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Introduction 
This Quality Improvement Plan (QIP) for 
Northern Devon Healthcare NHS Trust attempts 
to address a number concerns into the quality of 
care received by patients. The Care Quality 
Commission (CQC) rated the trust as ‘requires 
improvement’ overall but with and ’inadequate’ 
rating for Outpatients. 
 
The Board is committed to addressing the 
underlying causes which is reflected in the latest 
report which shows improvements but more to 
do. This Quality Improvement Plan will ensure 
that changes are made so that patients can be 
assured that they receive consistent, high-
quality care and Northern Devon Healthcare 
NHS Trust remains an employer of choice. 
 
The Board will apply focus and rigour to ensure 
the delivery of the plan through improved 
governance. The Board will continue to work to 
create the conditions that allow staff to do their 
job well removing blocks to success and 
managing risks to delivery.  
 
A core foundation of the plan is the continued 
engagement of frontline staff in the 
improvement journey and alignment to the 
Quality Improvement Strategy already approved 
by the Board in April 2018. Continued 
engagement will ensure the impact of the 
Improvements are understood and take 
advantage of the expertise and knowledge of 
staff as well as patients to ensure the plan is 
delivered and sustained.  
 
It will also signal a common purpose and priority 
for the organisation that is owned by frontline 
staff with clear visibility from the floor to the 
Board and Board to floor. 
 
The Board is committed to ensuring that the 
Quality Improvement Plan is delivered at 
increased pace but in a way that sustainably 
improves the quality. Working with all staff in 
the Trust and with the support of partner 
organisations and agencies, the Board is 
confident that the plan will continue to deliver 
improved outcomes at the next CQC inspection.  
 

Furthermore, by developing and embedding a 
culture of continuous improvement and 
supporting frontline staff, to improve services 
through innovation, the ambition is to be rated 
“Good” by the end of 2019 and “Outstanding” 

by the end of 2020. 
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Trust Profile 

Across Devon, our teams of care professionals 
work with patients and their families to support 
peoples’ independence, health and wellbeing. 
We provide support to avoid hospital 
admissions, and if an admission is necessary, we 
try to make each patient’s stay in hospital as 
short and effective as possible, having worked 
with them on a safe discharge home.  

In any 24 hours our health and social care 
community teams visit around 300 patients in 
their own homes to help them rehabilitate after 
illness or injury. At any one time, they are 
overseeing around 2500 people’s care.  

Our domiciliary care service, Devon Cares, is a 
partnership of high quality local care agencies 
who provide social care to people in their own 
homes.  

We are working hard to join up health and social 
care, improving the way people get home from 
hospital or receive support to remain 
independent in their own homes. 

Our values guide everything we do. At all times, 
we aim to:  

 Demonstrate compassion  

 Strive for excellence  
 Respect diversity  

 Act with integrity 

 Listen and support others  

 

 

 

 

 

North Devon District Hospital (NDDH), 
Barnstaple 

In 2017/18, staff at Northern Devon Healthcare 
NHS Trust treated 30,328 inpatients, 18,743 day 
cases, 284,909 outpatients and delivered 1,453 
babies. They also saw 45,296 people in our 
accident and emergency department, and 
11,653 in our minor injuries units.  

The populations of Torridge and North Devon 
account for 92% of patients to NDDH, with the 
remaining 8% coming from residents from the 
Cornish and Somerset borders or tourists to the 
area.  

NDDH provides a 24/7 accident and emergency 
service and is designated trauma unit operating 
within a trauma network serving the whole of 
Devon and Cornwall. This network ensures 
residents of northern Devon have access to 
trauma services. 

The Trust offers a range of general medical 
services, including cardio-respiratory, stroke 
care and gastroenterology. General surgical 
services include orthopaedics, urology and 
colorectal specialities. We also run 
ophthalmology services, using the latest 
procedures and techniques to treat glaucoma 
and macular degeneration.  

