOC list.

 ■ When a clinical decision is taken by the operating consultant to prioritise 
other trauma over patients with NOF fractures, an email to the Trauma 
Lead and Clinical Director is required to document that decision. The 
purpose of this is to identify the extra elective resource or change 
required, to provide each sub speciality with timely and appropriate lists 
with which to manage sub speciality trauma effectively.

 ● When more than two patients with NOF fractures are clinically ready the 
additional patients take precedence over elective cases in PEOC for that 
day. The on call consultant and an appropriate member of the management 
team will address which elective patients are to be cancelled to make space 
for treatment of the additional patients in PEOC. It is the responsibility of 
the PEOC operating surgeon, along with a management member, to inform 
those patients that are cancelled.

 ● The hip team continue to operate on all patients requiring total hip 
replacements. Operation list capacity for this is currently offered 6 days per 
week, excluding Sunday.

 ● Spinal Trauma is to be prioritised on spinal lists at PEOC. It is anticipated that 
all reasonable attempts will be made to avoid the daytime use of Theatre 8 
for spinal trauma Monday to Saturday.

 ● Friday spinal emergencies - in the unusual event that the spinal team require 
urgent access to an operating theatre on a Friday, the use of theatre 8 is to 
be avoided unless absolutely necessary. The on call orthopaedic consultant, 
spinal consultant and an appropriate member of the management team will 
decide which elective PEOC list is to be utilised for this emergency purpose. 
There will be a corporate memory of which lists are affected to avoid 
repeated disruption to individuals and teams. This principle also applies to 
other PEOC theatre days for emergency spinal trauma.

 ● The only day of the week that the spinal team should have working hours 
access to the theatre 8 trauma list is Sunday.

 ● All of the PEOC Theatre teams are given specific training in the use of the 
traction table and the fixation kit and implants for NOF fracture treatment 
including the DHS, Intertan Nail and Targon Plate.

 ● These recommendations are to be adhered to by all members of the PEOC 
operating consultants, not just the Trauma 12 consultants.

 ● When general trauma or subspecialty trauma patients are triaged at the 
point of referral from ED as likely requiring operative intervention, the 
triaging consultant will highlight these patients to the trauma coordinators 
and the subspecialty team. This is to allow forward planning by the teams 
for the operative fixation of these patients on elective lists.
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National Clinical Audit/
Confidential Enquiry Title

Actions

NCEPOD- Long Term 
Ventilation

 ● Reviewed and no actions required by Trust

NELA 5th Annual Report 
(2017-18)

 ● Reviewed and no actions required

National Pregnancy in 
Diabetes (2016-18)

 ● Reviewed and no actions required

National Vascular 
Registry 2019 (2016-18)

 ● Reviewed and no actions required

NCEPOD- Acute Bowel 
Obstruction

 ● Reviewed and no actions required

NELA 6th Annual Report 
(2018-19)

 ● Reviewed and no actions required
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The reports of 33 local audits were reviewed by the provider in 2020/21 and the Royal Devon and Exeter 
NHS Foundation Trust (RD&E) intends to take/took the following action to improve the quality of healthcare 
provided:

Specialty Local Clinical Audit Title & Aim Actions

4689- 
Anaesthetics

Implementing ‘Better Births’ in 
Theatre: Personalising Care for 
Elective Caesarean Sections

Aim: To improve the 
personalisation of care for women 
undergoing elective caesarean 
sections.

The audit demonstrated how a simple checklist 
can be a powerful tool to aid communication and 
enhance a patient’s experience, which is a pre-
requisite for providing safe and effective care.

It was agreed to introduce a Birth Preferences form 
as a part of routine care for all elective caesarean 
sections.

4516- 
Colorectal

Completion of the cognition 
assessment in the over 75s on 
the general surgical take

Aim: To assess the compliance 
on the General Surgical take for 
the completion of the cognition 
assessment for patients over 75.

