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Quality Report
Independent Auditors Report – Quality Account Report
Independent Auditors’ Limited Assurance Report to the Board of Directors of Devon Partnership
NHS Trust on the Annual Quality Account
We have been engaged by the Board of Directors of Devon Partnership NHS Trust (“the Trust”) to
perform an independent assurance engagement in respect of Devon Partnership NHS Trust’s Quality
Account for the year ended 31 March 2019 (the “Quality Account”) and specified performance
indicators contained therein.
NHS Trusts are required under the Health Act 2009 to publish a Quality Account which must include
prescribed information set out in the National Health Service (Quality Account) Regulations 2010,
subsequent amendments, and the NHS Improvement (“NHSI”) updates set out in their letter to Trusts
dated 17 December 2018 entitled ‘Quality accounts: reporting arrangements 2018/19’. These
documents together will be referred to as the “regulations”.
Scope and subject matter
The indicators for the year ended 31 March 2019 subject to limited assurance (the “specified
indicators”) marked with the symbol

in the Quality Account consist of the following indicators:
Specified indicators criteria

Specified Indicators
Early Intervention in Psychosis (EIP)

Page 125 of the Annual Report, Quality Account and
Financial Accounts

Inappropriate out-of-area placement for adult mental health
acute inpatient service users

Page 127 of the Annual Report, Quality Account and
Financial Accounts

*See page 48 and 50 of the Quality Report.
Respective responsibilities of the Directors and auditors
The Directors are responsible for the content and the preparation of the Quality Account each year in
accordance with the regulations. The Directors are also responsible for the conformity of the specified
indicators criteria with the assessment criteria set out in the ‘Detailed requirements for external
assurance for quality reports 2018/19’ issued by NHSI (the “detailed guidance”), and for reporting the
specified indicators in accordance with those criteria, as referred to on the pages of the Quality
Account listed above.
Our responsibility is to form a conclusion, based on limited assurance procedures, on whether
anything has come to our attention that causes us to believe that:




The Quality Account does not incorporate the matters required to be reported on as specified
in the regulations;
The Quality Account is not consistent in all material respects with the sources specified below;
and
The specified indicators have not been prepared in all material respects in accordance with the
criteria set out in the detailed guidance.

We read the Quality Account and consider whether it addresses the content requirements of the
regulations; and consider the implications for our report if we become aware of any material
omissions.
We read the other information contained in the Quality Account and consider whether it is materially
consistent with the following documents:


Board minutes for the financial year, April 2018 and up to the date of signing this limited
assurance report (the period);
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Papers relating to quality report reported to the Board over the period April 2018 to the date of
signing this limited assurance report;
The 2018 national NHS staff survey dated March 2019;
The 2018 Community Mental Health survey dated November 2018;
Feedback from the NHS Northern, Eastern and Western Devon Clinical Commissioning Group
and South Devon and Torbay Clinical Commissioning Group dated 23 May 2019;
Feedback from Bristol Healthwatch dated 15 May 2019; Local Healthwatch Torbay dated 17 May
2019; and Local Healthwatch Devon dated 22 May 2019;
Feedback from Devon County Council Health and Adult Care Scrutiny Committee dated 21 May
2019;
Most recent Care Quality Commission inspection dated May 2018; and
The Head of Internal Audit’s annual opinion over the Trust’s control environment dated 23 May
2019.

We consider the implications for our report if we become aware of any apparent misstatements or
material inconsistencies with those documents (collectively, the “documents”). Our responsibilities do
not extend to any other information.
Our Independence and Quality Control
We complied with the Institute of Chartered Accountants in England and Wales (ICAEW) Code of
Ethics, which includes independence and other requirements founded on fundamental principles of
integrity, objectivity, professional competence and due care, confidentiality and professional
behaviour.
We apply International Standard on Quality Control (UK) 1 and accordingly maintain a comprehensive
system of quality control including documented policies and procedures regarding compliance with
ethical requirements, professional standards and applicable legal and regulatory requirements.
Use and distribution of the report
This report, including the conclusion, has been prepared solely for the Board of Directors of Devon
Partnership NHS Trust as a body, to assist the Board of Directors in reporting the Trust’s quality
agenda, performance and activities. We permit the disclosure of this report within the Annual Report
for the year ended 31 March 2019, to enable the Board of Directors to demonstrate they have
discharged their governance responsibilities by commissioning an independent assurance report in
connection with the indicators. To the fullest extent permitted by law, we do not accept or assume
responsibility to anyone other than the Board of Directors as a body and the Trust for our work or this
report save where terms are expressly agreed and with our prior consent in writing.
Assurance work performed
We conducted this limited assurance engagement in accordance with International Standard on
Assurance Engagements 3000 (Revised) ‘Assurance Engagements other than Audits or Reviews of
Historical Financial Information’ issued by the International Auditing and Assurance Standards Board
(“ISAE 3000 (Revised)”). Our limited assurance procedures included:







reviewing the content of the Quality Account against the requirements included within the
detailed guidance;
reviewing the Quality Account for consistency against the documents specified above;
obtaining an understanding of the design and operation of the controls in place in relation to
the collation and reporting of the specified indicators, including controls over third party
information (if applicable) and performing walkthroughs to confirm our understanding;
based on our understanding, assessing the risks that the performance against the specified
indicators may be materially misstated and determining the nature, timing and extent of
further procedures;
making enquiries of relevant management, personnel and, where relevant, third parties;
considering significant judgements made by the Trust in preparation of the specified
indicators;
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performing limited testing, on a selective basis, of evidence supporting the reported
performance indicators, and assessing the related disclosures; and
reading the documents.

A limited assurance engagement is less in scope than a reasonable assurance engagement. The nature,
timing and extent of procedures for gathering sufficient appropriate evidence are deliberately limited
relative to a reasonable assurance engagement.
Limitations
Non-financial performance information is subject to more inherent limitations than financial
information, given the characteristics of the subject matter and the methods used for determining such
information.
The absence of a significant body of established practice on which to draw allows for the selection of
different, but acceptable, measurement techniques which can result in materially different
measurements and can impact comparability. The precision of different measurement techniques may
also vary. Furthermore, the nature and methods used to determine such information, as well as the
measurement criteria and the precision thereof, may change over time. It is important to read the
Quality Account in the context of the criteria set out in the regulations and the detailed guidance.
The nature, form and content required of Quality Accounts are determined by the Department of
Health and Social Care. This may result in the omission of information relevant to other users, for
example for the purpose of comparing the results of different NHS Trusts.
In addition, the scope of our assurance work has not included governance over quality or nonmandated indicators in the Quality Account, which have been determined locally by the Trust.
Conclusion
Based on the results of our procedures, nothing has come to our attention that causes us to believe that
for the year ended 31 March 2019:
 The Quality Account does not incorporate the matters required to be reported on as specified
in the regulations;
 The Quality Account is not consistent in all material respects with the documents specified
above; and
 The specified indicators have not been prepared in all material respects in accordance with the
criteria set out in the regulations and the detailed guidance.

PricewaterhouseCoopers LLP
Bristol
24 May 2019
The maintenance and integrity of the Devon Partnership NHS Trust’s website is the responsibility of the directors; the
work carried out by the assurance providers does not involve consideration of these matters and, accordingly, the
assurance providers accept no responsibility for any changes that may have occurred to the reported performance
indicators or criteria since they were initially presented on the website.
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Part 1: Statement on Quality from the Chief Executive of Devon Partnership Trust
Welcome to our Quality Account Report for 2018/19 which summarises our recent
performance and the work we have been doing to improve safety, clinical effectiveness and
the experience of people who use our services and their families and carers.
In 2018/19 we continued to work towards achieving six strategic aims and realising our
mission to be a recognised centre of excellence by 2020/21. The goals outlined in our
strategy include three aims that are specifically related to quality:


Deliver consistently high quality of care and treatment
This will require a consistent and embedded approach to Quality Improvement across
the organisation with capacity and capability in place to support and develop clinical
teams



Ensure services are driven by the voices of the people who use them
This will mean that clinical leadership upholds a culture in which every person’s
assessment, clinical care and treatment is person-centered and shaped by the
outcomes they want to achieve



Build a reputation as a centre of excellence
This will mean that our quality and performance systems deliver consistently high
standards of care and good outcomes for both individuals and the health system as a
whole.

Our Quality Delivery Plan is one of the six plans that will enable and facilitate the delivery of
our strategy, through ensuring that effective systems and processes are in place to
comprehensively manage risk and uphold and improve the safety and quality of care
received by those people who use our services.
The Quality Delivery Plan has been developed with contributions from service users, carers
and staff. Importantly, the input of a range of stakeholders has provided insight into the
dimensions of quality that matter most to people who use services. The key priority themes
and drivers are set out in the diagram below:
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In terms of the headline performance and service delivery improvements in 2018/19, we saw
additional investment in important services, secured new business and attracted widespread
praise and recognition for many of our services and staff.
One of our strategic aims is to ensure that our services are shaped by the voices of people
who use them, and their families and supporters, and we are continuing to embed this in our
culture through our Together approach. It is an integral part of the way we do things within
our organisation and we are now involving people far more routinely and meaningfully in our
work – from the recruitment of staff to the design of new services. This is proving to be a
significant factor in our on-going drive to improve quality of care and people’s experience of
our services.
Despite continued progress and positive developments across our organisation, we are still
facing some significant challenges that are impacting upon our ability to provide services of
the very highest quality. Prominent among these is the difficulty we still face in recruiting to
key posts, notably in the medical and nursing professions. We are doing some very
innovative work to address this national problem but it remains a major concern.
We are also seeing increases in waiting times for some of our services and are focusing
particular attention on providing support for our community teams for adults – they are the
backbone of our service but are under significant and sustained pressure. We have
established a Core Services Board (CSB) to lead this vital piece of quality improvement
work. Similarly, we continue to strive to reduce the number of people who have to receive
their care and treatment outside the county, for any reason, but this has proved very
challenging during the last year.
Our Quality Delivery Plan for 2016-21 sets out a range of quality initiatives that we asked
directorates to embed in business as usual practice. These included work to integrate a
practice ‘bundle’ to reduce the number of people going absent without leave and other new
7

initiatives which included:


The completion of the 4 Steps programme to reduce levels of harm due to violence
and aggression on our inpatient wards which resulted in a reduction in 13 of 19
wards.



Building and embedding quality improvement skills across the organisation and
increasing access to internal expertise and resource by developing the Devon Flow
Coaching Academy in conjunction with the Royal Devon and Exeter NHS Foundation
Trust.



The Portfolio and Programme Management Office (PMO) enhanced the capability of
the organisation to support transformational change. It has helped support a range of
new developments including the new PICU, Mother and Baby Unit, crisis cafés and
Single Point of Access (SPA).



Improved access, continuity and consistency of care through integrated care
pathways. The PMO tested and project-managed, using QI methodology, many of
the new developments within the SMART programme resulting in the development of
the SPA, clinic hubs and a streamlined clinical process.



The PMO Quality Improvement approach has also established new systems and
processes that are helping to integrate clinical audit, evidence-based practice and
operational service delivery and development.

Driving-up quality in every aspect of our work remains an overriding priority for our
organisation and we expect to continue to implement and embed further development
programmes and initiatives during 2019/20.
Statement on Quality from the Chief Executive Declaration
As Chief Executive I confirm to the best of my knowledge and belief that the information in
the Quality Report is accurate.

…………………………………………………
Melanie Walker
Chief Executive
23 May 2019
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Part 2: Priorities for Improvement and Statements of Assurance from the Board
2.1: Performance against 2018/19 Quality Priorities
In last year’s Quality Account we identified a number of other specific local priorities that we
were planning to progress in 2018/19 which were taken from our strategic aims for 2016-21
and as part of our engagement process with stakeholders. These included:
Implementation of our multi-organisational Suicide Prevention work plan
Our organisation has a key part to play in reducing suicide in Devon and Torbay and a
responsibility to support our commissioners, local authority partners and the people, their
families and carers who use our mental health services. We have been working closely with
our partners on The National Suicide Prevention Strategy which identifies ten areas of focus.
The National Confidential Inquiry’s ten points for safer mental health services are:
1.
2.
3.
4.
5.

to make wards safer by removing ligature points,
to reduce absconding and use skilled observations,
to ensure good care planning and early follow up on discharge,
to have no out of area admissions for the acutely ill,
to provide 24hour crisis and home treatment teams and outreach teams to support
those who may lose contact with conventional services,
6. to ensure the provision of specialised services for alcohol and drug misuse and dual
diagnosis,
7. to ensure there is an Multi-Disciplinary team (MDT) review of all patient suicides,
8. to Implement the NICE guidance on depression and self-harm,
9. to use personalised risk management rather than routine checklists
10. to have a low turnover of medical staff
We have made great progress to deliver actions across Directorate and team action plans,
with work including the reduction of ligature risks, improved follow up processes after
discharge and waiting list reviews. Improving care planning is also a high priority as is the
training and supervision of staff. As well as these pieces of work we also had the opportunity
to meet with the leaders of the National Zero Suicide Alliance Manchester in January 2019 to
share learning.
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The progress of the project team is reported through Directorate Governance Boards to the
Trust Executive Committee and the Quality & Safety committee and to the Devon & Torbay
Suicide Prevention Strategic Implementation Group.
Implementation of care pathways to support people with a diagnosis of Personality
Disorder (PD) and people with a ‘dual diagnosis’ (people with issues related to both
mental health and addiction)
A Care Pathway is a roadmap that describes a person’s journey from referral to discharge
and is a person-centred, evidence-based framework that tells multi-disciplinary and multiagency care providers, people using our services, and their carers what should be expected
at any point along the journey of care. Care Pathways also allow services to compare
planned care with what was delivered ensuring information can then be used to develop
services and improve patient experience.
This priority is a continuation of the work we did during 2017/18 to develop clinical care
pathways generally which saw us undertake actions such as launching a county-wide GP
advice line as second point of contact to the local Older People’s Services consultant doctor,
to ensure all GPs have timely access to advice and guidance. During 2017/18 work was also
done with staff to plan and review care and support with specific emphasis on building
confidence and knowledge about how to maintain independence and respond to needs to
prevent the potential breakdown of placements.
In 2018/19 our priority was to focus specifically on PD and Dual Diagnosis Care Pathways
and throughout the year we have completed significant work to implement and develop care
pathways with a specific focus on these two areas.
For the PD pathway, the Personality Disorder Steering Group has been chaired by the
Director of Nursing and has successfully overseen a programme of work to develop an
evidence based Personality Disorder Care Pathway across both planned and unplanned
services. This has built upon the adult community PD Pathway which was been implemented
in 2017 which includes the CHANGE programme as the first stage. PD training has been
designed in co-production with people with lived experience and has been highly valued by
the inpatient and acute service teams who have said it has had a positive impact on how
they work with people with PD. This training is being extended to our community based
teams and our independent residential care providers to ensure they also provide recovery
focussed support to their residents with PD.
A ‘Step by Step’ Guide has also been designed for the admission of people with a diagnosis
of Personality Disorder and focusses on goal based admissions and the effectiveness of a
multidisciplinary meeting in the first few days of admission. Together with the development of
a positive risk taking protocol from the perspective of a person with lived experience, this is
part of developing evidence based clinical guidelines that are easily accessible to busy
frontline staff and are aligned with the training content and material used in the training.
The Dual Diagnosis pathway has also been implemented in the Trust with detailed action
plans developed to implement the framework. All Assessment and Community Mental Health
Team (CMHT) staff have signed a declaration to say that they have read a list of key
documents which include:
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Core documents such as the latest NICE guidelines, a dual diagnosis protocol,
information regarding care planning guidance, goal-setting workbook, social care
assessment & eligibility.
Practitioner Guidance – risk assessment and suicidal assessment, dual diagnosis
good practice handbook.
Guidance for people using services including dual diagnosis Mind information.

An audit was undertaken to measure the difference that the pathway has made to the
delivery of our services and significant improvements in results have been reported since a
similar audit in 2017:






Evidence that the care plan/recovery plan clearly identifies how the individual will be
supported to meet their identified needs has improved from 63% in 2017 to 72% in
2018.
Evidence of appropriate contact with the individual’s family related to their
involvement in the individual’s care plan/recovery plan has improved from 33% in
2017 to 64% in 2018.
Evidence that there was multi-agency collaboration in the individual’s care
plan/recovery plan has improved from 45% in 2017 to 65% in 2018.