The Trust offers patients a choice of local, 
specialist services and invites consultants from 
other neighbouring NHS trusts to hold clinics in 
the area. We work with Musgrove Park in 
Taunton on a vascular network, Derriford on a 
neonatal network and the Royal Devon and 
Exeter NHS Foundation Trust (RD&E) on a cancer 
network. We also work with the RD&E to deliver 
ear, nose and throat services.  
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The acute hospital is big enough that it provides 
our clinicians with real opportunities for 
innovation and research, but small enough for 
staff to make a real impact with their work. We 
also have close-knit teams with quick lines of 
communication, so we can make improvements 
happen. 

Integrated health and social care community 
services 

Our teams of integrated health and social care 
community professionals across northern Devon 
work to rehabilitate patients, avoid admissions, 
and promote health, wellbeing and 
independence. The multidisciplinary teams 
include community nurses, social workers, 
physiotherapists, occupational therapists, 
community matrons and the voluntary sector.  

The teams deliver care to around 2500 people at 
any one time, often with very complex needs, 
providing support and treatment to enable them 
to live independently in their own homes.  

The teams provide a rapid response service. If a 
GP is worried about a patient whose health is 
deteriorating, they can call the community rapid 
response team who will arrive at the person’s 
home within two hours. We assess the health 
and social care needs with the patient, and they 
are provided with immediate support in their 
own home. Quite often this avoids an admission 
to hospital.  

Our Pathfinder team at NDDH liaises with the 
wards to organise timely and safe discharges for 
patients who require ongoing care or support 
after leaving hospital. As members of the local 
health and social care teams, the Pathfinder and 
onward care teams develop and arrange any 
care packages that are required to ensure the 
patient can leave hospital, with the right support 
to live independently at home. 

Specialist community services 

The Trust is the main provider of specialist 
community healthcare services across North, 
East, Mid and South Devon, including podiatry, 
dentistry, sexual health and Sexual Assault 
Referral Centres (SARC). We also provide adult 

and paediatric bladder and bowel care services 
in these areas.  

In October 2018, we expanded the reach of our 
sexual health services so we now cover Devon 
(not including Plymouth) and Torbay, working in 
partnership with Torbay and South Devon NHS 
Foundation Trust. We also expanded the reach 
of our SARC services to cover Devon, Cornwall 
and the Isles of Scilly. This has included setting 
up a paediatric centre of excellence to serve the 
entire area, which is based in Exeter.  
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Background to the Quality 

Improvement Plan 
In January 2018 the Care Quality Commission 
(CQC) published its inspection report for 
Northern Devon Healthcare NHS Trust following 
the inspection visit 4th October to 25th October 
2017.  The CQC followed the report with a 
Section 29A Warning Notice detailing  
recommended improvements across four Core 
Services inspected – Maternity, Outpatients, 

Emergency Care and End of Life  services. 

The CQC found a number of significant issues 
that resulted in an overall rating of ‘Requires 
Improvement’ which was a repeat of the rating 

the Trust received in September 2014. 

Northern Devon Healthcare NHS Trust was rated 
‘Requires Improvement’ for Safe, Effective, 
Responsive and Well-Led?  The Trust was rated 

Good for caring. 

The areas of the Health and Social Care Act 2008 
(Regulated Activities) Regulations 2014 which 

the Section 29A Warning Notice was issued for: 

 Regulation 12: The Trust was failing to 
prevent people from receiving unsafe 
care and treatment and to prevent 
avoidable harm.  Significant 
improvement was required in maternity, 
outpatients and urgent and emergency 
care. 

 Regulation 17: The Trusts Governance 
systems were failing to make sure 
systems and processes were operating 
effectively.  Significant improvement 
was required in maternity, outpatients 

and end of life care. 

The Trust immediately began addressing the 
requirements within the Section 29A Warning 
Notice to improve the quality of our services – 
the changes the Trust made are detailed on 

page 8. 

The improvements the Trust intended to make 
were agreed by the Leads of each of the 
inspected Core Services, identifying actions that 
would be taken along with owners and 

timescales, to ensure the Trust could declare 

compliance with the CQC Essential standards. 

The Trust was committed to ensuring the 
improvements would not only be made, but be 
sustainable to ensure the highest quality of care 
was delivered to patients.  Providing the CQC 
with an agreed set of actions that would be 
implemented, then ensuring these actions 
delivered the outcomes needed ensuring the 
improvements were made with clear positive 

outcomes that are embedded and sustained. 