As a result of the audit it was agreed to work closely 
with the Peri-Operative Team who are undertaking 
a larger piece of work on how the Trust carries 
out FAIR (Find, Assess, Investigate and Refer) 
Assessments.

4102- 
Healthcare for 
Older People

RE-AUDIT-Anti-Psychotic and 
Benzodiazepine use in Acute 
Delirium

Aim: To assess anti-psychotic and 
benzodiazepine usage within the 
Acute Trust.

The audit identified the following points for 
improvement:

 ● Documenting discussion of risks associated with 
anti-psychotics.

 ● Lorazepam prescribing has less clear evidence 
of indications and compliance with current 
guidelines.

It was agreed to conduct a further re-audit.

4855- 
Healthcare for 
Older People

Review of Co-Ordinated 
Specialist Care in Acute Care of 
the Elderly (ACE)

Aim: Comprehensive Geriatric 
Assessment (CGA) was developed 
to address medical, social, mental 
health and physical needs. The 
aim of the audit is to investigate 
what documentation has been 
completed on admission for, 
Abbreviated Mental Test Score 
(AMTS), Medication, Social Status, 
Frailty & Mood

The audit highlighted the following points for action 
to improve completion of admission documentation 
and therefore care of Acute Care of the Elderly 
(ACE) patients:

 ● Better induction for Junior doctors using 
Healthcare for Older People navigator.

 ● Proper recording of Abbreviated Mental Test 
score/ Confusion Assessment Method score.

 ● Use of Rockwood frailty score.

 ● Use of depression scale.

It was agreed to conduct a second cycle of the audit 
to assess improvement.

4152- 
Maternity

RE-AUDIT-Use of MEWS Charts 
after Caesarean Section

Aim: To ensure that care given 
to women immediately following 
Caesarean section (whilst on 
Labour Ward) is in accordance 
with the guidance set out in Trust 
guidelines

The audit identified that the Trust was not fully 
meeting the following audit measures:

 ● Recording of Respiratory rate.

 ● Calculation of MEWS (Maternity Early Warning 
Score) score.

The introduction of MY CARE Electronic Patient 
Records and interfaced observation machines in 
October 2020 will improve compliance in these areas.
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Specialty Local Clinical Audit Title & Aim Actions

4741- 
Maternity

Actim-Prom Usage Audit

Aim: Examine the use of Actim-
Prom test (used to identify preterm 
ruptured membranes) and to 
assess compliance with Trust 
guidance with regard to Actim-
Prom

As a result of the audit, it was agreed to:

 ● Disseminate information regarding the proper 
use of Actim-Prom.

 ● Disseminate information regarding Group B strep 
screening in cases of Preterm premature rupture 
of the membranes (PPROM) in response to the 
Low-vaginal swab (LVS) /anorectal swab on 
confirmed PPROM diagnosis areas of compliance.

Re-audit to be conducted.

3178- 
Neonatal

Follow up of heart murmurs in 
neonates

Aim: To assess the management 
of babies with cardiac 
abnormalities or cardiac risk factors 
identified during the Newborn & 
Infant Physical Examination (NIPE) 
Screening.

Following the audit, it was agreed to:

 ● Develop guidelines: 
1. What to do if a murmur is heard on Newborn 
& Infant Physical Examination NIPE. 
2. Outline what a significant cardiac risk factor is 
and when follow up would be needed.

 ● Create a leaflet for parents about their baby 
having a murmur.

4367- 
Ophthalmology

Regional Vitreo-retinal on Call 
Audit

Aim:

 ● Assess whether timely surgery 
quality standards are maintained 
for Retinal Detachment.

 ● What is the surgical success 
rate?

 ● Assess if there is equality in 
workload between different 
Eye Departments involved in 
the weekend on call rotation?

As a result of the audit, the following actions have 
been discussed and completed:

 ● To ensure that referral / correspondence letters 
are uploaded to electronic systems to avoid 
missing data, especially with hospitals in the 
region with new electronic patient records 
systems (mediSIGHT at Musgrove Park Hospital 
and MY CARE at the RD&E).