However there are still elements of the care pathway where improvements need to be made:



Evidence that risk information has been shared between drug/alcohol service and
mental health service has decreased from 60% in 2017 to 56% in 2018.
Evidence that the drug/alcohol service and the mental health service communicated
has decreased from 89% in 2017 to 80% in 2018.

As an organisation this will continue to be an important priority and we will continue to
measure performance against these markers and seek to deliver continued improvements
against them.
Agreement with primary care partners to monitor the physical health of people with
mental health and learning disability needs
In 2018/19 the Trust promoted the Physical Health agenda with the support of the Project
Management Office who are overseeing a project plan that is set for completion August
2019.
The Physical Health CQUIN was unfortunately not achieved this year due to a number of
issues including a lack of support from GP’s to do this uniformly and gaps in skills, roles and
resources to enable checks to be carried out. However, our Organisation has continued to
make good progress with improvement work overall. New tools have been developed and
are in process of approval and publication including:





Sepsis Resource Tool
National Early Warning Score Physical Health Observations form
Physical Health care in Mental Health Settings Guide
Non-Contact Patient Observations

The Trust Physical Health Advisory Group (PHAG) also met consistently with broad and
regular membership, chaired and deputy chaired by the Medical Director and Lead Nurse for
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Physical healthcare. A workshop was held in January with a sub set of the PHAG to consider
the options available to improve physical health provision and an approach to training was
agreed;












Physical Health and Wellbeing Basic Awareness – eLearning (mandatory for clinical
staff)
Physical health monitoring skills incorporating The Lester Tool, medical devices, and
interventions training for all Community Adult and Older People’s Mental Health
Teams and Team managers. 12 sessions are being delivered through to the end of
May 2019 in locations across the teams geography
Phlebotomy training for identified people within medical, registered and nonregistered staff groups. (remove this line)
Point of Care Testing training – procurement of devices for capillary blood measures
for HbA1c and full lipids commenced. These machines will provide community teams
with the equipment to take the necessary blood tests avoiding the need to a sub
cutaneous sample being taken from patients. The necessary training is being
provided to use these machines.
Physical health monitoring and equipment training for all Inpatient medical, registered
and non-registered staff. (remove this line)
Pathology systems access for all medical and administration staff and identified
people with registered and non-registered staff groups (remove this line)
We have worked with our Informatics team to develop a reporting tool that will allow
teams and Directorates to assess the achievement of the monitoring requirements set
out in the Lester tool at the end of each month. This means for the first time we will
have an overview of whether the physical health check requirements have been met
for patients with SMI, against the parameters and frequencies set out in the Lester
Tool.
Regular communication with community team leaders and staff setting out the
requirements, training support and equipment available

We continue to work towards building better relationships with primary care partners. The
Trust has agreed in principle with Clinical Commissioning Group and the Local Medical
Committee that GPs will undertake annual health check for patients in contact with
secondary care services. Further work is also required to bridge a gap between IT systems
so the Trust can be assured that the annual check has taken place.
Implementing the Positive Behavioural Support Programme in Learning Disability
Services
Over the past 12 months we have trained community learning disability services in Positive
Behaviour Support (PBS) working across all disciplines. We are currently developing a
manual that works through all the elements of PBS, functional Assessment, formulation,
intervention which includes Active Support Model and Interactive Training. We continue to
support individuals through the PBS Advance Diploma Course and we now have the PBS
training coordinator in post. We are in the process of setting up our Devon PBS network
group which will link into the South West Peninsula PBS network group where we will be able
to network and share our experiences and good practice. We are in the process of
evaluating our current documentation, such as, our functional assessment and Positive
Behaviour Support Plan ensuring it is in line with current evidence based practice.
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PBS has been embedded into the Additional Support Unit for over 18 months. Within the
ASU we continue to complete functional assessments for individuals, as appropriate, and
develop Positive Behavioural Support Plans that promote primary and secondary
preventative strategies leading to reactive strategies if required. We have completed an
Active Support Model audit that is forming us of further training requirements for the team
which will commence in June 2019.

Opening of our Psychiatric Intensive Care Unit (PICU)
In January 2019 we opened our brand new, state-of-the-art 10 bed Psychiatric Intensive
Care Unit (PICU). The Junipers provides care for men and women and is based at our
Wonford House site in Exeter. It is a major step forward in our plans to improve the range of
services available locally and to minimise the number of people needing to travel outside the
county for their care.
Construction of The Junipers began in 2017. Its completion and opening represent a major
step forward in terms of our aspiration to provide as many services as possible close to
home. In 2016/17 more than 100 placements were made to a PICU outside Devon.
The design of The Junipers is largely based on feedback from individuals and their families
who have used other PICUs. The result is a modern and welcoming facility that provides a
safe and therapeutic environment. It is a great example of a genuinely co-produced service
and it has been working well since its launch in January.

Opening of our interim Mother and Baby Unit (MBU)
We are proud to report that we opened our interim MBU in April 2018. The unit has been
running well and is the precursor to a new, purpose-built MBU on the Wonford House site
which we expect to start accepting referrals in May 2019. The MBU and the PICU projects
are excellent examples of delivering against our ambition to see as few people as possible
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travel outside Devon for their care and treatment. They will make a huge difference to the
lives of people with serious mental health needs, their carers, families and supporters.
Further work to embed our Together approach, including the implementation of Carer
awareness training for clinical staff and a programme to employ more Peer Support
Workers.
This work is a continuation from 2017/18 where we made it our priority to develop and
embed our Work with Carers and held formal launch events that were co-designed by people
with lived experience and carers across Devon and Torbay in April 2017 and May 2017.
Since these dates in 2017, the Together approach has continued to go from strength to
strength during 2018/19 ensuring that people who use our services, their families and carers
continue to be involved in our work. Some of the key pieces of work undertaken by the
project this year specific to this priority include:
 The launch of our first carers strategy In May 2018 outlining our aims and vision for
carers based on the carers Trust Triangle of care standards.
 Carers Awareness training was piloted in Torbay delivering 19 sessions between May
and December 2018 for 166 staff. Carers have also helped to deliver this training
which includes sharing their experiences and stories. The feedback from staff has
been positive and the team now plans to cascade it to all teams across Devon in
collaboration with our training department and Devon Carers.




A carer awareness session has now also been included in our corporate induction
sessions for new employees as part of ‘living values’. The session is interactive and
tells both positive and negative stories from carers. It also describes some of the
difficulties and barriers that staff have experienced at times. The session gives a full
flavour of what it’s like to be a Carer and what the diversity of the role entails.
We are proud to say that today Devon Partnership Trust now employs 14 Peer
Support workers and 2 Peer Support Coordinators. The Peer Support workers work
across Devon in a range of services from Acute to Community and Specialist, and
while this strand of work is in its infancy there is considerable enthusiasm for making
the initiative a success.
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Priorities for Improvement for 2019/20
Our priorities for 2019/20 have been taken from our strategic aims for 2016-21 which form
part of the Trust business planning process and are based on feedback from service users,
carers and staff. In order to develop our Trust Operational plan, our Directorates and their
supporting departments have been involved in a series of workshops and the resulting plan
establishes these areas of work and new service developments that are continuing from
2018/19. The Directorates also translated our Quality improvement priorities into a clear
action plan with specific “what by when” statements and milestones to track progress. Work
to refine these action plans is currently on-going but the priorities and the way we plan to
measure them are outlined below:


Measurable improvements in the physical health of people using our services, for
example smoking and obesity

Our intention is that by end of March 2020, 100% of patients who are open to secondary and
tertiary mental health services (both community and inpatient) will have received a physical
health screening and have received appropriate interventions as required within the patient
care plan. In addition to this we also aim for all patients who have capacity to decide if it is in
their best interest to have psychotropic medication to be fully informed in regards to physical
health care, e.g. exercise, etc and all appropriate patients will receive on-going monitoring at
6 weeks, 12 weeks, and annually.
This will be achieved through:1) Continue to implement existing action plans
2) Procurement of medical equipment required to undertake physical health care
monitoring
3) Development of EPR (Havana) physical healthcare module aimed for release in 2020
4) Development of an implementation plan based on the Leicester Tool for patients with
Serious Mental Illness (SMI) (irrespective of inpatient or community)
5) Working with GPs to provide baseline data
6) Staff training to undertake physical healthcare function
7) Staff education for role modelling purposes, e.g. school's 'Mile a day' initiative
8) Scope physical exercise opportunities within local areas, e.g. gym, sports
professionals, for patients in the community. Good partnership working with the
community.
9) Developing the Trust’s own form of social prescribing


Working towards zero incidence of restraint and seclusion in our inpatient services

We have an action plan in place to work towards a reduction of the number of physical
restraints and seclusions by 30% by April 2021. The plan contains pieces of work such as
the identification of Champions who will carry out a programme of work planned for training
and awareness.
This will be achieved through:15

1)
2)
3)
4)
5)

Developing baseline data
Establishing opportunities for staff and patients to reflect on select incidents
Develop good practice based on experiences and data
Identifying champions within clinical environments
Incorporating 'safety' questions within feedback surveys and Friends and Family test
(FFT)



Working towards every person in our inpatient services feeling sexually safe

We plan to improve how patients feel sexually safe on inpatient units by 50% by April 2021
against a comparison of their current perception.
This will be achieved through:1) Agreement and communication of what Sexual Safety means and how to report
incidents
2) Information gathering by staff and patients to inform action plans and policy. This will
include the recording and investigation of incidents, together with the sharing of
lessons learnt
3) Build consistent standards into general practice
4) Continued implementation of safeguarding plans and trauma informed plans.


Working towards zero incidence of violence in all of our inpatient services.

We plan to reduce the severity of harm from physical violence and aggression by 50% by
April 2021
This will be achieved through:1)
2)
3)
4)



Developing baseline data
Identification and training of 4 steps champions on each ward
Cyclical refresh training and embedding of 4 steps programme in inpatient
environments
Provision of data to review current trend and measure reduction in incidences.

Move towards nobody being admitted to an acute inpatient ward outside their local
area

As part of this priority we plan to establish local ownership of bed management by Local
Delivery Unit (LDU) by April 2020 and are aiming that by the end of June 2021 we will have
no one from acute care outside of our locality.
This will be achieved through:1) Continued development of close working relationship between Torbay Crisis Team
and staff working in non DPT provided beds
2) Continued building of an additional ward in Torbay
16

3) Improvement in locality bed management through use of discharge facilitators.
4) Securing additional step down beds
5) Opening of three crisis cafes from 1st April 2019 to July 2020


Work towards zero suicides

The NHS Long Term Plan is for a 10% reduction in suicide rates by 2020/21 across the wider
health community. Our Organisational aim is to aspire to eliminate suicide from within our
care over the next three years including zero suicides in inpatient settings by April 2021.
This will be achieved through:Ensuring safer wards – installation of door sensors to reduce ligature risks, improved
use of skilled observation to reduce risk of absconding
2) Early follow up on discharge and good care planning
3) No out of area admissions
4) 24 hour crisis teams and home treatment teams in place
5) Outreach teams to support those who may lose contact with conventional services
6) Family involvement on learning lessons
7) Implementation of NICE guidance on depression and self-harm
8) Personalised risk management plans
9) Low turnover of staff – continue investment in staff retention
10) Service for dual diagnosis
11) Establishing a 'Safe from suicide team' to provide practical and expert support, this
include the provision of appropriate training packages
12) A Multi-Disciplinary Team (MDT) review of all patient suicides and sharing of lessons
learnt.
1)



Move towards the elimination of waiting lists above national or local targets.

Our aim for this priority is that there will be no one waiting above national or local targets for
services by April 2021.
This will be achieved through:1)
2)
3)
4)

Clear understanding of waiting times and reasons for the wait.
Review of “Do not attend” (DNA’s) and a consistent application of Trust DNA policy
Alignment of waiting times targets across services
Clear identification of resources required to address waiting time and agreement of
plan of investment to support sustainable reduction in waiting times.

Progress for all of the above with be reported to and monitored via internal governance
processes reported to the Quality and Safety Committee.
In addition to these priorities we also continually monitor the accuracy of our information to
ensure service users, their families and carers can see how our services are performing to
make informed choices about their care. Our Directorate Governance Boards, Trust
Executive Committee, Quality and Safety Committee and Board of Directors regularly review
17

a range of key performance indicators to monitor progress in a number of areas that
influence the delivery of safe, high quality care.
We produce an integrated performance report, which is discussed at each of our public
Board meetings and the papers are available on our website. The content of these reports
has informed our selection of Indicators which are available in Section 3 of this report.
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2.2 Statements of Assurance from the Board of Directors
During 2018/19 the Devon Partnership Trust provided and/or sub-contracted five relevant
health services, including those for adults, older people, specialist services including those
with alcohol and substance misuse issues, people with a learning disability and people who
require secure services. These services are provided at a range of locations throughout
Devon including people’s own homes, within local communities and on psychiatric hospital
wards.
The Devon Partnership Trust has reviewed all of the data available to them on the quality of
care in five of these relevant health services.
The income generated by the relevant health services reviewed in 2018/19 represents 96%
of the total income generated from the provision of relevant health services by the Devon
Partnership Trust for 2018/19. The remainder of the income (4%) is generated via
partnership agreements, education, training and research and other arrangements such as
New Leaf which is part of the Trust’s Vocational Rehabilitation Service.
During 2018/19, six national clinical audits and four national confidential enquiries covered
relevant health services that the Devon Partnership Trust provides.
During that period Devon Partnership NHS Trust participated in 100% national clinical audits
and 50% national clinical audits and national confidential enquiries which it was eligible to
participate in.
The National Clinical Audits and National Confidential Enquiries that Devon Partnership Trust
was eligible to participate in during 2018/19 are as follows:
National Audits
 National Clinical Audit of Anxiety and Depression
 National Clinical Audit of Anxiety and Depression – Spotlight on Psychology and
Psychological Therapies
 National Clinical Audit of Psychosis – Spotlight on Early Intervention Services
 National Audit of Care at the End of Life
 Physical Health Monitoring 3a (Cardio Metabolic Assessment and Treatment for
Patients with Psychosis) Inpatient Data Collection – data from NCAP (National
Clinical Audit Programme) and EIP (Early Intervention Psychosis) audits used for this
return
 Physical Health Monitoring 3b (Communication with GPs) – data collection has now
closed and currently being analysed; the sample was weighted across inpatient and
community.
Confidential Enquiries
 Learning Disability Mortality review
 Maternal, Newborn and Infant clinical Outcome programme (Maternal Mortality
surveillance and mortality confidential enquiries – annual report)
 Maternal, Newborn and Infant clinical Outcome programme (Maternal morbidity
confidential enquiries – reports every second year).
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Mental Health Clinical Outcome Review Programme: Suicide, Homicide and Sudden
unexplained Death.

The National Clinical Audits and National Confidential Enquiries that Devon Partnership Trust
participated in during 2018/19 are as follows:
National Audits
 National Audit of anxiety and Depression
 National Clinical Audit of Anxiety and Depression – Spotlight on Psychology and
Psychological Therapies
 National Clinical Audit of Psychosis – Spotlight on Early Intervention Services





National Clinical Audit of Care at the End of Life
Physical Health Monitoring 3a (Cardio Metabolic Assessment and Treatment for
Patients with Psychosis) Inpatient Data Collection – data from NCAP (National
Clinical Audit Programme) and EIP (Early Intervention Psychosis) audits used for this
return
Physical Health Monitoring 3b (Communication with GPs) – data collection has now
closed and currently being analysed; the sample was weighted across inpatient and
community.