The CQC returned to the Trust in July 2018 to 
undertake an inspection of the 4 Core Services 
the Section 29A Warning Notice covered – 
Maternity, Outpatients, Emergency Care and 
End of Life Care Services.  The report from this 

inspection was published in September 2018. 

This Quality Improvement Plan has been 
developed not just in response to the Care 
Quality Commission Inspection report of from 
July 2018, but details actions that the Trust feels 
are necessary to provide the communities we 
serve with safe, effective care that is responsive 

and well-led. 

In order to improve the services we provide for 
our patients, we need to think beyond the day-
to-day issues to ensure that we can deliver long 
term strategic improvements that will benefit 

the patients in years to come. 

Our Quality Improvement plan includes 
fundamental improvements to services, 
structures and processes to ensure delivery of 
the required compliance but also positions the 
Trust for the demands it faces in the future. 

The plan includes milestones and metrics by 
which we will measure the improvements to 
enable transparency to our patients and the 
stakeholders involved with the Trust. 

The CQC detailed improvements the Trust had 
made since the previous inspection in October 
2017, these are described on page 6. However, 
there were still improvements that needed to be 

made, detailed in a requirement notice. 
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CQC Rating of Northern Devon Healthcare NHS Trust 2017 
Below are the ratings for NDHCT acute and community services together with the overall rating of 

the Trust by the CQC. 
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CQC Inspection July 2018 
In July 2018 the CQC undertook an inspection 

of the 4 core services for compliance with the 

Section 29A Warning Notice and progress 

against the specific recommendations is 

detailed below. 

The CQC findings also included: 

 The Emergency department had 

introduced new trolleys to keep 

supplies and equipment free from 

dust and reduce the risk of infection. 

These trolleys replaced the previously 

open-fronted trolleys.  

 In Maternity Incident investigation 

had improved. Specialists from 

different professional groups 

contributed to review and identify 

improvements. 

 The leadership team in Maternity 

were visible, approachable and 

supported staff to do their work - The 

culture within the service was 

improving. The results of a recent 

survey would be used to influence 

forthcoming organisational 

development. 

 Patient care needs and preferences 

were known in advance and could be 

met by staff. There were systems for 

maintaining accurate and completed 

detailed records of patients using the 

end of life care service. 

 During this inspection we spoke with 

relatives of a patient receiving care at 

end of life. They described a 

‘seamless’, holistic process from 

arrival at hospital in the emergency 

department to admission to a ward. 

Another patient we spoke with was 

fully informed of what was going to 

happen next and confirmed a 

conversation regarding end of life 

planning had occurred, including 

discussions regarding wishes and 

spirituality. This supported the 

information we saw in patient records 

for advance care planning. 

 The number of incidents reported and 

levels of patient harm for 

ophthalmology had reduced since our 

last inspection. At our previous 

inspection 20 patients in 

ophthalmology were identified where 

they had gone past their follow up 

dates, with evidence of patient harm 

suffering partial or total vision loss. 

Since our last inspection the trust 

have continued to identify and review 

any patient harm for patients with 

delayed follow-ups in ophthalmology. 

The Key actions recommended In 

the Requirement Notice 
 The emergency department was not 

cleaned to a high standard, with a 

significant build-up of dust. This 

increases the risk of infection to 

patient. 

 Mandatory and practical obstetric 

multi-professional training in 

maternity did not meet trust targets. 

The data held centrally was not 

accurate. 

 Mandatory training compliance for 

medical staff across the trust was not 

meeting trust targets. There was poor 

performance with training for 

resuscitation and safeguarding. 

 The Seamoor chemotherapy and day 

treatment unit had a high turnover of 

staff, which impacted on the skill mix. 

 Staff were not completing in-house 

competency assessments in a timely 

way and not all staff were confident in 

their role. 

 Clinician review processes to risk-

assess patients waiting a long time to 

be seen or overdue follow-ups for 

outpatient specialities were not 

formalised. 
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Section 29A Warning Notice 
In response to the Section 29A Warning Notice the Trust prioritised actions on the following issues: 

Maternity Services 

Key areas of Section 29A Trust main action July 2018 CQC assessment 

Following Guidelines and Best Practice An overhaul of  guidelines and policies and the process for 
development, approval and review, introduction of an audit cycle for 
maternity services. 