 ● Reinforcement of referring criteria in terms of 
macula involving Retinal Detachment.

Re-audit due for two years time.

4861- 
Ophthalmology

Low Vision Service Audit

Aim: To ensure all patients 
referred into the Low Vision 
Service are offered timely 
assessment in accordance with 
National guidance.

The audit found that the Optometry Low 
Vision Service is meeting baseline national 
recommendations in terms of its accessibility.

It was agreed to conduct a re-audit against National 
standards over a longer time period (two-three 
months) to try and capture urgent as well as non-
urgent referrals.

4758- 
Oral & 
Maxillofacial

Compliance with Documentation 
of Diagnosis or Impression for 
Patient Attendance to the Oral 
and Maxillofacial (OMFS) Clinic 
for a New Problem

Aim: To measure compliance 
with the audit standard: All 
patients who are being seen in 
the OMFS outpatient clinic for a 
new problem must have either a 
differential diagnosis, a suspected 
diagnosis or impression explicitly 
recorded in the patient notes and/
or the corresponding subsequent 
clinic letter.

Two cycles of this audit were conducted. Increased 
compliance was seen in the second cycle following 
implementation of recommendations to:

 ● Inform OMFS colleagues to explicitly record 
diagnosis/impression or differential diagnoses in 
notes and clinic letters.

 ● Recording “Diagnosis” or “impression” as a 
heading at the top of clinic letters.

 ● Hard stop integrated in EPIC as “visit diagnosis”.

Following the second cycle it was agreed to always 
record a “Visit Diagnosis” in the corresponding EPIC 
tab and if there is genuinely no diagnosis, select 
“No Pathological Diagnosis”.

A third cycle of the audit is due for 2021.
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Specialty Local Clinical Audit Title & Aim Actions

4523- 
Paediatrics

Tonsillitis Management in the 
Paediatric Population

Aim:

 ● To acompare the Trust’s 
diagnosis & management 
of tonsillitis in the Paediatric 
population against NICE 
guidance in order to 
improve and standardise the 
management of tonsillitis 
presenting to secondary care.

 ● To decrease both unnecessary 
investigations and antibiotic 
use by creating a guideline 
based on best available current 
evidence.

The audit found a wide variety of practice regarding 
swabbing and antibiotic prescription in tonsillitis, 
with minimal use of the scoring systems available. 
Measures that were identified that require agreed 
action to improve compliance:

 ● Use of a scoring system to rationalise antibiotic 
use in tonsillitis.

Action: hold a teaching session, produce a 
guideline and make use of an EPIC tool.

 ● Criteria for swabbing patients not met/ over use 
of throat swabs.

Action: create a local Trust guideline on the 
Management of Tonsillitis in conjunction with 
Microbiology.

3512- 
Pain Management

RE-AUDIT-Management of 
Pain for In-Patients who have 
Sustained Chest Trauma

Aim: To improve the outcome for 
patients admitted to the RD&E 
with chest trauma by assessing 
compliance with:

 ● Chest Trauma Guidelines

 ● Chest Injury Tool (used to assist 
in decision making)

The re-audit concluded that, there have been 
improvements in patient outcomes, with reduced 
mortality rates, better pain scores and oxygen 
saturations.

Data also shows a move away from PCA (Patient 
Controlled Analgesia) use (which contains 
opioids, which can cause sedation and respiratory 
depression) and an increase in the use of local 
anaesthetic techniques which do not have the same 
complications/side effects.

As a result of the audit the Chest Trauma group 
have re-written the Guideline and amended the 
Chest Trauma Tool.

It has been agreed to open a cohort bay for patients 
with chest trauma to trial if cohorting these patients 
in a bay will improve outcomes. Audit is due for 
2021.

4823-Plastic 
Surgery

Hand Trauma Current Practice 
Satisfaction Audit

Aim: To ascertain the efficiency of 
the current practice of the Hand 
Trauma Service and quantify the 
current patient experience with 
a view to comparing our current 
practice to any improvements 
with the future use of Wide 
Awake Local Anaesthesia with No 
Tourniquet (WALANT) anaesthesia.