National Confidential Inquiry
 Learning Disability Mortality review
 Mental Health Clinical Outcome Review Programme: Suicide, Homicide and Sudden
unexplained Death.
The national clinical audits and national confidential enquiries that Devon Partnership Trust
participated in, and for which data collection was completed during 2018/19, 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.
National Audits
 National Audit of anxiety and Depression – 100% submission
 National Clinical Audit of Anxiety and Depression – Spotlight on Psychology and
Psychological Therapies – 100% submission
 National Clinical Audit of Psychosis – Spotlight on Early Intervention Services – 100%
submission
 National Clinical Audit of Care at the End of Life – 100%
 Physical Health Monitoring 3a (Cardio Metabolic Assessment and Treatment for
Patients with Psychosis) Inpatient Data Collection – data from NCAP (National
Clinical Audit Programme) and EIP (Early Intervention Psychosis) audits used for this
return -100% submission
 Physical Health Monitoring 3b (Communication with GPs) – data collection has now
closed and currently being analysed; the sample was weighted across inpatient and
community. - 100% submission
National Confidential Inquiry
 Learning Disability Mortality review – 10 Cases reported have been referred
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Maternal, Newborn and Infant clinical Outcome programme (Maternal Mortality
surveillance and mortality confidential enquiries – annual report) – No Cases
Referred
Maternal, Newborn and Infant clinical Outcome programme (Maternal morbidity
confidential enquiries – reports every second year) - No Cases Referred
Mental Health Clinical Outcome Review Programme: Suicide, Homicide and Sudden
unexplained Death. - 100% submission

The reports of two National Clinical Audits were reviewed by the provider in 2018/19 and
Devon Partnership Trust intends to take the following actions to improve the quality of
healthcare provided:
The actions taken following a review of the audits above were largely concerning physical
health care .Following previous years audits, the Trust requested the Project Management
Office support a Trust wide approach to improving the assessment and provision of
appropriate interventions for physical health. This project is being led by the Director for
Transformation and the Medical Director.
This work began with a scoping exercise - reviewing the data across all patients with SMI in
all of the four directorates to get an accurate sense of the baseline; gathering feedback from
directorate leads regarding the challenges within completing this work in the different
services within the Trust; development of a physical health communications strategy to
include a dedicated physical health page on the Trusts intranet; development of resources
and guides to support clinicians with the completion of physical health checks; reviewing
different models of nursing and reviewing different training requirements. This scoping work
had a timescale of December 2018.
The project has now moved into the execution stage with three workshops currently planned;
the objectives of the workshops is to present the outcomes of the scoping activities to the
service and team managers and open the discussion about how to implement the required
interventions.
The reports of six local clinical audits were reviewed by the provider in 2018/19 and Devon
Partnership Trust intends to take the following actions to improve the quality of healthcare
provided:







Roll out of a new reporting template for use of Section 17 leave on adult inpatient
wards
Training for staff around completion of physical health monitoring and recording in
secure directorate
Improvements in recording systems, e.g. changes to forms to make easier recording
Development of resource packs
Review and improvements of audit tools to make more effective in next round of audit
Improve processes for sharing of risk information between different services within
DPT.
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The number of patients receiving relevant health services provided or sub-contracted by
Devon Partnership Trust in 2018/19 that were recruited during that period to participate in
research approved by a research ethics committee 1799.
A proportion of Devon Partnership Trust’s income in 2018/19 was conditional upon achieving
quality improvement and innovation goals agreed between Devon Partnership Trust and any
person or body they entered into a contract, agreement or arrangement with for the provision
of relevant health services, through the Commissioning for Quality and Innovation payment
framework.
Further details of the agreed goals for 2018/19 and for the following 12-month period are
available electronically at www.dpt.nhs.uk.
The amount of income in 2018/19 conditional upon achieving Quality Improvement and
Innovation Goals was £3,377,870 and the monetary total for the associated payment in
2017/18 was £3,259,146.
During the year we are reporting that we fully met four of our ten CQUINs and partially
achieved one other. New CQUIN measures have been set for 2019/20. Further details and
information about the improvements resulting from this year’s CQUINs can be found on page
58.
Devon Partnership Trust is required to register with the Care Quality Commission and its
current registration status is ‘Good’ with no conditions attached to registration. The Care
Quality Commission has not taken enforcement action against Devon Partnership Trust
during 2018/19.
Devon Partnership Trust has not participated in any special reviews or investigations by the
Care Quality Commission during the reporting period.
Devon Partnership Trust submitted records during 2018/19 to the Secondary Uses Service
for inclusion in the Hospital Episode 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 100%. The percentage of records in the published data which included the
patient’s valid General Medical Practice Code was 98%. We submit MHSDS (Mental Health
Service Dataset) and only receive an aggregated % for all referrals to our service. These
figures are for the February Provisional MHSDS Submission (The latest position that is
available at the current time).
From 2018/19 the Information Governance toolkit was replaced with the Data Security and
Protection toolkit. The Trust was not able to meet all standards contained in the updated
toolkit and has agreed and resourced an improvement plan which has been submitted to and
formally approved by NHS Digital. The assessment has been completed on this basis and it
is anticipated that all mandatory standards will be fully met by 30/09/19.
Devon Partnership Trust was not subject to the Payment by Results clinical coding audit
during the reporting period by the Audit Commission.
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Devon Partnership Trust will be taking the following actions to improve data quality:
Improving Data Quality
In 2018/19 the Informatics Team continued to develop our business intelligence reporting
platform called the Informatics Hub, which is a system used to flag data quality, accuracy and
aid the decision making process.
The Hub provides an interactive team dashboard which improves the presentation of
information and delivery of reports to managers and their teams, and the improved and
intuitive presentation allows users to better understand analysis of information at-a-glance,
and drill down to patient level details easily.
The reporting platform also provides near real-time reports that users can view daily which
enables a range of important activities to be undertaken including, for example, to check
whether people leaving hospital have been followed up shortly after discharge. This means
teams can provide efficient, effective and safer care more simply.
The interactive system also enables staff to check, quickly and easily, information such as:










Whether new referrals have been seen
Whether data has been entered about people’s employment and accommodation
status
Up-to-date caseload figures for different teams
Information on which clusters people are in and understanding the Health of the
Nation Outcome Scores (HoNOS)
If a Care Plan is kept up to date
Reporting of Care Programme Approach (CPA) reviews
Reporting of out-of-area bed data
Robust reporting of first episode of psychosis information
Information around how long people are waiting for our services

The hub also offers ‘My Clinical Recording Dashboard’ which brings together a number of
key data quality and safety related recording statuses in one place so that it can be managed
by staff and overall progress can be monitored by the team and ward managers.
The Trust goes through a monthly cycle of robust governance processes to ensure that
issues and priorities are identified early and actioned promptly, this is done through the
monthly Directorate and Performance meetings and issues are escalated to the Trust
Executive Board accordingly.
The annual requirement to ensure compliance with the national Information Toolkit to assure
the governance and quality of the data being submitted by the Trust is also being
undertaken. Systems and processes have been established to check for data completeness
and the consistency of activity levels, across time and similar types of service, on a monthly
basis.
We continue to monitor the completeness and accuracy of data in relation to assigning
people who use services to different ‘care clusters’. Each of these clusters describes a type
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of need or condition and the type of support that is required to meet it.
Use of external information such as statistics from the NHS Improvement Model Hospital and
publications based on Mental Health Service Dataset (MHSDS) and SUS (Secondary Uses
Service) are used routinely to assess quality of information reported internally and externally.
We continue to provide monthly Mental Health Service Dataset (MHSDS) nationally to NHS
Digital; this dataset includes range of activity information from the Trust’s clinical records.
The Trust takes part in an annual cycle of national benchmarking services provided by the
NHS Benchmarking Network, this enables the Trust with rich and comparable information
against other Mental Health and Learning Disabilities services, and provides meaningful
insight on where we are against national variations and performance.
Learning from Deaths
Since the publication of the Learning from Deaths Framework in March 2017, we have
implemented the Trust’s process and policy to meet the requirements of the framework.
When a member of staff is alerted to the unexpected death or suspected suicide of a person
in receipt of our service, the member of staff informed of the incident completes an incident
report on the Risk Management System (RMS). This information could come to our attention
in a number of ways, by other agencies e.g. the police, the person’s GP, the coroner or from
the family/carers directly contacting the clinical teams.
During 2018/19 361 of Devon Partnership Trust patients died. This comprised the following
number of deaths, which occurred in each quarter of that reporting period:
Quarter
Reported
Quarter 1
Quarter 2
Quarter 3
Quarter 4
Total

Number of Deaths
Reported 2017-18
101
92
114
109
416

Number of Deaths
Reported 2018-19
84
72
97
108
361

Deaths reported have been coded as one of the following (this more specific coding aids the
review process and determining the appropriate level of further review and/or investigation):


Unexpected unnatural death (UU) an unexpected death from unnatural causes, for
example suicide, homicide, abuse, neglect



Unexpected natural death (UN1) from a natural cause, for example a sudden cardiac
condition or stroke



Unexpected natural death (UN2) from a natural cause but didn’t need to be, for example
alcohol dependence and where there were may have been care concerns



Expected unnatural death (EU) expected but not from the cause expected or timescale,
for example some people who misuse drugs, are dependent on alcohol or with an
existing disorder
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Expected natural death (EN1) expected to occur in an expected time frame, for example
terminal illness or within palliative care services



Expected natural death (EN2) was not expected to happen in the timeframe, for example
a person with cancer or liver cirrhosis who dies earlier than anticipated.

Of the 361 deaths reported, the reported causes are shown below; these are not the
confirmed causes of death as per the coroner:
Cause of Death reported by staff

Qtr 1

Qtr 2

Qtr 3

Qtr 4

31

31

41

44

147
(41%)

12

2

7

8

29
(8%)

1

2
(0.6%)

4

7
(2%)

Expected Natural Death - Expected
Timeframe
Expected to occur in an expected time
frame. e.g. terminal illness or within
palliative care services.

Expected Natural Death - Earlier Than
Expected
Was not expected to happen in the
timeframe. e.g. person with cancer or liver
cirrhosis who dies earlier than anticipated.

Homicide (Suspected)

1

Unexpected Natural Death - Care
Concerns
From a natural cause but didn’t need to be
e.g. alcohol dependence and where there
were may have been care concerns.

3

Total /
%

Unexpected Natural Death
17

17

24

28

86
(24%)

An unexpected death from unnatural causes
e.g. suicide, abuse, neglect.

21

21

25

23

90
(25%)

Total

84

72

97

108

361

Unexpected natural death from a natural
cause e.g. a sudden cardiac condition or
stroke

Unexpected Unnatural Death

Once a death has been reported and reviewed it may be obvious (or likely) that there has
been a patient safety event or suicide that meets the threshold for a serious incident report
and further investigation. The incident would then be reported externally to our
commissioners in accordance with the Serious Incident Framework and the case would be
referred to our Root Cause Analysis (RCA) team for further investigation.
By the end of March 2019, 46 deaths reported during the period April 2018 to March 2019
had been identified as a serious incident requiring external reporting and further investigation
by our Root Cause Analysis team. Of these, 31 have been completed and 15 investigations
are on-going.
A total of 155 deaths that had have been reported as occurring between April 2018 to March
2019 were identified as requiring a mortality case review. Of these; 10 cases have been
referred to the Learning Disabilities Mortality Review (LeDeR) Programme for review. Of the
remaining 145 cases, 34 case reviews have been completed with the remaining 111 still to
be completed.
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Mortality Review Status
Mortality Review Completed
Review to be completed

Qtr 1
18
11

Qtr 2
14
12

Qtr 3
2
36

Qtr 4
52

Total
34
111

Learning Disabilities Mortality
Review
Total

5

1

2

2

10

34

27

40

54

155

By May 2019, 34 case record reviews and 31 investigations have been carried out in relation
to 214 of deaths included above.
In five cases a death was subjected to both a care 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:
Review type and status
Mortality Review Completed
Mortality Review Required
Learning Disabilities Mortality
Review
Root Cause Analysis
completed
Root Cause Analysis in
progress

Qtr 1
18
11
5

Qtr 2
14
12
1

Qtr 3
2
36
2

Qtr 4
52
2

Total
34
111
10

11

13

7

0

31

2

1

8

9
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2 representing 0.55% of the patient deaths during the reporting period are judged to be more
likely than not to have been due to problems in the care provided to the patient.
In relation to each quarter, this consisted of:
2 representing 5% of the number of deaths which occurred for the first quarter
0 representing 0 of the number of deaths which occurred for the second quarter
0 representing 0 of the number of deaths which occurred for the third quarter
0 representing 0 of the number of deaths which occurred for the fourth quarter
These numbers have been estimated using the Structured Judgement Review Tool. The
Structured Judgement Review Tool was used to complete a care note review; the case note
reviews were completed at a series of multidisciplinary review workshops. During the year
we have worked with the Royal College of Psychiatrists on the development of their Care
Review Tool, this has now been finalised and published and is now used for all mortality
reviews. The new tool does not include the ‘avoidability’ scoring like the original tool but
does ask ‘Was the patient’s death considered more likely than not to have resulted from
problems in care delivery or service provision?’, where it is identified that this may have been
the case referral for a serious incident investigation is considered.
What has been learnt from the reviews?
A number of key themes have been identified by the mortality review process there were;

26









Non-engagement in treatment with concerns about the assessment of capacity to
disengage.
Discharge planning
Physical health care
Delays in care or extended periods of time between contacts
Liaison with other agencies e.g. GPs, support agencies
Under estimation of risk given presentation and complex physical health concerns
Engagement with drug and alcohol services

Actions taken or being taken in response to the reviews
Any review with a score of 1 or 2 (very poor or poor care) within any phase of care or the
overall care score will be escalated for a Serious Incident review if not already reported.
Each of the completed case reviews is shared with the services involved in the care and they
are asked to consider the review, any issues identified and potential learning. Where
necessary, an action plan is developed and these actions are added to the risk management
system for on-going monitoring and reporting. The outcome of the reviews, actions and
learning can be shared through the local learning from experience groups and other
governance processes.
The completed reviews during the year were reported to the Trust’s Mortality Steering Group.
The mortality review work will in the future be reported to and overseen by our Clinical Audit
and Effectiveness Group which has senior multidisciplinary representation and will allow
closer and more direct links with quality improvement work.
Assessment of the impact of the actions taken
Any review with a score of 1 or 2 (very poor or poor care) within any phase of care or the
overall care score will be escalated for a Serious Incident review if not already reported.
The themes identified in the reviews are monitored to identify where the actions being taken
are resulting in the reduced occurrence of similar issues, the consideration if the reviews at
service and Trust level allows the themes to be considered as part of on-going improvement
programmes, including work on physical health monitoring and the review of our dual
diagnose pathways.
44 case record reviews and 15 investigations completed after 31 March 2018 which related
to deaths which took place before the start of the reporting period. 2 representing 4% of the
patient deaths during October 2017 to March 2018 are judged to be more likely than not to
have been due to problems in the care provided to the patient. This number has been
estimated using the Structured Judgement Review Tool, the Structured Judgement Review
Tool was used to complete a care note review; the case note reviews were completed at a
series of multidisciplinary review workshops.
4 representing 0.9% of the patient deaths during October 2017 to March 2018 are judged to
be more likely than not to have been due to problems in the care provided to the patient.
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Serious Incident Reporting
All staff are responsible for managing risks within the scope of their role and responsibilities
as our employees. There are structured processes in place for incident reporting, and the
investigation of serious incidents. The Board, through the risk management policy and
incident reporting policy, promotes open and honest reporting of incidents, risks and hazards.
We have a positive culture of reporting incidents enhanced by accessible online reporting
systems available across the organisation. All patient-related incidents, which have resulted
in harm as well as ‘Near Miss’ incidents, are reported on to the National Reporting and
Learning System to support national trend analysis of incident data.
Twice yearly, we receive a summary of activity benchmarked against that of other, similar
organisations. The most recent report covering the period April 2018 to September 2018
showed that we have continued to make a significant improvement in our level of reporting.
For the year 2018/19, a total of 11,289 incidents have been reported locally by our staff, of
these 116 incidents met the criteria in the NHS England Serious Incident Framework for
external reporting and serious incident review. Each of these incidents has been subject to a
full investigation and production of a detailed report, which is shared with our commissioners
as well as being used to inform learning and improvements in our services. The table below
details the numbers and types of incidents reported to the commissioner:
Category
Apparent/actual/suspected self-inflicted harm
Abuse/alleged abuse of adult patient by staff
Abuse/alleged abuse of adult patient by third party
Disruptive/ aggressive/ violent behaviour
Confidential information leak/information governance breach
Unauthorised absence
Apparent/actual/suspected homicide
Slips/trips/falls
Treatment delay
Environmental incident
Medication incident
Pressure ulcer
Total

Number
63
11
11
8
5
4
3
3
3
2
2
1
116

During 2018/19 the Trust has continued its participation in a pilot project with the Royal
College of Psychiatrists to develop a national set of standards and accreditation scheme for
Serious Incident Investigations. The outcome of the recent pilot review is awaited.
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Personal Data
Any incidents relating to data security are reviewed and monitored and the Caldicott
Guardian and Senior Information Risk Officer (SIRO) are alerted in the case of any
significant breach.
Six significant lapses of data security occurred during 2018/19 and these required reporting
to the Information Commissioner’s Office (ICO) and the details are set out in the table below.
SUMMARY OF SERIOUS INCIDENTS REQUIRING INVESTIGATIONS INVOLVING
PERSONAL DATA AS REPORTED TO THE INFORMATION COMMISSIONER’S
OFFICE(ICO) IN 2018/19
Date of
incident
(month)

Nature of incident

Nature of Data
involved

June 2018

Unauthorised
disclosure

Sensitive
information

(ref 40093)

Number
Notification steps
of data
subjects
potentially
affected
1

Notification to
ICO ref:
COM0753374

Further action
on
information
risk

Matter fully investigated. On investigation it was clear that whilst there had
been insufficient transparency in relation to the particular circumstances the
disclosure was appropriate. ICO investigation concluded with no
enforcement action required.