The trust was unable to demonstrate clinical practice complied with local 
guidelines  due to lack of completed Audit cycles  

Poor collaboration and multidisciplinary team working A complete review of Governance in Maternity and a Maternity 
Governance Forum formed. Investment in culture improvements and 
revised leadership structures  

We observed good communication and interactions between doctors and 
midwives 

Instability in the Consultant Obstetrician Workforce  Support from other Organisations was sought and Consultants 
brought in to support the team through mutual support agreements. 

Medical staffing remained fragile whilst a long-term strategy for consultant 
job plans were developed 

Medical staff were not up to date with maternity mandatory 
training 

A review of Job plans was undertaken to ensure time was available for 
training and Governance, training had been mandated 

Trust targets for mandatory and service specific training were not achieved 
in certain limited areas.  

No robust and regular audit programme to monitor quality and 
safety 

A new audit programme was developed to meet the requirements 
both Nationally and clinically 

There was limited audit programme. This meant assessments of care 
provision and risk control measures were not co-ordinated or evaluated as 
part of the quality management system  

Governance Structure and Risk Management arrangements were 
not clear 

Development of the Maternity Governance Forum and clarification of 
Risks and ownership within the maternity department 

An improved governance framework was in development to assure and 
evaluate the quality of maternity care 

Processes to discuss and learn amongst the multidisciplinary team 
required improvement 

Governance days formalised and sessions of ‘live’ training sessions 
introduced 

Incident investigations had improved. Specialists from different 
professional groups contributed to reviews and identified improvements. 

The recommendations of DOH’s Safer Maternity Care had not been 
implemented 

All recommendations of the Safer Maternity Care have been included 
in the Maternity Quality Improvement Plan 

The culture within the service was improving. The results of a recent 
survey would be used to influence forthcoming  organisational 
development 
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Outpatients Department 

Key areas of Section 29A Trust main action July 2018 CQC assessment 

Issues arising from the new electronic booking system Validation and review of individual patients implemented There were weekly monitoring of data quality issues. Outpatient managers 
were fully aware of any limitations with the electronic health record which 
incorporates the booking system. 

Outstanding actions from previous investigations  Full audit of actions from investigations and deep dives undertaken to 
ensure all actions completed 

The ophthalmology task and finish group were reviewing how they could 
improve the efficiency of the ophthalmology service through different 
project workstreams. However, there were still actions remaining and 
work required to move things forward  

Clinicians not reviewing long waiters to risk assess each patient 
across outpatient specialties  

Individual patients assessed at set waiting times implemented and 
clinical review  by Consultant done when patients are seen 

The trust was better sighted on waiting lists and those patients who had 
been waiting a long time to be seen. The referral to treatment time weekly 
meetings reviewed patients in detail. 

Ineffective process for monitoring patients on the cardiology waiting 
list 

All patients on the waiting lists are now reviewed and formal 
monitored in all specialities  

There was not capacity for regular clinician reviews in some specialities. 
We were not provided with evidence to show the processes had improved 
in cardiology 

Increased number of patients lost to follow up across all outpatient 
specialties 

All patient monitored in a weekly RTT meeting and each long waiter 
reviewed 

The trust was still underperforming against referral to treatment times and 
patients were waiting for long periods of time.  

Lack of oversight of training completion for medical staff Overhaul of medical training and service specific recovery plans 
introduced 

Mandatory training compliance for medical staff had improved but was 
still below the trust target for some modules. Compliance with 
resuscitation training was poor and safeguarding training needed 
improvement 

Training for Chemotherapy staff in the oncology department Review of all roles and responsibilities within Chemotherapy 
department 

The in-house competency assessments on the Seamoor chemotherapy and 
day treatment unit were not completed in a timely way. There was still a 
misunderstanding between staff and the unit’s management team about 
what training was required to ensure competency. Some staff would soon 
be signed off as competent, however they were not always confident in 
their role.  