WALANT has been proved safe and incorporated 
into several units across the UK with well 
documented improvements in patient satisfaction 
and delivery of care.

It was agreed to begin utilising WALANT on suitable 
trauma lists with anaesthetic support to gain 
confidence with procedure.

Further cycle of the audit to be conducted once new 
facility and procedure established.
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Specialty Local Clinical Audit Title & Aim Actions

4482- 
Plastic Surgery

Under 18s Referred from the 
Hand Trauma Clinic (DWOOT) 
to Surgery List (CEPOD)

Aim: For paediatric closed hand 
fractures, quantify the:

 ● Time from injury to referral.

 ● Time from referral to trauma 
clinic.

 ● Time from the decision to 
operate to surgery.

 ● Determine any difficulties in the 
operation notes.

As a result of the audit, the following actions have 
been implemented:

 ● All referrals have a verbal discussion with the 
Plastics team on-call to ensure next day review of 
paediatric fractures.

 ● Dissemination to all staff clinical and non-clinical 
that are involved in the delivery of care for 
paediatric hand fractures that they should be 
reviewed at trauma clinic the next day where 
possible.

It was further agreed to increase the number of 
sessions allocated to Plastic/Hand Surgery at the 
Wonford site, which will provide capacity to operate 
upon paediatric cases; rising from two to four 
sessions.

4790- 
Radiology

Thyroid Ultrasound Report 
Quality for Patients Presenting 
with Thyroid Enlargement or 
Focal Nodularity

Aim: To establish if the reports 
of thyroid ultrasounds performed 
for patients presenting with 
palpable thyroid enlargement 
or focal nodularity with normal 
thyroid function include all the 
recommended information as 
stipulated in NICE guideline 
NG145.

As a result of the audit, the following actions were 
agreed:

 ● Communicate the audit results to the 
Radiologists responsible for the one-stop Thyroid 
Clinic.

 ● Decide what needs to be included in the 
Thyroid Ultrasound Report: U/THYRADS score or 
benign nodules, bilateral lymph nodes scanned, 
presence and characteristics of a target lesion.

 ● Re-audit in 18 months time.

4300- 
Rheumatology

Rheumatology Department 
Compliance with Management 
of Patients with Rheumatoid 
Arthritis (NICE NG100)

Aim: To assess current adherence 
to the NICE NG100 guidelines 
regarding Management of 
Rheumatoid Arthritis within RD&E 
rheumatology team.

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

 ● Nurses to document the following in patient 
notes after counselling patients: 
‘Verbal and written disease and drug specific 
information, flare management and full Disease-
modifying anti-rheumatic drugs (DMARD) 
counselling’.

 ● Ensure that Health Assessment Questionnaire 
(HAQ) forms are available in clinic and 
documented in patient notes.

 ● A HAQ score will be included in standard 
Rheumatology assessments in MY CARE.

 ● Ensure (Disease Activity Score) DAS score 
recorded at each clinic visit.

A re-audit will be conducted in 2021.
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4890- 
Rheumatology

Monitoring Requirements 
for Patients Receiving 
IV Cyclophosphamide in 
Rheumatology and Renal 
Medicine

Aim: To ensure that Rheumatology 
and Renal patients receiving 
cyclophosphamide have been 
successfully monitored according 
to the Trust Guidelines throughout 
treatment.

The most significant finding of the audit was the 
low pneumococcal vaccination uptake following 
cyclophosphamide infusion.

The audit found that there was limited 
documentation of Mesna (offered as bladder 
protection for patients at risk of toxicity, renal 
impairment and renal tract disease).

The audit demonstrated that blood monitoring had 
been successfully carried out and followed up for 
patients receiving cyclophosphamide.

The following actions were agreed:

 ● Create a smart phrase to add to GP letters 
asking them to ensure pneumoacoccal and flu 
vaccinations are offered to patients.