November
2018 (ref
38518)

Unauthorised
disclosure.

Further action
on
information
risk

Safeguarding meeting attended by social worker with potential conflict of
interest. Matter fully investigated and identified that attendance in the
particular circumstances was appropriate and no harm to the individual.
Recommendations made to improve communications to reduce future risk.

Some patient
identifiable
information
including health
information.

1

Notification to
ICO ref:
COM0752521

ICO investigation concluded with no enforcement action required.
October 2018
(ref 44200)
Further action
on
information
risk

Disclosed in Error

Confidential
patient information

1

Notification to
ICO ref:
COM0792262

Member of staff discussed contact with services with patient in public place.
Addressed with member of staff and action taken to minimise impact to
patient
ICO investigation on-going
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November
2018 (ref
45958)

Disclosed in Error

Further action
on
information
risk

Document relating to another individual disclosed in error with Subject
Access request. Full investigation with recommendations to review
processes to minimise future risk

February
2019 (ref
48592)

Technical Security
failing

Further action
on
information
risk

Identified that a UK Cloud virtual server had been infected with Ransom
ware. Full forensic investigation commissioned. Unable to confirm whether
information inappropriately accessed. Immediate actions taken and
recommendations from investigation to be implemented to minimise future
risk. ICO investigation concluded with no enforcement action required.

March 2019
(ref 48955)

Disclosed in Error

Further action
on
information
risk

E mail sent to carers disclosing other e mail addresses and some limited
personal information about one individual. ICO investigation concluded
with no enforcement action required.

Confidential
patient information

1

Notification to
ICO ref: IC02800-Y9J0

ICO investigation concluded with no enforcement action required.
Some staff
identifiable
information
including health
information.

Person identifiable
information

2781

250

Notification to
ICO ref:
COM0792262

Notification to
ICO ref: IC10483-C0N0
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2.3 Reporting Against Core Indicators for 2018/19
Key Performance Indicators for 2018/19
Our Board of Directors regularly reviews a range of Key Performance Indicators (KPIs) to
monitor progress in a number of areas. A selection of these KPIs and our performance
against them is set out below:
Follow-up within Seven Days of Discharge for People on Care Programme Approach
It is important that people receive continuity of care when they are discharged from hospital.
This indicator monitors how many people are being supported on the Care Programme
Approach (CPA) are followed-up within seven days of their discharge.
National Data – Follow-up within Seven Days of Discharge for People on CPA
Data Source – Health and Social Care Information Centre (HSCIS)
Reporting
period
(for 3
months in
quarter)
Quarter 3 2018/19

National
Average

Highest
Score
Nationally

Lowest
Score
Nationally

Reporting Period
(for 3 months in
quarter)

National
Average

Highest
Score
Nationally

Lowest
Score
Nationally

Quarter 4 2018/19

Number

%
Number
%
95.5%
100%
81.6%
59/63
93.7
36/41
83
* Quarter 4 figures were not published nationally at the point of releasing Quality Accounts, we have added local figures for
Quarter 4 and weren’t able to add the highest and lowest details due to the delayed national publication. Quarter 4
information will need to updated once the national data becomes available

The Devon Partnership Trust considers that this data is as described for the following
reasons; ensuring that people’s needs are continuing to be met once they have left hospital
is extremely important. Our target is for 95% of people receiving an enhanced package of
care, using the Care Programme Approach, to be followed-up within seven days of being
discharged from hospital. We consistently perform well against this target and, at the end of
March 2019; our performance was at 94%. Narrowly missing this target was due to one
person not being followed up within the timescale as we were unable to contact them after
discharge from hospital.
The Devon Partnership NHS Trust intends to take the following actions to improve this
indicator, and so the quality of its services by:
Adhering to a robust operational process to follow up with people discharged from our
services. This indicator is clearly linked to national evidence based data that timely follow up
reduces suicides and harm to patients. In quarter 4, only 5 patients missed the follow up
deadline however, for all cases checks were made to ensure that the patients were safe.
As a proactive measure for safety and compliance, Devon Partnership Trust takes
reasonable steps to ensure the robust reporting of this key indicator.
-

Daily information is available via the Trusts reporting portal ‘Informatics Hub’.
Real time report who requires follow up is available as part of the Clinical Recording
System (CareNotes).
In addition to this, weekly updated and consolidated position is shared with the
relevant ward managers to highlight gaps.
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-

This indicator is reported at the monthly Directorate Governance Board, Trust
Executive Committee, and bi-monthly to Quality and Safety Committee and The Trust
Board.

The Percentage of Admissions to Acute Wards for which the Crisis Resolution Home
Treatment Team acted as a Gatekeeper during the Reporting Period
Our Crisis and Home Treatment Teams (CRHTs) are the ‘gatekeepers’ to our inpatient
wards. This ensures that admissions to hospital are assessed properly and well-coordinated.
This indicator monitors the percentage of admissions that have been made through our
CRHTs.
National Data – Admissions to Inpatient Services which have had Access to Crisis
Resolution and Home Treatment Teams
Data Source – Health and Social Care Information Centre (HSCIS)
Reporting
period
(for 3
months in
quarter)

National
Average

Highest
Score
Nationally

Lowest
Score
Nationally

Quarter 3 2018/19
Number
113/115

%
98.3

Reporting Period
(for 3 months in
quarter)

National
Average

Highest
Score
Nationally

Lowest
Score
Nationally

Quarter 4 2018/19
97.8%

100%

78.8%

Number
95/97

%
98

* Quarter 4 figures were not published nationally at the point of releasing Quality Accounts, we have added local figures for
Quarter 4 and weren’t able to add the highest and lowest details due to the delayed national publication. Quarter 4
information will need to updated once the national data becomes available

The Devon Partnership Trust considers that this data is as described for the following
reasons:
Our Crisis and Home Treatment Teams (CRHTs) are the ‘gatekeepers’ to our inpatient
wards. This measure is important as it demonstrates that admissions to hospital are
assessed as timely and well-coordinated. We consistently perform well against this target
and our quarter 3 and quarter 4 data provides assurance that we are performing above the
nationally mandated target which is 95%.
The Devon Partnership Trust intends to take the following actions to improve this indicator,
and so the quality of its services by:
Devon Partnership Trust takes pro-active measures to ensure that the process is followed
operationally to ensure a robust delivery of service, this is supported by information available
to clinicians daily via the Trusts reporting platform ‘Informatics Hub’. Weekly reports are also
shared with the Crisis team managers to that it helps to monitor activity routinely.
This indicator is also reported at the monthly Directorate Governance Board, Trust Executive
Committee, and bi-monthly to Quality and Safety Committee and The Trust Board.
Percentage of patients aged 16 or over, readmitted to a hospital which forms part of
the Trust within 28 days of being discharged from a hospital which forms part of the
Trust during the reporting period
The readmission rate data is submitted to the National Benchmarking Network (NHSBN)
yearly exercise so the Trust have full visibility of benchmarking comparison against other
Mental Health Trusts.
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Percentage of readmissions within 28 days
Data Source – NHS England
Reporting period
Trust
(for 3 months in quarter)
Number
%
Quarter 1
17/204 8%

National
Average

Highest Score
Nationally

Lowest Score
Nationally

-

-

-

Quarter 2

11/168

6%

-

-

-

Quarter 3

7/182

3%

-

-

-

Quarter 4

8/150

5%

9%

23%

2%

*Readmission data is only available as a year-end total therefore we are unable to provide a quarterly breakdown.

The Devon Partnership Trust considers that this data is as described for the following
reasons:
We routinely report readmission rates within the Trust’s internal governance process and
relevant meetings. The information is also shared with service managers on a weekly
basis. In addition, readmission data can now be viewed using the Informatics Hub and as
part of the Acute Care Pathway Dashboard.
The Devon Partnership Trust intends to take the following actions to improve this indicator,
and so the quality of its services by:
As per the yearly national benchmarking data, the Trust is able to compare our position
against national data and therefore make informed choices about service improvement, or
acknowledgement of good practice.
Re-admission data is currently being worked on as an activity measure so that it can be
accessed as part of the team dashboards and will be updated daily. The Informatics team
are working on this with an aim to make this measure available within the next 6 months. As
an interim, arrangement, weekly activity data is shared with the service managers and
reported to the Directorate Governance Board monthly, for governance and assurance
purposes.
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People’s Experience of their Health or Social Care Workers
This indicator measures people’s experience of their health or social care workers in our
community teams, based on the results of the annual patient survey, and compares it with
the national average:
National Data – Patient experience of Community Mental Health Services
Data Source – Care Quality Commission Annual Survey
Data
Source

Overall
Experience

Trust
Score
2017/18

National
Average

Highest
Score
Nationally

Lowest
Score
Nationally

Trust
Score
2018/19

National
Average

Highest
Score
Nationally

Lowest
Score
Nationally

7.0

7.0

7.5

5.9

6.8

6.8

7.5

5.6

Responses were received from 234 people at Devon Partnership NHS Trust.
The Devon Partnership Trust considers that this data is as described for the following
reasons:
This survey is completed as part of the Care Quality Commissions NHS patient survey
programme. The survey is completed on behalf of the Trust by an externally commissioned
provider. The survey has strict sampling and administration processes and the results are
published on the Care Quality Commission website.
The Devon Partnership Trust intends to take the following actions to improve this indicator,
and so the quality of its services by reviewing the following recommendations that were
highlighted in the survey including:
 We ensure service users are seen often enough for their needs. Review where this is
not happening and take action.
 Many service users say they are not always given enough time to discuss their needs
and treatment. This score has declined and is in the bottom 20% range. In addition,
some service users report that their health or social care worker did not understand
how their mental health needs affected other areas of their life. This score is in the
intermediate 60% range of all Trusts surveyed.
 Ensure that service users' views are taken into account and they are engaged with
effectively when discussing their condition and care.
 Many service users report that they have not been told who is in charge of organising
their care and services. This score is in the bottom 20% range. The score for how well
care is organised is also in the bottom 20% range.
 Healthcare professionals should use and adapt the person-centred approach to meet
the needs of individual patients so that all patients have the opportunity to be involved
in decisions about their care at the level they wish.
These recommendations have been reviewed by Directorates and appropriate actions have
then been added to their Quality Improvement Plans to take forward.
Rate of Patient Safety Incidents Resulting in Severe Harm or Death
Maintaining the highest possible levels of patient safety is our overriding priority. These
tables indicate the number of incidents that have resulted in severe harm or death across our
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services, both inpatient and community, during the period October 2017 to September 2018;
this is the most recent reporting period published by the National Reporting and Learning
System (NRLS).
The NRLS report, which details the level of patient safety reporting benchmarked against
other Mental Health Trusts, has been published covering the period April 2018 to September
2018. Of the 50 Mental Health Trusts in our cluster, we are the 24th highest reporting Trust;
with a reporting rate of 48.0 incidents per 1,000 bed days.
The Devon Partnership Trust considers that this data is as described for the following
reasons. There has been a significant improvement in our level of reporting to the NRLS and
this is a reflection of the continued work to make reporting easier for staff. We have seen an
increase in the number of reported deaths, As described in the Learning from Deaths section
above, this will in part be a result of higher number of all deaths being reported, a large
number will at the time of reporting be reported as patient safety incidents as the cause of
death will not have been determined and reported by the coroner, once the outcome of the
coroners review is known these causes and impact can be updated, although this is not
always in time for the NRLS publication.
The Devon Partnership Trust intends to take the following actions to improve this indicator,
and so the quality of its services, we will continue in 2019/20 to improve the levels of
reporting and reduce the harm resulting from these incidents, this work will include:






Improved review of all moderate and severe incidents to ensure that the level of harm
appropriately reflects the actual impact for example incidents of death that are initially
reported as patient safety incidents that are later determined as being due to natural
causes.
Continued review and development of the incident reporting system to make it easier to
report incidents in a timely way
Improved access to information gathered through this reporting through real time reports
to teams, better thematic review and analysis of incidents and better feedback to staff
about changes made as a result of their reports
On-going training for staff to use the system and for managers to review and identify
actions and learning from incidents.

National Data – Rate of patient safety incidents resulting in severe harm or death
Data Source – National Reporting and Learning System (NRLS)
Reporting period
(6 months October
Data
National
Highest
Lowest
2017 to March
Indicator
Source
Average
Nationally
Nationally
2018)
Number
%
NRLS Incidents Reported
1798
3147
8134
1
Rate reported per
NRLS
35.33
51.37
96.72
14.88
1,000 bed days
Incidents resulting
NRLS
7
0.4%
11 / 0.3%
121 / 2.1%
0
in severe harm
Incidents resulting
NRLS
31
1.7%
25 / 0.9%
138 / 3.9%
0
in death
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National Data – Rate of patient safety incidents resulting in severe harm or death
Data Source – National Reporting and Learning System (NRLS)
Reporting period
(6 months April to
Data
National
Highest
Lowest
Indicator
September 2018)
Source
Average
Nationally Nationally
Number
%
NRLS Incidents Reported
2447
3381
9204
16
Rate reported per
NRLS
48.0
55.4
114.3
24.9
1,000 bed days
Incidents resulting
NRLS
16
0.7% 10.96 / 0.3% 129 / 2.1%
0
in severe harm
Incidents resulting
NRLS
53
2.2% 25.72 / 0.9% 110 / 2.3%
0
in death

Part 3 Other Information
Performance against 2018/19 Quality Indicators
We produce an integrated performance report, which is discussed at each of our public
Board meetings and the papers are available on our website. The report includes a range of
indicators that help us to understand our performance in relation to the quality of the care we
provide. These indicators are agreed with our commissioners (stakeholders) and reviewed
both in terms of performance and appropriateness for demonstrating improvement in
quality. A number of these indicators are detailed below.
The graphs and data presented in these graphs from are based on local data recorded by
staff that they are collected from various internal systems including our Clinical Recording
System, our Workforce System (ESR), our Risk Management System (RMS) and local data
captures. Some of the indicators themselves are national, however, the actual month end
position may vary against nationally published data due to timing of data submission and
data cut off points.

Patient Safety
48 hour follow up
Discharge is a known risk factor for suicide and early follow up has been shown to reduce
risk. This is a local indicator and captures all follow ups, irrespective of whether the person is
on CPA or not.
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Operational Commentary
For the last 12 months, we have seen between a small number of people not being followed
up within 48 hours, please note that the 7 day follow up is a national KPI for people only on
CPA, and 48 hour follow up is for everyone ‐ not just those who are on CPA.
The main reasons for not missed follow ups are:
• Patients do not respond to agreed phone call follow up
• Patients were seen but slightly delayed after 48 hours
• Patients were contacted through third party contact which doesn’t pass the criteria
due to the national definition
In all patient cases and in providing assurance checks are made to ensure patients who were
not followed up with 48 hours did receive delayed follow up outside of the agreed timescale
and were safe.
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Meds Reconciliation in 72hrs
This is a safety check designed to ensure people get the right medicines as soon as possible
after admission and to prevent unintentional changes being made to a person’s medicines
when they are transferred from one care environment to another or when prescription charts
are rewritten.

Operational Commentary
The graph shows a common cause variation, which means that unless the process is
reviewed and improved; it is unlikely to be performing consistently above the target ﴾95%﴿.
All patients are actively followed up and our pharmacy staff work directly with our staff to
improve this in a safe and timely manner for our patients. Further discussion is taking place
with the lead for medicines management to see if any root cause can be identified for the
above cases identified.
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Falls
Falls can lead to serious harm for inpatients and reduction is a patient safety priority.

Operational Commentary
This indicator is showing a common cause variation, since June 2018 we are seeing an
upward trend in the numbers, however we note that falls resulting in moderate to serious
harm has been consistently low which shows the impact has been insignificant.
Directorates are being asked to review. The numbers of reported falls have risen; however
the majority of these resulted in no harm or minor harm.
Seclusion Incidents
Reducing the need for inpatient seclusion is a Trust patient safety priority.

Operational Commentary
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The Indicator shows random variation ﴾common cause). Numbers of seclusions are
monitored by the local senior nurses and the Safety and Quality committee. Reports are
produced and sent to the Directorates Learning from Experience groups where they are
reviewed for trends and patterns.
The importance of continuing to embed our approach to the 4 steps programme and our
engagement and supportive interventions with patients remains key to reducing the overall
need for restrictive interventions.

Clinical Effectiveness
Gatekeeping
All patients should be assessed by CRHT prior to admission. This is to ensure alternatives to
admission are always considered.

Operational Commentary
This measure was a national indicator as part of the Monitor Risk Assessment Framework,
which was superseded by the Single Oversight Framework ﴾SOF﴿, and Gatekeeping is no
longer part of SOF, it has been agreed to continue reporting this indicator.
CPA Reviews ﴾12 Months﴿
CPA is a formal review of complex patients on going needs and care which should include
the patient, carers and all other key agencies. A care plan should be produced which is
signed by the patient. Not all mental health patients are formally under CPA. This process is
in place to help ensure all complex patients are formally reviewed.
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Operational Commentary
This relates to patients who are under the Care Programme Approach and there is a
requirement for their plan of care to be reviewed regularly.
Work to date has identified that there are issues with the reporting leading to cases
remaining as appearing open on the system but their episode of care is closed with DPT.
This work has identified that the majority of the required underperformance data cleansing
has almost been completed. Performance as of the end March 2019 is at 92% which is a
significant improvement and further work is being undertaken to maintain continuous
improvement. Assurance is that people in receipt of our services are receiving timely reviews
to their care and treatment.
Incidents of Restraint
Restrictive practice in mental health and learning disabilities settings requires monitoring to
ensure that staff are safely trained and competent in managing in the least restrictive
manner. Also where restraint is used that it is undertaken with caution and with the right
techniques to avoid causing undue harm to patients or staff.

41

Operational Commentary
The Indicator shows random variation ﴾common cause﴿. These are monitored by the Safety
and Quality Leads.
The importance of continuing to embed our approach to the 4 steps programme and our
engagement and supportive interventions with patients remains key to reducing the overall
need for restrictive interventions
Reports are produced and sent to the Directorates Learning from Experience groups where
they are reviewed for trends and patterns. These are reported through to DGB on a monthly
basis.

Patient Experience
Median wait for assessment ﴾Working days﴿ ﴾Trust﴿
All referrals should be assessed within 10 days

Operational Commentary
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We are currently showing 11 days, against the target of 10 days ﴾median - middle number﴿.
In total, there were 125 people who had to wait longer than 20 working days for assessment.

Operational Commentary
We are currently showing 7 days, significantly below the target of 10 days ﴾median - middle
number﴿.

Operational Commentary
We are currently showing 15.5 days, against the target of 10 days ﴾median - middle number﴿.
Delayed Discharges ﴾Trust﴿
Patient access, experience and recovery is adversely effected by delayed discharges.
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Operational Commentary
Considerable improvement has been made within DPT in this area, investment into
discharge coordinators within the inpatient areas, this is evident in the information as the
improvement is clearly noticeable since December 2017.

Operational Commentary
The Trust has created a staffing resource to focus specically on the process of timely repatriation of
patients from out of area beds and in monitoring overal bed days and reasons for delays to ensure a
tilmely discharge. This service is developing and is closely monitored by our Individual Patient
placement team.
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Operational Commentary
The graph demonstrates a stable common cause variation

Operational Commentary
The graph demonstrates a stable common cause variation
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Operational Commentary
The graph demonstrates a stable common cause variation

Length of Stay
Inpatient stays should be for the minimum clinically appropriate time.

Operational Commentary
Currently concerns about length of stay are connected with Learning Disability inpatients at
the Additional Support unit ASU. The issues are around complexity of patient group and lack
of suitable placements for these patients to be discharged to.
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These issues have been raised with colleagues in commissioning and social care and a
number of actions are being taken. However despite actions length of stay remains high and
we are undertaking a safeguarding service review.
We are also commissioned an external officer to support with the above work.
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An Overview of the Quality of Care Based on Performance in 2018/19 against
Indicators
Under the Department of Health (and Social Care) guidance on the production of Quality
Accounts for 2018/19, all mental health Trusts were required to agree, with their external
auditors, the auditing of performance against two of the following four indicators:






Early Intervention Psychosis (EIP): people experiencing a first episode of psychosis
treated with a National Institute for Health and Care Excellence (NICE) approved care
package within two weeks of referral
Inappropriate out-of-area placements for adult mental health services
Improving access to psychological therapies (IAPT): waiting time to begin treatment
(from IAPT minimum dataset): within six weeks of referral
95% enhanced Care Programme Approach (CPA) patients receiving follow-up
contact within seven days of discharge from hospital.

We have agreed that for the 2018/19 Quality Account the indicators that were audited are:




Early Intervention in Psychosis (EIP): people experiencing a first episode of
psychosis treated with a National Institute for Health and Care Excellence (NICE)
approved care package within two weeks of referral
Inappropriate out-of-area placements for adult mental health services

= these indicators are subject to testing by the External Auditor as part of their limited
assurance opinion.
Early Intervention in Psychosis (EIP): People Experiencing a First Episode of
Psychosis Treated with a NICE Approved Care Package within Two Weeks of Referral
National Data Early Intervention in Psychosis (EIP)
Data Source – NHS England
Reporting period
National
Highest
Lowest Score
Trust
(for 3 months in quarter)
Average
Score
Nationally
Number
%
Nationally
Quarter 1
39/53
73.58%
Quarter 2

41/49

83.65%

-

-

-

Quarter 3

45/59

76.27%

-

-

-

Quarter 4

32/53

60.38%

53.0%

100%

18.0%

*National data only provides year end snapshot therefore quarter 1-3 benchmark figures are not available

Intervening early to support people with new cases of psychosis is an important factor in
terms of their recovery. The intention of mental health access and waiting time standards is
to provide timely access to evidence-based care for those in need.
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From 1 April 2016, more than 50% of people with first episode of psychosis need to be
treated with a NICE-approved package of care within two weeks of referral. We have been
reporting on these indicators internally since 2015/16.
The current expectation is that, within a maximum of two weeks of referral, more than 50% of
people with suspected first episode of psychosis:


Have been assessed by the Early Intervention Psychosis (EIP) service
And, where appropriate:



Have been accepted onto the EIP service caseload



Have been allocated an EIP care coordinator who has actively engaged with the person
to develop a plan of care and commence treatment in line with NICE recommendations.

More than 53% of people experiencing first episode psychosis are allocated to, and engaged
with an early intervention psychosis care coordinator, and their treatment started with a
NICE-concordant package of care, within two weeks of referral. We achieved 61.5% against
target of 50% at the end of March 2019, and clear programmes and plans are in place to
continue to deliver against the 50% target.
We have also achieved 56.1% performance in provision of regular measurement and
monitoring of the effectiveness of services for people in the first episode psychosis pathway
using health of the nation outcome scores at the end of March 2019.
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Inappropriate Out of Area Placements for Adult Mental Health Services
Summary of Outlier
Bed Placements

Outlier
out of
County

Outlier
within
Devon

PICU

Total

Apr-18

843

490

350

1683

May-18

927

430

349

1706

Jun-18

925

574

308

1807

Jul-18

923

533

373

1829

Aug-18

896

472

462

1830

Sep-18

1083

526

407

2016

Oct-18

965

590

361

1916

Nov-18

693

590

312

1595

Dec-18

823

582

312

1717

Jan-19

996

739

435

2170

Feb-19

1229

725

383

2337

Mar-19

1423

759

410

2592

Total

11726

7010

4462

23198

Average

977

584

372

1933

1. Outliers outside County – the number of bed days where a patient has been placed in a
bed outside of Devon footprint, due to lack of availability of beds within Devon footprint.
2. Outliers within Devon – the number of bed days where a patient has been placed in a bed
within the Devon footprint, but geographically away from the locality they reside in
3. Psychiatric Intensive Care Unit (PICU) – the number of bed days where a person resides
in a PICU bed awaiting repatriation to a local bed or move on to a specialist bed. For the
purpose of this we have assumed any PICU length of stay in excess of 28 days is
classified as inappropriate.
The Trust currently places people in acute out of area placements. The Trust has reviewed
the data on all acute out of area placements and has identified any that would be classed as
inappropriate.
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The Devon Partnership Trust considers that this data is as described for the following
reasons; in accordance with the DHSC guidance for this indicator, which states there are
various reasons why treatment in an out-of-area unit may be appropriate, the Trust considers
the following out of area placements to be appropriate and therefore these have been
excluded from the bed days reported:


Prior to January 2019, there were no PICU facilities in Devon. A new facility opened in
January 2019, and there was a phased programme of occupancy over the period
February to March 2019. During the year all PICU placements up to 28 days were
therefore considered to be appropriately placed.



From April 2019, all PICU placements out of Devon will be considered inappropriate.



Placement made out of area due to safeguarding reasons.



Specialist placements made out of area.

In some circumstances, the actual date of admission may be up to 24 hours from the data
reported due to completions of Mental Health Act assessments and / or transports
arrangements.
All other out of area placements (including those within Devon but outside of localities of
residence) have been included in line with issued guidance.
The Devon Partnership Trust has taken the following actions to improve this indicator and the
quality of its services:








We have done significant work to review bed stock within Devon and have identified a
need for additional inpatient facilities.
We have secured national capital funding (as a part of an STP process) to build a
new ward in Torbay. As an interim measure, we have commissioned 16 private beds
for men in nearby Taunton.
The crisis team hours in the Exeter area have been extended during the last year to
reduce dependence on beds.
Discharge facilitators have been appointed to support timely discharge of patients.
Repatriation co-ordinators are been appointed.
Additional step down beds have been commissioned.
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Our Performance against a Selection of the Indicators for 2018/19:
Ensure that cardio-metabolic assessment and treatment for people with psychosis is
delivered routinely in the following service areas:
a) inpatient wards
b) EIP services
c) community mental health services (people on care programme approach)
Improving Access to Psychological Therapies (IAPT): Waiting Time to Begin
Treatment (from IAPT Minimum Dataset): Within Six Weeks of Referral
National Data: Improving Access to Psychological Therapies (IAPT)
Data Source – Health and Social Care Information Centre (HSCIS)
Reporting
period
(for 3
months in
quarter)

National
Average

Highest
Score
Nationally

Lowest
Score
Nationally

Quarter 3 2018/19
Number
2539

%
95%

Reporting
Period
(for 3 months
in quarter)

Highest
Score
Nationally

National
Average

Lowest
Score
Nationally

Quarter 4 2018/19
87.9%

100%

4%

Number
4623

%

not yet published

92%

* Quarter 4 figures were not published nationally at the point of releasing Quality Accounts, we have added local figures for
Quarter 4 and weren’t able to add the highest and lowest details due to the delayed national publication. Quarter 4
information will need to updated once the national data becomes available

Improving Access to Psychological Therapies (IAPT): Waiting Time to Begin
Treatment (from IAPT Minimum Dataset): Within Eighteen Weeks of Referral
National Data: Improving Access to Psychological Therapies (IAPT)
Data Source – Health and Social Care Information Centre (HSCIS)
Reporting
period
National
Average

(for 3
months in
quarter)

Highest
Score
Nationally

Lowest
Score
Nationally

Reporting
Period
(for 3 months in
quarter)

Quarter 3 2018/19

Quarter 4 2018/19

Number

Number

%
98.8%

2539

100%

National
Average

Highest
Lowest
Score
Score
Nationally Nationally

%

62.9%

not yet published

100%
4623

99.9%

* Quarter 4 figures were not published nationally at the point of releasing Quality Accounts, we have added local figures for
Quarter 4 and weren’t able to add the highest and lowest details due to the delayed national publication. Quarter 4
information will need to updated once the national data becomes available

Approximately 25% of the adult population in England will experience a mental health
problem at some point in their life and one in six adults has a mental health problem at any
52

one time, with depression and anxiety the most common. Depression and anxiety disorders
are serious and debilitating conditions and have significant impact on the quality of life for
individuals and their families, as well as wider economic costs. NICE guidelines state that
people diagnosed with these conditions should be offered evidence-based talking therapies
as an effective treatment.
These targets will enable:


Equitable access to services and treatments for people experiencing depression and
anxiety from all communities within the local population



Patient choice and a high level of satisfaction from both people using services and their
carers.

These two areas are regularly monitored and are performing significantly higher than the
nationally expected rate.
As at the end of 2018/19:


89% of people have received their first treatment/therapeutic session less than six weeks
from referral, against a national target of 75%



99% of people have received first treatment/therapeutic session less than 18 weeks from
referral, against a national target of 95%



51% of people have achieved recovery, against a national target of 50%



In the final quarter of the year, 17.3% of the population have accessed IAPT services,
against a national quarterly target of 19.0%.

Our organisation performed very solidly overall during 2018/19. We continue to meet
national submission requirements such as the MHSDS (Mental Health Service Data Set),
CDS (Commissioning Data Set) and UNIFY2. Key information from the national data
submissions is then published in the ‘Mental Health Five Year Forward View Dashboard’
which is provided by NHS England. We continue to monitor the accuracy of information to
ensure services users and their families and carers can see how our services are performing
and make informed choices about their care. Our Directorate Governance Boards, Trust
Executive Committee, Quality and Safety Committee and Board of Directors regularly review
a range of key performance indicators to monitor progress in a number of areas that
influence the delivery of safe, high quality care.
A selection of these indicators for 2018/19, and our performance against them, is set out
below (we also produce an integrated performance report, which is discussed at each of our
public Board meetings – you can find the papers on our website):
 Reducing Waiting Times
We have been continuing to work hard to reduce waiting times for the people we
support. Our Depression and Anxiety Service, for people with mild to moderate needs,
received nearly 25,662 referrals in 2018/19. Of those, 17,622 entered into treatment.
95% of these people were seen within a six week period, which is well above the national
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target of 75%. 99.9% of people received their first treatment less than 18 weeks from
referral, against the national target of 95%.
Just over 54% of people have achieved recovery following their support from our
organisation, against a national target of 50%. In the final quarter of 2018/19, 4.4% of
our local population had accessed our psychological therapy services, against a national
quarterly target of 4.5%.
Within our Psychology and Psychological Therapy Service, for people with more complex
needs, seven people were waiting for more than 18 weeks in Torbay and south Devon at
the end of 2018/19. In the rest of the county, where our waits have historically been the
most challenging, 23 people waiting over 18 weeks at the end of the year. This is a
significant reduction from 34 people in April 2018. While we are making real progress in
reducing waiting times, we want people to wait the shortest possible time to access all of
our services and we are working hard to achieve this.
 Annual Reviews of Care
It is equally important that people being supported using the Care Programme Approach
have a formal, validated review of their care every 12 months. At the end of March 2019,
our performance was 92% against a target of 95%. There has been some significant
work done by our Directorates to carry out the reviews within the expected time during
the last year, and this is on-going. We are continuing to monitor a six monthly review
target internally in order to ensure that, in due course, people are supported more
frequently than the national target of once a year.
 Delayed Transfers of Care
We do everything possible to minimise delays in the transfer of people’s care from one
setting to another. We are working closely with local authorities and commissioners to
jointly address the delays and we have seen a significant reduction in 2018/19. Our target
is for less than 7.5% of transfers to be delayed and, at the end of March 2019, the rate
was 4.6%.
 Admissions to Hospital
Our aim is for 95% of hospital admissions to be planned and coordinated by our Crisis
Resolution and Home Treatment teams. We continue to perform well against this target
and, at the end of March 2019, we achieved 96%.
 Staff Supervision and Appraisal
It is really important for us to make sure that our staff receive regular supervision and
appraisal so we can continue to deliver high quality services. Our target is for 90% of
staff to have received supervision, a monthly one-to-one meeting with their line manager,
within the last 60 days. At the end of March 2019, our performance was at 77.7%. Our
target for appraisal is 90% of staff to have received an appraisal within the last 12
months. At the end of March 2019 our performance was at 78.3%. We have continued
to improve our performance in both areas since last year.
 Compulsory Training
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Making sure that our staff complete appropriate training is an important factor in
delivering high quality services. Training continued to perform above target at 92% at the
end of March 2019. This is one of the highest compulsory training completion rates when
benchmarked against other mental health and learning disability providers.
Staff Engagement
Engaging with staff is a key factor in how well we are able to deliver our services. This
indicator in the NHS Staff Survey measures our overall engagement with staff, based on
advocacy, involvement and motivation.
National Data – Scores for Staff Engagement Theme
Reporting Period
2017