 ● Ensure that the MY CARE cyclophosphamide 
checklist template is completed for all patients 
on initiation of treatment.

4889- 
Rheumatology

Likelihood of Opportunistic 
Infection of Pneumocystis 
Jirovecii Pneumonia (PCP)

Aim: To ensure that 
Rheumatology patients receiving 
immunosuppression are receiving 
appropriate PCP prophylaxis.

The audit found that the percentage of patients 
receiving perfect antibiotic prophylaxis over the time 
period was 87%.

As a result, it was agreed:

 ● To re-review patient antibiotics at each 
Rheumatology review.

 ● To allow patients to be empowered to contact 
clinicians if antibiotic therapy has changed/
stopped for any reason (for example after allergic 
reaction).

4435- 
Stroke

Stroke VTE (Venous 
thromboembolism) prophylaxis 
protocol

Aim:

1. To determine whether 
VTE assessment was properly 
conducted on initial admission 
and within next 24 hours with 
appropriate prescription and 
administration.

2. To monitor any patients 
developing DVT/ PE on 30 days 
follow up.

The audit highlighted the following concern:

Administration of VTE (Venous thromboembolism) 
prophylaxis in acute stroke patients.

As a result it was agreed to:

 ● Conduct Nurse education, with documentation 
of a reason if VTE prophylaxis is not 
administered.

 ● Give patient advice on the indication and 
importance of venepumps.

 ● Educate Stroke Junior doctors that if patients 
are refusing venepumps then they are to explain 
to the patient the importance and document 
reasons for patient refusal.

4636-Urology Improve Case Identification 
for Inclusion in the Urology 
Department Morbidity & 
Mortality (M&M) Meeting

Aim: To improve the recording 
of appropriate cases for inclusion 
in the quarterly Urology M&M 
meeting with immediate effect.

The improvement project found that there was a 
significant increase in the number of M&M cases 
documented seen following the introduction of a 
notebook. However, this was not sustained, possibly 
due to the COVID-19 pandemic.

It was agreed that a further audit would be 
conducted.
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3542- 
Paediatrics

Management of Eczema 
herpeticum in Paediatrics

Guideline being drawn up for treatment and 
management of these patients.

4937- 
Maternity

Caesarean Section Rates Reviewed and no actions required.

4245- 
Clinical Genetics

Evaluation of Deciphering 
Developmental Disorders (DDD) 
Study Outcomes

Reviewed and no actions required.

3448- 
Orthodontics

Are Clinical Photographs in 
the Orthodontic Department 
Meeting Standards? (Cycle 3)

Reviewed and no actions required.

4655- 
Rheumatology

The Use of PET-CTs in 
Diagnosing Rheumatological 
Conditions

Reviewed and no actions required.

4395- 
Stroke

Evaluating safe thrombolysis 
practice using estimated vs. 
actual weights

Reviewed and no actions required.

4591- 
Colorectal

COVID-19 & Appendicitis 
Morbidity

Reviewed and no actions required.

4171- 
Colorectal

Vaginal Intraepithelia 
Neoplasia/Anal Intraepithelia 
Neoplasia audit

Reviewed and no actions required.

4599- 
Trauma & 
Orthopaedics

Introduction of fascia iliaca 
blocks within the orthopaedic 
department

Reviewed and no actions required.

4688- 
Maternity

Paired cord gases following 
birth (NICE CG190)

Reviewed and no actions required.

4594- 
ENT

Audit of head and neck cancer 
service during COVID-1919 
pandemic

Reviewed and no actions required.

4496- 
Plastic Surgery

Plastic Surgery Heavitree 
Daycase trauma theatre list 
utilisation

Reviewed and no actions required.

4413- 
Diabetes & 
Endocrine

Patient led management of 
gestational diabetes mellitus

Reviewed and no actions required.

During the period 2020-21 the Trust reviewed 12 local audits which did not require resulting actions.