Reporting Period
National 2018
Average

Trust Score (out of 10)
Data Source:
Annual Staff Survey

7.0

National
Average

Trust Score (out of 10)
7.0

7.0

7.0

Although our scores have remained consistent over the last two years we have seen an
increase in our scores within advocacy, both in recommending the Trust as a place to work
and patient care being this organisation’s top priority, which was the theme for last year’s
staff engagement events.
Every Directorate has been asked to review their findings with their managers and teams and
to produce their own local action plans. These will then be co-ordinated and monitored
centrally through the Organisational Development team to ensure that cross-cutting themes
are considered going forward.
Workforce Race Equality Standard (WRES)
National Data
Data Source – 2018 NHS Staff
Survey

Trust
Score

Average (Median)

Trust
Score

for Mental Health

Ethni
city

2018/19

(provided in the 2018
DATA ANALYSIS
REPORT FOR NHS
TRUSTS; referencing
2017 median)

KF26 - National data percentage of staff experiencing
harassment, bullying or abuse
from staff in the last 12 months

White

20.45%

20.3%

21.62%

BME*

20.00%

24.5%

25.86%

KF21 - National data -

White

89.25%

87.6%

88.56%

2017/18
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percentage of staff believing that
Trust provides equal opportunities
for career progression or
promotion

BME*

86.27%

73.0%

89.47%

* Black and Minority Ethnic
The implications of the data and any additional background explanatory narrative:


KF26 – the percentage of staff experiencing harassment, bullying or abuse from
other staff in the last 12 months. It is positive to report this year that there has been a
further 5.4% decrease in the percentage of white staff experiencing harassment, bullying
or abuse from other staff in the last 12 months, and this year there has also been a
decrease for BME staff – of 22.6%. The action being taken by the Trust focuses on
ensuring that staff experiencing discrimination, bullying, harassment and victimisation
from other staff decreases and this is a key priority over the coming year.



KF21 – a positive increase for both white and BME staff regarding career
progression and promotion. This data shows a slight positive increase for white staff
regarding career progression and promotion (of 0.78%). However, it shows a decrease
for BME staff of 3.58%.

Action taken and planned, including, for example, indicator link to EDS2 evidence and/or a
corporate Equality Objective:


KF26 Action –



Staff have been actively encouraged to report incidents of discrimination, bullying,
harassment and victimisation identifiably, so that these issues can be addressed or refer
to the Freedom to Speak Up Guardian, the CiC service or their local managers. The
anonymous reporting approach is also now live for staff to report anonymously should
they feel they need to.



The reported reduction in experiences of discrimination, bullying, harassment and
victimisation might be attributable to the fact that in the past year, the Trust has placed far
greater focus on Equality and Diversity as an agenda, with themes being discussed at
key management and leadership events, such as Senior Staff Forum, Our Journey and
the Professions Conference as well as staff networks, the DPT Respect Network and the
central Equality inbox being available to staff routinely. Further events and activities are
planned for 2019/20.



The BME Staff Network Group continues to operate, and the Trust’s DPT Respect
Network has also now been in place for over a year. The BME Staff Network group
provides a ‘safe space’ for confidential discussion and experience sharing where peers
can provide direct support to each other, in response to experiences of discrimination,
harassment and bullying and encourage formal reporting. The DPT Respect Network
provides staff with a 1:1 drop in opportunity every three months, in seven different
localities, to discuss anything they wish to with the Head of Equality, Diversity and
Inclusion.



KF21 Action –
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The Trust continues to develop career pathways across clinical professions and aims
to strengthen career and leadership opportunities across all the core clinical
professions as part of its overarching Workforce strategy.
The Trust has also commenced annual analysis of Trust data to identify which
professions / roles BME staff are most commonly working within, specifically in bands
3, 5 and 6 to direct support around career progression.
The Trust will also undertake a current analysis of conversion rates between BME
staff completing applications for internal promotion but not being successfully
appointed, versus BME staff not applying for more senior roles.

Pharmacy and Medicines Optimisation
The safe and effective use of medicines and the impact that they have on a person’s
treatment, experience and outcomes plays a significant role in the care we
offer. Recognising this over recent years there has been a commitment to grow and develop
our own in-house team of specialist mental health Pharmacists and Pharmacy Technicians.
Building on the solid foundations reported in previous reports; and using the opportunity
afforded to us by having some vacancies in our existing structure a big focus of our work
during 18/19 has been to review and redesign the current team roles and functions so that
we are in the best place to work towards delivering our vision for Pharmacy and Medicines
Optimisation to ‘Work together to enable people to use medicines safely and effectively’ and
to optimise the contribution we make to delivering an overall vision and strategy for our
organisation.
Often unseen within the multidisciplinary team, clinical pharmacists and medicine
optimisation technicians are the experts in the therapeutic use of medicines. We routinely
provide medication education, support and advice to patients and other health care
professionals. Clinical pharmacists are a primary source of evidence based advice regarding
the up to date safe, appropriate, and cost-effective use of medications.
As well as being routinely available and present within inpatient teams the Medicines
Optimisation Team offers advice and support to community teams, patients, other partners
and carers both face to face and through our medicines helpline.
We have an established and valued in-house team of specialist mental health pharmacists
and medicine optimisation technicians. We pride ourselves on putting patients first and can
be used an independent advocate for individuals and teams to promote shared decision
making.
Our internal expertise is growing and being increasingly recognised outside of the Trust and
we are being asked to share our expertise across local, regional and national health and
social care pathways e.g. providing specialist medicines advice to our new perinatal service,
being a recognised key partner in a new integrated workforce plan ensuring that Mental
Health is now routinely included in the training and development of all new cross sector
foundation level pharmacists within Torbay and South Devon, developing and implementing
new medicines practice standards within our community services.
Medicines Optimisation is now becoming more embedded within all of our multidisciplinary
teams and services. Testament to the work we do demand for our input is higher than
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ever. Although there is always work to do we continue to be very proud of our Pharmacy and
Medicines Optimisation team and the care we deliver in collaboration with our colleagues
across the organisation and with our external partners to ensure people use medicines safely
and effectively. We are committed to growing this further.

Performance against 2018/19 CQUIN Goals
Every year a proportion of our income is conditional upon achieving quality improvement and
innovation goals agreed between our organisation and any person or body with which it
entered into a contract, agreement or arrangement for the provision of NHS services. This is
done through the Commissioning for Quality and Innovation (CQUIN) payment framework.
Agreed CQUIN Targets for 2018/19 included the following:
Improving Staff Health and Wellbeing
We partially achieved the targets set by commissioners for this CQUIN in 2018/19. This
work has been a continuation from previous years which aims to encourage providers to
improve their responsibility as an employer to look after their employee’s health and
wellbeing. This CQUIN requirement comprises three elements:




The improvement of the health and wellbeing of NHS staff
Ensuring access to healthy food for NHS staff, visitors and patients
Improving the uptake of flu vaccinations for frontline staff.

The Improvement of Health and Wellbeing of NHS Staff
The requirement for this element of the CQUIN was to improve the responses from staff to
identified questions in the 2016 National Staff survey questions by 5% for:




Whether our organisation takes positive action on health and wellbeing
Whether staff have experienced musculoskeletal problems in the past 12 months
Whether staff have felt unwell as a result of work-related stress.

Unfortunately we have not met the targets for the staff to the survey results. However, the
survey question regarding musculoskeletal problems shows that we have seen a positive
decrease from 19.8% to 18% indicating that 1.8% less staff experience musculoskeletal
problems as a result of work activities.
We have also undertaken a large number of other initiatives throughout the year to improve
staff Health and Wellbeing with future events also planned including:





A Health Promotion Day was held in January 2019 with further days scheduled
across the organisation. A Schwartz round about staff health and well-being ran
across our organisation and the Royal Devon and Exeter NHS Foundation Trust.
Secure Services are launching a staff debriefing pilot with the aim that pro-active
debriefing and shift de-briefs will improve staff mental well-being.
Staff Counselling is provided 24/7 by CIC service and the Occupational Health team
continues to support staff who feel unwell.
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The percentage of staff declaring a mental health diagnosis on pre-employment
continues to increase, with 44% of new starters declaring a diagnosis and
consequently receiving pro-active treatment, planning and support.
All new starters receive a session on their health and well-being at induction,
signposting them to services and resources available should they require support.
Menopause awareness sessions for staff are planned for 2019/20
A mental health and well-being workshop for staff will begin a pilot in May 2019.

Providing Access to Healthy Food
Our CQUIN project team has again worked hard with our catering suppliers to increase the
number of healthy food options available to purchase for staff, visitors and individuals using
are services. Over the year we reached our target that has increased to 90% (70% in
2017/18) of drinks lines stocked to be sugar free (less than 5.0g of sugar per 100ml); 80%
(60% in 2017/18) of confectionery and sweets to not exceed 250 kcal.
Improving the Uptake of Flu Vaccinations for Frontline Staff
Our infection control team has again worked hard to campaign in order to help our staff keep
flu-free this winter. The target for the flu vaccination element of the CQUIN was for 75% of
frontline staff to have the vaccination. In 2018/19 the final submission to Public Health
England for frontline health care workers was 64.8% which qualifies the Trust to receive 75%
of the available CQUIN funding.
Reaching the flu vaccine target remains a challenge but the Trust has initiated a number of
projects to meet an increased target of 80% uptake in frontline healthcare workers in
2019/20. An evaluation of last year’s campaign has taken place, and has included Survey
Monkey surveys available for staff to complete and share their experience about why either
they may not have chosen to have the flu vaccination, or their experience of having the
vaccine. Peer vaccinators were also asked to contribute what was helpful, and suggest
improvements for next year. Targeted education over the summer months, the use of
educational films with real-life experience, and improvements to accessibility of vaccine will
all feature in the campaign strategy to meet the CQUIN in 2019/20.
Improving Physical Healthcare to Reduce Premature Mortality in People with Serious
Mental Illness
This CQUIN is a continuation of the work previously undertaken over the last four years to
improve physical health care for people with Severe Mental Illness (SMI) who are at an
increased risk of poor physical health, and their life-expectancy is reduced by an average of
15–20 years mainly due to preventable physical illness.
3a Cardio-Metabolic Assessment and Treatment for People with Psychosis
This CQUIN again involved work to ensure that patients with an SMI receive comprehensive
cardio metabolic risk assessments and have access to the necessary treatments or
interventions. Patients with an SMI for the purpose of this CQUIN are all patients with
psychosis, including schizophrenia, in all types of inpatient units and community settings.
We are reporting that the Physical Health CQUIN has not achieved the CQUIN target set by
the commissioners this year. The required CQUIN audits have been completed and we are
currently awaiting the audit report for 3a (Cardio metabolic parameters). The summary table
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below shows the progress over the past 4 years with the second part of the CQUIN, 3b. This
shows a continuing improvement in performance against the parameters of the CQUIN.

CQUIN 3b Collaboration with Primary Care Yearly Comparison
2016

2017

n=93/100

n=87/100

2018

2019

n=145/187 n=137/171

Change
for 2019

Numerator 1 - NHS No

100 (100%)

57 (67%)

98 (91%)

100 (90%)

↓1%

Numerator 2 - All
Primary & Secondary
diagnoses

37-44

56 (64%)

40 (37%)

50 (45%)

↑8%

Numerator 3 Medications
Prescribed

72 (72%)

70 (80%)

46 (43%)

51 (46%)

↑3%

Numerator 4 –
Cardiometabolic risk

N/A

15 (17%)

20 (19%)

27 (24%)

↑5%

Numerator 5 - Care
Plan / Discharge

86 (86%)

57 (66%)

61 (56%)

89 (80%)

↑24%

Total Numerators Met:

18 (18%)

8 (9%)

7 (5%)

16 (14%)

↑9%

(37-44%)*

Improving Services for People with Mental Health Needs who present at Accident &
Emergency (A&E)
This CQUIN has been a continuation of work done in previous years to help those with ill
mental health who are statistically three times more likely to present at an A&E Department
(also called Emergency Departments or EDs) than the general population, and five times
more likely to be admitted to acute hospitals primarily for physical health reasons. This
CQUIN is designed to help acute hospitals detect and treat urgent mental health needs that
are the primary reason for presentation as well as improving identification of underlying
mental health conditions where the primary presenting reason may be a physical health one.
In 2018/19 the Trust’s objective has been to target a selected cohort of frequent attenders
who would benefit from mental health and psychosocial interventions and reduce their
attendances at A&E in 3 geographical areas:
North Devon
There was an overall reduction in the attendance of the original cohort by 77.5% which
represents a 57.5% reduction above the CQUIN target of 20%.
Torbay
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There was an overall reduction in the attendance of the original cohort by 67.33%. This
represents a 47.33% reduction above the CQUIN target of 20%. A second cohort also
showed a reduction of 24.96% which represents a 4.96% reduction above the CQUIN target
of 20%.
Exeter
There was an overall reduction in the attendance of the original cohort by 58.52%. This
represents a 29% reduction above the CQUIN target of 20%. The second cohort also shows
a reduction of 48.60% which again exceeds the CQUIN figure of 20%.
We have achieved the targets set out for all three geographical teams and the good practice
carried out by all three teams including setting up frequent attender groups and 1-1 case
work will be continued and become part of each teams routine practice.
Transitions out of Children and Young People's Mental Health Services
The aim of this CQUIN was to achieve improvements in the experience and outcomes for
young people as they transition from Children and Young People’s Mental Health Services
(CYPMHS) into Adult Services.
Due to the complex negotiations that were involved with our successful bid to form part of the
alliance of NHS organisations to provide services for children and families across Devon
from April 2019 we were unable to fulfil the requirements specified in the CQUIN. The project
group that was established for the CQUIN will continue to meet to review progress against
the CQUIN targets and the transition protocol which was originally agreed between Torbay
and South Devon NHS Foundation Trust (TSD), Child and Adolescent Mental Health
Services (CAMHS), Virgin Care and Devon Partnership Trust has been redrafted to reflect
that this is now a transition protocol between the new services.
Preventing Ill Health by Risky Behaviours – Alcohol and Tobacco
This indicator is a continuation from previous years and seeks to help deliver the objectives
identified in the Five Year Forward View for Mental Health which is focused on reducing
smoking and alcohol consumption within our population, particularly around the need for a
‘radical upgrade in prevention’ and ‘incentivising and supporting healthier behaviour’.
The Trust is reporting that unfortunately we have not achieved all the required targets for this
CQUIN. Throughout the year there has been significant improvement against some of the 5
targets but we recognise that staff find the requirement to record advice challenging and
therefore the numbers are lower than expected. In order to improve this we plan to replace
our current medical record system with a bespoke in house electronic clinical record system
and easier reporting will be incorporated into it.
Reducing the Length of Stay (LoS) in Specialised Mental Health Services (Adult Eating
Disorder Services)
We are reporting that we have achieved the requirements for this CQUIN over the year.
Nationally, all specialised mental health services are experiencing on-going capacity and
demand pressures for inpatient beds. This CQUIN has been spread over three years (1 April
2016 – 31 March 2019) and the work involved has intended to support a reduction in the
current average LoS of completed episodes of care.
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Repatriation and Reduction of Length of Stay (LoS) in Specialised Mental Health
Services (Low and Medium Secure Services)
This CQUIN is a continuation from previous years and we are again reporting that we have
achieved the LoS CQUIN targets. Year 3 has seen an additional 38% decrease in the
average length of stay in Medium Secure Units and a 17% decrease in the average length of
stay in Lower Secure Units.
Bristol Dementia Wellbeing Service – Acute MDT In-Reach
We are reporting that we have achieved the requirements for this CQUIN over the year. The
Bristol Dementia Wellbeing Service (DWS) developed a two-year CQUIN from June 2017 to
March 2019 to deliver an Acute Hospital Interface Project. Prior to this project, the majority of
acute staff were anecdotally unaware of the service and some lacked confidence when
meeting the needs of people with dementia in hospital. This included; not knowing what is
available in the community for people with dementia, how to gather collateral history in an
efficient way and how this history can help them to provide good care, risk assessments and
discharge planning.
The overall aim was to raise awareness of the DWS across both hospital trusts, University
Hospitals Bristol NHS Foundation Trust (UHBT) and North Bristol Trust (NBT) and develop a
pan-Bristol dementia pathway in collaboration to ensure a seamless transition between
community and hospital, taking joint responsibility for maintaining function during hospital
stay and supporting a timely discharge and package of care, putting the patient with
dementia at the centre of their care.
Following a period of observation and information gathering, the CQUIN project team
established that there were two predominant themes; Communication and Culture and a
successful programme of work was delivered to target both areas including:
Staff communicating to each other within the Acute Trusts:





Board rounds - a broader and multi-disciplinary focus with more collateral history about
patients from community teams, including the patient/carer. The Multi-disciplinary Team
(MDT) whiteboard was updated to identify whether the person is open to DWS
Staff attended weekly Hospital Later Life Psych Liaison MDT and weekly case
discussion, working closely with the Hospital Dementia Team
There was a focus on handover between wards/hospitals – ‘handing over the baton’ to
reduce duplication of work and creating a consistent process for doing so

Staff communicating with DWS:




Increased knowledge of the service and clear understanding on targeted wards as to
what the DWS provides. There is increased acute staff confidence knowing that there will
be a planned follow-up in community and that handover between trusts can be facilitated
by DWS
Increased understanding within DWS of key areas of hospital and staff roles within it to
aid others understanding including GPs, carers, etc. staff delivered workshops, coaching
sessions and developed a pack of resources to support DWS staff who now report that
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the feel more engaged and are bringing more cases for case discussion when the service
user is in hospital, reflecting a change in culture
A Hospital Information Pack was produced in collaboration as a resource for staff / GPs /
Care Homes. This is a useful checklist of things to consider for a person with dementia
during a hospital stay

The project has been met with high acclaim with improved collaboration, communication and
learning between the services. A staff member from the Acute Trust has said that:
“It was good for our team to be challenged in a different way. It shows we can work outside
of our organisation with a mission that doors of UHBT are open from dementia perspective.
In terms of external engagement this has been the biggest achievement to date. We also
now have a Navigator in the Memory Café. This is reinforcing a powerful message - if we can
do this for dementia, why can’t we do the same for other long-term conditions?”
As a result of this project, the service has developed an Enhanced Support Function and
reviewed resources to create this. The positive relationships developed through this project
will be maintained and the service will continue to review what is working, and what isn’t, and
what more it can do to support people’s journeys with a more seamless transition from
primary care, to community support and/or care homes.
CareUK Prison Mental Health Services – Improving Physical Healthcare
Devon partnership Trust is sub-contracted by CareUK to provide mental health services for
prisons within the Devon Prison Cluster (HMP Exeter, HMP Channings Wood and HMP
Dartmoor) This CQUIN is linked to the wider Improving Physical Healthcare CQUIN and
aims to improve physical healthcare to reduce premature mortality in People with Serious
Mental Illness (specifically with regard to collaboration with the primary care services of
CareUK.
Achievement of the CQUIN is reliant on 90% of patients having an up-to-date CPA (Care
Programme Approach), care plan or a comprehensive discharge summary which has been
shared with their GP. This is measured by the completion of a local audit of
communications. We completed the objectives set out in this indicator and the CQUIN has
been fully achieved.
Mother and Baby Interim Unit 2018/19 - Improving physical healthcare
In October 2018 the new Mother and Baby Unit team began a new CQUIN in line with the
other national physical healthcare requirements to provide cardio metabolic assessment and
treatment for patients. We have achieved our targets for this CQUIN.
CQUINS for 2019/20
CQUIN targets for 2019/20 have been published by NHS England and NHS Improvement
and include:
Staff Flu vaccinations

The Trust target is to achieve an 80% uptake of flu vaccinations by frontline clinical staff.
Alcohol and Tobacco – Screening and brief advice
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The Trust Targets are to screen 80% of inpatients who are admitted to an inpatient ward for
at least one night for both smoking and alcohol use and to provide 90% of identified smokers
with brief advice and 90% of patients identified as drinking above low risk levels brief advice
or offered a specialist referral.

72hr follow up post discharge
The Trusts target is for 80% of adult mental health inpatients to receive a follow-up within
72hrs of discharge from a CCG commissioned service.
Mental Health Data Quality: MHSDS Data Quality Maturity Index
The Trusts target is to achieve a score of 95% in the MHSDS Data Quality Maturity Index
(DQMI).
Mental Health Data Quality: Interventions
The Trusts target is to achieve 70% of referrals where the second attended contact takes
place between Q3-4 with at least one intervention with the intention to demonstrate a range
of interventions in the time period.
Use of Anxiety Disorder Specific Measures in Improving Access to Psychological
Therapies (IAPT)
The target is to achieve 65% of referrals with a specific anxiety disorder to finish a course of
treatment having paired scores recorded on the specified Anxiety Disorder Specific Measure
(ADSM).
NHS England - Achieving Healthy Weight in Adult Secure Services
The indicator has 3 strategic goals and aims to deliver a healthy service environment in adult
secure services regardless of security level, to promote and increase healthy lifestyle choices
including increased physical activity (in line with expectations set out in NHS England
guidance) and healthier eating in all patients in adult secure services and ensure continuity in
approach and promotion of good practice across high, medium and low secure services.
NHSE England – Liaison and Diversion
There are three parts to the Liaison and Diversion CQUINs:
 The CQUIN aims to offer peer support to all service users assessed as having a
vulnerability and are suitable for peer support, and to inform all of the opportunity to
become a peer supporter.
 100% of all women assessed as having a vulnerability that require external referral
are signposted or directed to dedicated female pathways.
 That outcomes are known for all referrals into external services.

Clinical Audits for Improvement
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During the 2018/19 clinical audit year, the Quality Improvement (QI) team have continued
work to improve the blend between clinical audit and improvement. This has included ongoing work to streamline the clinical audit programme, which now sits within a larger Quality
Improvement Programme. The clinical audit programme continues to follow a prioritised
approach based on the Healthcare Quality Improvement Partnership (HQIP) best practice
document - this enables focussed engagement with the mandatory elements of the clinical
audit programme.
The QI team have continued to develop a range of resources to support clinicians engaging
in clinical audits, including resource packs, top tips guides and reporting templates, and offer
bespoke support to clinicians leading the audits. All clinical audits and quality improvement
initiatives are registered on the central Quality Improvement, including Clinical Audit,
Programme, and monitored through regular contact between the QI team and the audit
lead. Monthly updates are captured on the programme, which includes a RAYG status. The
programme is reported and monitored via a bi-monthly report to Trust Executive Committee
and Quality and Safety Committee.
The QI team also successfully coordinated Devon Partnership Trusts first Clinical Audit
Awareness Week (CAAW) in November 2018, which included clinical audit coaching
sessions, clinical audit training and promotion and marketing of the range of tools available to
support clinical audit. The QI team received recognition and an award from the Chair of the
National Quality Improvement, including Clinical Audit, Network (NQI-CA-N) for the work
completed during CAAW.
In March 2019, the QI team and members of the Clinical Effectiveness and Assurance Group
(CEAG) won an award at the South of England Mental Health Quality and Patient Safety
Improvement Collaborative for their work in blending audit with quality improvement. The
award was endorsed by the Collaborative who praised the team's strong track record of
working in partnership with experts by experience and sharing their learning across the
Collaborative. The Collaborative noted that through a commitment to QI methodology they
have improved clinical governance and audit processes in order to improve patient care and
patient safety.
The 2018/2019 Clinical Audit Programme consisted of:
National Audits





National Clinical Audit of Anxiety and Depression
National Clinical Audit of Anxiety and Depression – Spotlight on Psychology and
Psychological Therapies
National Clinical Audit of Psychosis – Spotlight on Early Intervention Services
National Audit of Care at the End of Life

National CQUIN Target Audit



Physical Health Monitoring 3a (Cardio Metabolic Assessment and Treatment for
Patients with Psychosis)
Physical Health Monitoring 3b (Communication with GPs)

Commissioner Identified Audits
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Compliance with Child K Recommendations (Drug Service Serious Incident Review)
Antimicrobial prescribing.

Directorate Level Clinical Audit











Dual Diagnosis Audit (Health and Social Care Advisory Service) – Adult Directorate
Challenging Behaviour – Learning Disability Service
Section 17 leave (recording of cancelled/postponed leave) – Adult inpatient wards
Compliance with Trust Prescribing Guideline (PG14) Behavioural & Psychological
Symptoms of Dementia (BPSD)
Challenging Behaviour Pathway Audit - Learning Disability
Use of MDT birth plans - Perinatal service
Physical Health Monitoring against Improving Physical Health CQUIN requirements
for year August 2017/18 – Secure inpatient
Quality review of records – Adult Directorate
Completion of Mental State Examination prior to Discharge - Adult inpatient wards
SPA triage processes

Key Findings from 2018 CQC Inspection
Throughout the 2018 report, the CQC commends our caring and compassionate staff, who
treat people with kindness, dignity and respect. They found that ‘staff were supportive and
kind to patients and patients and carers gave good feedback about patient care and about
how staff treated them.’ They saw evidence of ‘some excellent leadership at all levels across
the Trust with many dedicated, compassionate staff who were striving to deliver the very best
care for patients.’ This has been a regular theme in the CQC’s comments over the last few
years and is a great source of pride for our whole organisation. The CQC also reported that
we have continued to make positive changes to our culture in key areas such as meaningful
engagement and involvement, quality improvement and openness and transparency.
We were already aware of the areas identified by the CQC where we needed to focus more
attention and we explained the action we were already taking to address these issues. The
most significant challenges we continue to address are within our community mental health
services for adults with mental health needs. These services were rated as ‘Requires
improvement’ following the last inspection, despite acknowledged improvements in some
areas. These are our core services and they provide invaluable support for a large number of
people, however, they remain under sustained pressure as demand rises and investment for
core mental health services nationally remains low.
There are robust programmes of work in place to continue to make progress with these
services, particularly in improving waiting times and ensuring that people have physical
health checks. Listening to the teams delivering these services, understanding their
challenges and working in partnership to address them is clearly vital to achieve sustainable
improvement. A range of staff engagement events commenced in spring 2019, led by the
newly-formed Core Services Board – which is now responsible for the leadership of our core
services, guiding the improvement programme and monitoring performance.
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Patient Feedback
In 2018/19 the feedback we received from the public through The Friends and Family Test
continued to be hugely positive and we have worked hard with services to encourage
feedback and expand the number of responses received.
During the year, 5,664 people (a 18.15% increase from 4,794 last year) took the time to
provide their feedback about their experience of using our services. This represents a 12%
response rate against the national average response rate of 3%. The percentage of those
who would recommend them to friends and family has also consistently remained over the
performance target set by our commissioners of 85%, with an average of 92.3%. This
means that 5,230 responses out of 5,664 recommended us as a place to receive care.
We have continued to work in consultation with teams and clinics to increase the number of
individual service surveys. One notable addition is the new survey for Older Persons Mental
Health in Torbay which has been trialled for six months and is due to be rolled out for further
trial to an inpatient unit in North Devon. There has also been consultation with the Single
Point of Access Teams and their survey will be implemented during April 2019.
The Friends and Family Test and additional survey questions remain the Trust’s most widely
used tool to ask how we are performing and we are constantly working to improve the way
we listen to people and respond to their feedback. The comments and knowledge that teams
have received through this process have helped to identify good areas of practice and show
areas that might require improvement which has informed our strategy and shaped the way
our services are managed.
The Graph below shows the percentage of people who would recommend our services to
their friends and family:
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Compliments and Complaints
During 2018/19 the Patient Experience Team received 265 complaints (a slight increase from
263 in 2017/18), 864 compliments (previous year 655), 12 concerns, 230 enquiries (up from
197), 18 comments and seven HR Complaints. These are illustrated by month in the graph
below:
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Many more compliments are received by our teams in the form of telephone calls, letters and
postcards and we continue to encourage our frontline staff to share these with our Patient
Experience Team so we can get a more accurate picture of the positive feedback we are
receiving. Teams now also have the ability to input compliments directly onto the Risk
Management System.
Of the complaints received, 78% related to either clinical care or attitude of staff and 97.4%
were acknowledged within three days. Processes have been improved and now 100% of
complaints received directly by the Patient Experience Team are acknowledged within the
three day target.
The agreement to introduce a post for a substantive complaints investigating officer has been
successfully implemented and they have assisted the Directorates by taking on the
investigations of the more complex and cross directorate/agency complaints.
The annual complaints report will be submitted to the Board in July 2019 as part of the
2018/19 Annual Experience Report. The Quality and Safety Committee which is a subcommittee of the Board receives a bi-monthly Experience, Safety and Risk Report which
includes complaints activity.
Putting Things Right for People Making a Complaint
The Patient Experience team’s first priority is to try to resolve issues for the person making
the complaint and we aim to make sure that each response letter sets out the actions we will
take to do this. Actions that are not then immediately completed are transferred to the
appropriate quality improvement plan.
Directorate Learning and Action
The principle responsibility for reviewing concerns, complaints and other feedback sits within
each Directorate through their local governance arrangements and this can include their
learning from experience groups or equivalents. Any actions that arise from issues such as
complaints, are monitored through the Directorate quality improvement plans.
Directorates are supported in this by both the Trust-wide and local Learning from Experience
Groups or equivalents. This Trust wide group comprises the Heads of Profession and
Practice from each Directorate and leads from central support functions such as the risk
department, Patient Experience Team, medicines management and others. Its function is to
ensure that organisational learning occurs and is communicated to staff at all levels from the
thematic review of complaints, incidents, accidents and patient and staff experience surveys.
Among other responsibilities, the Trust wide group considers all areas of learning including
incidents. Each meeting focuses on a theme with past topics including Violence and
Aggression, Self-harm and suicide, Physical Health care, User and Carer involvement and
patient and family centred care, Medication, Falls and Pressure Ulcers. Each meeting
includes case studies and the presentation of Root Cause Analysis Investigations and
presentations from various leads, for example, Safeguarding, Medicines management,
resuscitation lead, engagement and Information Governance.
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Local Learning from Experience groups are also held at Directorate level where incidents,
complaints, RCA actions and learning are discussed. These meetings are attended by team
managers, the medicines management team and members of the Experience Safety and
Risk team.
Some examples of how teams have put learning into action include:








As a result of a number of complaints an action was identified for the Practice Leads
from Specialist Services and Adult Community to review the perceived gap in
services between Talkworks (Depression and Anxiety) and Adult Mental Health
Services.
To ensure that general Trust learning, rather than individual directorate learning, is
disseminated from complaints the Trust’s safety briefing has been changed to include
learning from complaints. The safety briefing is sent to key staff and is available for all
staff to access on Daisy.
A change in practise was implemented following a complaint regarding referral to the
Arts Therapy service. The referral form now contains changes in relation to capacity,
best interest decisions and consent.
Following a complaint regarding the safeguarding process the Safeguarding Team
have introduced feedback forms for patients after a safeguarding enquiry to explore
their experience of the safeguarding process. The Care Coordinators have also been
reminded of the importance to share the outcome of the Safeguarding Enquiry with
the person involved.

Staff Friends and Family Test
In the latest staff Friends and Family Test, 61% of our staff recommended us as a place to
receive care and treatment and 49% recommended us as a place to work. These results are
lower than last year which is disappointing, although the number of staff completing them is
also very low.
We are currently working on a refresh of our Organisational Development Plan which will
include a review of how we are engaging with staff and how we can ensure that their
feedback is acknowledged and acted upon.

Speaking up – Raising concerns
We have a dedicated Freedom to Speak up Guardian Service, which is a free, independent
and confidential service for staff who have concerns about work, in particular issues that may
have the potential to impact on patient care. This service is available 24 hours a day, 7 days
a week. Our Guardian presents all of our Trust Induction sessions to raise awareness of the
service, how to raise a concern, and what happens when a concern is raised.
Alongside our Freedom to Speak up Guardian we have a named Executive and NonExecutive Lead for raising concerns. Our raising concerns policy is aligned to the national
policy and was developed in partnership with the Freedom to Speak up Guardian.
We actively took part in the national Freedom to Speak up month in October 2018 and
encourage staff to raise concerns in a number of ways which are illustrated below.
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57 staff contacted the freedom to speak up service in 2018/19. Feedback to those who raise
a concern is either given via the Freedom to Speak up Guardian or via the named manager
to whom the concern was raised. Our Freedom to Speak up Guardian presented to our
Board in January 2019 and this will continue on a yearly basis. We are developing our vision
and strategy in relation to freedom to speak up to ensure staff know how to raise concerns,
are supported to do so, and thanked for raising a concern. We have agreed a
communications plan to continue to raise awareness and to share internal and external
learning from concerns raised

Duty of Candour
The Duty of Candour is a requirement for Trusts to be able to provide evidence that when
things have gone wrong and harm has occurred, staff provide an apology, an explanation
and support is offered. This is followed up with a letter within 10 days.
Occasionally things do go wrong, but only a small number of these incidents cause actual
harm. The aim of the Duty of Candour is to make sure that we are open and transparent
when things go wrong and cause harm to people we are looking after.
We want people who use our services to be able to raise concerns freely and to ask
questions about their care and our services. We will publish information about how our
services are working, including information on where we could be doing better.
Our compliance with this process is monitored closely within the Trust, and education and
support for staff is continuous. Reports are provided to Board, the Risk team monitors
incidents and safety briefings/leaflets are provided to staff to remind them of best
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practice. During inspections, the CQC also seek assurance that the Duty of Candour is
understood by staff and applied accordingly and as part of any Root cause analysis
investigation compliance with the Duty of Candour is measured. This is fed back to teams
and on to the Commissioners.
An Internal Audit was recently undertaken looking at the compliance of the organisation with
this statutory duty. It concluded that there is a satisfactory level of assurance and that the
organisation has robust controls and processes inthe areas reviewed with respect toDoC,
although the report also identified a small number of low-risk areas where processes could
be further improved, particularly around focused DoC training to improve compliance.

Involvement and Supporting Statements
Every year we involve a wide range of stakeholders and partners in the production of our
Quality Account and ask them for ideas and suggestions for inclusion. For the 2018/19
publication, these included the following:









Staff
Healthwatch
Recovery Devon
Lived Experience Advisory panel (LEAP)
People with lived experience
Torbay Council
Devon County Council
Clinical Commissioning Groups (CCGs).

We are required to include formal statements from some of our key stakeholders in our
Quality Account each year and these are set out below.
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Annex 1: Statements from Commissioners, Local Healthwatch organisations and Overview
and Scrutiny Committees (OSC)
Devon County Council Health and Adult Care Scrutiny Committee

Health and Adult Care Scrutiny Committee

COMMENTARY ON THE DEVON PARTNERSHIP NHS TRUST QUALITY ACCOUNT
Devon County Council’s Health and Adult Care Scrutiny Committee has been invited to comment on
the Devon Partnership NHS Trust’s Quality Account for the year 2018/19. All references in this
commentary relate to the reporting period of the 1st of April 2018 to the 31st of March 2019 and
refer specifically to the Trust’s relationship with the Scrutiny Committee.
The Scrutiny Committee commends the Trust on a comprehensive Quality Account for 2018-19 and
believes that it provides a fair reflection of the services offered by the Trust, based on the Scrutiny
Committee’s knowledge.
In terms of the priorities for 2018-19 Members appreciate the work undertaken by the Trust in the
opening the Psychiatric Intensive Care Unit. The Committee was grateful for having been able to visit
the Unit and highly commends the work done. The Committee notes that the progress of the Trust in
the implementation of its multi-organisational Suicide Prevention work plan has been positive but
recognises that time is needed to make all the changes required.
The Committee appreciates the Trust’s implementation of care pathways to support people with a
diagnosis of Personality Disorder and people with a ‘dual diagnosis’.
Members also continue to applaud the Trust’s work with care partners regarding the physical health
of patients, and the Trust’s work using the Together approach.
The Committee fully supports the Trust’s Quality Priorities for Improvement 2019/20 and expects
that the Trust will continue to safeguard patients and provide the very best quality care the Trust
can. Members also appreciate the Trust’s priority to eliminate waiting lists above national or local
targets.
The Committee also supports the Trust’s goal of moving towards nobody being admitted to an acute
inpatient ward outside their local area. Working towards zero incidence of restraint and seclusion in
inpatient services is also greatly supported by members.
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Members anticipate that regular information on the progress of improving patient safety regarding
violence and suicide will be shared by the Trust.
The Committee welcomes a continued positive working relationship with the Trust in 2019/20 and
beyond to ensure the best possible outcomes for Devon residents.
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NHS Northern, Eastern and Western Devon Clinical Commissioning Group and South
Devon and Torbay Clinical Commissioning Group (CCGs)

Devon Partnership NHS Trust Quality Report Commentary 2018/19
NHS Northern Eastern and Western Devon Clinical Commissioning Group (NEW
Devon CCG) & South Devon and Torbay Clinical Commissioning Group, (SDT CCG)
(as of 1st April 2018 known as ‘NHS Devon CCG’) would like to thank the Devon
Partnership NHS Trust (DPT) for the opportunity to comment on its quality account
for 2018/19. DPT is commissioned by NHS Devon CCG to provide a range of
secondary and integrated community services across Devon. We seek assurance
that care provided is safe and of high quality, that care is effective and that the
experience of that care is a positive one.
As Commissioners we have taken steps to review the accuracy of data provided
within this Quality Account and consider it contains accurate information in relation to
the services provided and reflects the information shared with the Commissioner over
the 2018/19 period.
During 2018/19 we recognise that there have been a number of challenging issues
for DPT. These include: Recruitment to medical and nursing posts, increasing waiting
times in some services, and the need for some people to travel out of the county to
receive their care.
We recognise the work undertaken by the Trust to address issues of waiting times for
treatment. The Trust’s development of a Core Services Board provides dedicated
focus on this issue. The Community Services provided by DPT have been
highlighted as an area of focus, especially with national drives to keep people at
home and in the community rather than an acute in-patient unit. In addition, the work
done to improve the timely response of services to those presenting at Accident and
Emergency not only benefits DPT patients but the local Healthcare System as a
whole.
The participation in 6 national clinical audits this past year demonstrates DPT’s
continued wish to be part of developing services in the future and providing patients
and their support networks with the best possible care
The Quality Account highlights a number of positive results against key objectives for
2018/19. These include:


People receiving care outside of the county: 2018 / 19 saw the opening of
the 10 bed Psychiatric Intensive Care unit on the Wonford site as well as the
interim Mother and Baby Unit. Both these facilities have reduced the need to
ask people to go out of county to receive care meaning they have been able to
stay local to friends and family to receive additional support. We note that this
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continues to be a focus for 2019 / 20 with the target of nobody being admitted
to an acute inpatient ward outside their local area


The use of patient, family, and carer feedback: it is encouraging to see that
the Trust continues to engage with and learn from patients and carers through
feedback from several sources. Complaints, concerns, comments, national
and local surveys, ‘Patient Opinion’ and other patient experience tools. These
are encapsulated in the Trust’s “Together” approach and continue to be
embedded in processes such as recruitment and pathway development. We
again recognise the provider’s ongoing commitment to supporting further
development of patient feedback as a priority for the coming year.



Safety Programme: Other improvements to Quality stated in the report are
noted, with reference to the ongoing development of a number of safety
initiatives including assessing and monitoring the physical health of people.
Welcome examples being, the Sepsis Resource Tool and National Early
Warning Score, working towards zero suicides in inpatient settings by April
2021.



Staff Health and Well-being: As part of this year’s Commissioning for
Quality and Innovation (CQUIN) targets, work has been done with staff to
increase the uptake of the flu vaccine and provide more healthy eating
options.

The Trust aspire to continuous improvement with quality and safety and meet
regularly with appropriate staff within the CCG to ensure this. We continue to work
together with the Trust to address the continuing challenge of reviewing serious
incidents to ensure that any appropriate learning / action is identified and promptly
disseminated and implemented across the Trust.
We can confirm the Quality Account reflects our experience as commissioner.
The CCG looks forward to working with DPT in the coming year, in continuing to
make improvements to the quality of the services provided to the people of Devon.

Simon Tapley
Interim Accountable Officer/ Director of Commissioning
NHS Devon Clinical Commissioning Group
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Healthwatch Torbay
Quality report response from Healthwatch Torbay
Healthwatch Torbay is the independent local champion for people who use health and social
care services within the localities of Brixham, Paignton and Torquay. Central to our role is
ensuring that the views of local people are taken into account at all levels of service planning
and delivery. The Trust’s Quality Report has a theme throughout showing awareness of the
importance given to this approach and the way that feedback from individuals, families and
carers has been used.
Although Healthwatch Torbay has not contributed directly to this process as much this year
as in the past, we have been involved in a substantial piece of work commissioned by
Healthwatch England. This was around mental health and maternity in Torbay. The
perinatal mental health team, were generous in giving their time to support us in this work
which has now been submitted for inclusion in a national report. Our research gave useful
insight into what is important to individuals and much of what we found is reflected in the
vision of the Quality Report. The importance of the new Mother and Baby Unit as the
flagship for the perinatal mental service; the work to reduce travel out of the county and the
value of a drop-in crisis cafe in Torbay, were all recognised. The level of anxiety and
depression in Torbay was a recurrent issues, as was the concern about the interaction
between physical health and mental health in both mothers and fathers. Our work also
identified the positive impact of community support and the associated challenge of fundraising to maintain these third sector services, essential for the continuity of care.
Our insight, gained by engaging with individuals and their carers is reflected in the Quality
Report in other ways. The value of carer awareness training, the Triangle of Care and carer
support cannot be overstated. Similarly we know that continuity of care across the whole
pathway of care including discharge, cannot be taken for granted.
The Quality Report is intended to be a document which can be used by the public to
understand the system. This report is commended in the efforts made to make it both
readable and relevant to the experience of those who use the service. Overall we consider
that the Quality Report presents a realistic overview of the Trust’s performance and

identifies appropriate internal controls and assurances.

Healthwatch Torbay
May 2019
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Healthwatch Bristol

Healthwatch Bristol welcomes the opportunity to comment on the Devon Partnership NHS
Trust Quality Account 2018/19.
The Dementia Wellbeing Service is delivered by Bristol Dementia Partnership which brings
together Alzheimer’s Society and Devon Partnership NHS Trust and is responsible for
delivering dementia services in the city of Bristol.
Healthwatch Bristol congratulates Devon Partnership NHS Trust on the contract extension to
the service. Healthwatch Bristol has had no public comments on the Dementia Wellbeing
Service this year. Healthwatch Bristol applaud the work to include a named Dementia
Practitioner and Dementia Navigator at every GP practice across the city. Healthwatch look
forward to hearing more about the Acute Liaison Team that focuses on proactive intervention
in the community during 2019/20.
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Healthwatch Devon

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

Priority 1: Implementation of our multi-organisational Suicide
Prevention work plan.
Improving the care provided to those at risk of suicide not only supports the
patient but also the patient’s family, carers and the local community,
Healthwatch Devon recognises the achievements made within this priority.

Priority 2: Implementation of care pathways to support people with a
diagnosis of Personality Disorder (PD) and people with a ‘dual diagnosis’
(people with issues related to both mental health and addiction).
Healthwatch Devon notes the significant efforts within this priority and
notes the year on year improvements within the care plan that the audit has
shown and recognises that the is still progress that the Trust wishes to
achieve.

Priority 3: Agreement with primary care partners to monitor the
physical health of people with mental health and learning disability
needs.
Whereas the Physical Health CQINN was not met for this year Healthwatch
Devon recognises that the Trust has continued to make good progress against
this priority.

Priority 4: Implementing the Positive Behavioural Support Programme in
Learning Disability Services.
Healthwatch Devon recognises that over the past 12 months good progress
has been made against this priority, which has resulted in a coordinated
programme of training as well as developing and reviewing associated
documentation and also sharing the experiences and good practice across
the South West allowing others to benefit from this priority.
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Priority 5: Opening of our Psychiatric Intensive Care Unit (PICU)
The use of feedback from the public’s experiences of similar providers is a
valuable source of information for an organisation to use to be able to
improve the patients, carers and the patient’s families experience, also
assisting the patients prompt recovery thereby releasing resource for
subsequent patients. This can only aid the reputation of the hospital and its
staff which will ultimately reflect in the user sentiment which Healthwatch
Devon collates.

Priority 6: Opening of our interim Mother and Baby Unit (MBU)
Healthwatch Devon recognises the progress made for this priority and that
the support that this will give to mothers experiencing mental health issues
will benefit the wellbeing of the family unit.

Priority 7: Further work to embed our together approach, including the
implementation of Carer awareness training for clinical staff and a
programme to employ more Peer Support Workers.
Engaging with families and carers in the work of the Trust is an important
aspect of patient care and Healthwatch Devon recognises the progress made
over the last year and that the Trust is endeavouring to improve on this
success.

Priorities for 2019/20

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


Priority 1 Measurable improvements in the physical health of people using
our services, for example smoking and obesity.



Priority 2 Working towards zero incidence of restraint and seclusion in our
inpatient services.



Priority 3 Working towards every person in our inpatient services feeling
sexually safe.



Priority 4 Working towards zero incidence of violence in all of our
inpatient services.



Priority 5 Move towards nobody being admitted to an acute inpatient ward
outside their local area.



Priority 6 Work towards zero suicides.



Priority 7 Move towards the elimination of waiting lists above national or
local targets.
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An Explanation of Changes Made
No changes have been made to the 2018/19 Quality Account as a result of comment or
feedback from our stakeholders.
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Annex 2: Statement of Directors’ Responsibilities for the Quality Report
The Directors are required under the Health Act 2009 and the NHS (Quality Accounts)
Regulations to prepare Quality Accounts for each financial year.
NHS Improvement has issued guidance to NHS Trust’s on the form and content of annual
quality reports (which incorporate the above legal requirements) and on the arrangements
that NHS Trust’s 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 contents of the Quality Report meets the requirements set out in the NHS Trust’s
annual reporting manual 2018/19 and supporting guidance
The contents of the Quality Report is not inconsistent with internal and external
sources of information including:
o
Board minutes and papers for the period April 2018 to May 2019
o
Papers relating to quality reported to the Board over the period April 2018 to
23 May 2019
o
Feedback from Bristol Healthwatch dated 15 May 2019
o
Feedback from NHS Northern, Eastern and Western Devon Clinical
Commissioning Group and South Devon and Torbay Clinical Commissioning
Group (CCGs) dated 23 May 2019
o
Feedback from Devon County Council Health and Adult Care Scrutiny
Committee dated 21 May 2019
o
Feedback from Healthwatch Devon dated 22 May 2019
o
Feedback from Healthwatch Torbay dated 17 May 2019
o
The Trust’s complaints report published under regulation 18 of the Local
Authority Social Services and NHS Complaints Regulations 2009 – the Board
will receive the report on 9 July 2018
o
The 2018 Community Mental Health Survey dated November 2018
o
The 2018 National NHS staff survey dated March 2019
o
The Head of Internal Audit’s Annual Opinion of the Trust’s control environment
dated 23 May 2018
o
CQC inspection report dated May 2018
The Quality Report presents a balanced picture of the 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.
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Statement of Directors’ Responsibilities for the Quality Report Declaration
The Director’s confirm 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

……………………………………………………

…………………………………………………

Julie Dent
Chairman

Melanie Walker
Chief Executive

23 May 2019

23 May 2019
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