Not an effective system in place to manage risks at a local level in 
outpatients 

A review of how the risk register is managed and maintained and 
separation of all risks into Divisional, Organisational and Strategic  

There was an improved system to manage and record risks at a local 
outpatient level 

Key areas of Section 29A Trust main action July 2018 CQC assessment 

The governance system in place did not support the delivery of good A new Governance structure with operational management has been Governance processes were being improved, however they were not yet 
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quality care implemented. embedded for us to see the impact across the service.  

End of Life Care 

Lack of oversight, audit and assessment of the end of lice care 
service with poor governance structure 

The End of Life Care steering group was formed with Multi-Disciplinary 
membership to include Executive and Non-Executive Directors  

There was improved oversight, audit and assessment of the end of life 
service. There were improvements in the governance structure. Most 
systems were operating effectively. 

Completion of the National Care of the Dying audit requirements  Audit of actions from the previous National Care of the Dying Audit 
and registration for the forthcoming national audit has been 
undertaken 

The trust was still addressing remaining shortfalls from the 2015 National 
Care of the Dying audit but was participating in the National Audit of Care 
at End of Life. 

Minutes and action plans from the End of Life Steering Group follow 
Trust template 

Minutes and action plans formally reviewed and approved at the End 
of Life Steering Group 

Actions in minutes from local working group meetings were still without 
timescales 

End of Life Care Strategy development had not involved the 
Palliative care team 

A renewed End of Life Care strategy developed in consultation with all 
members of the End of Life Care Steering Group 

The end of life strategy was due to be ratified several days after our 
inspection on 30 July 2018. It covered the period 2018-2020. 

Some local audits had taken place but no action plan to addressed 
areas where evident 

All audits for End of Life Care are scheduled and reported back with 
action plans to End of Life Steering Group 

There was improved oversight, audit and assessment of the end of life 
service 

Unclear processes around the Advanced Care Planning within the 
Trust 

Clarification has been sought of responsibilities for Advanced Care 
Planning and work with Primary Care will ensure robust planning 

We reviewed three patient records, which included comprehensive 
advance plans of care. These individual plans of care detailed patient 
choices for now and at the end of their life. Patient care needs and 
preferences were known and met by the service. 

Urgent and Emergency Care 

No clear oversight of infection control with A&E Department An overhaul of the cleaning schedules was undertaken to improve in 
all areas 

Still ineffective oversight and inconsistent cleaning in the emergency 
department 

Poor infection control training compliance Review of training compliance in all staff groups has been undertaken. The infection prevention control training compliance concerns had been 
addressed. Both clinical and non-clinical staff training compliance had 
greatly improved 
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Collaborative agreement diagnostics 
In July 2018 Northern Devon Healthcare NHS Trust and the Royal Devon and Exeter NHS Foundation 

Trust entered into a collaborative agreement. As part of this collaborative agreement a diagnostics 

was undertaken with key areas of improvement identified. 

The key themes raised by the CQC can be linked to root causes that have been ide ntified through the 

diagnostics

Persistent Problem Relevant root 
cause  

  Root causes identified through 
diagnostic 

Lack of strategic view A,B,C,D   A. Roles, responsibilities and 
accountability was not clear 
or reinforced 

Poor Governance A,B,C,E   B. Leadership Capacity 

Poor Risk assessment A,B,C,E   C. Lack of performance 
management 

Consistent clinical 
engagement 

A,F,G   D. Controls and processes 
unclear or failing  

Cleanliness in ED A,C,D   E. Limited risk assessments 

Poor Audit A,F,D   F. Staffing establishments 

Poor Flow A,B,C,D,F,G   G. Medical engagement 

Limited assurance of 
mandatory training within 
medical workforce 

A,F,G    
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Developing a culture of Continuous 

improvement 
 

The plan to improve from ‘requires 
improvement’ to ‘good’ and beyond will be 
our work plan for the next 11 months and 
intertwined with our governance review. 
However, in this time we will introduce, 
implement and embed a continuous quality 
improvement culture along with greater 
Quality Improvement capability within the 
Trust to ensure we get into a position of 
increased safety and stability but the 
foundations are in place to navigate our route 
to Outstanding. We will approach our 
improvement plan through:  

 Robust leadership to drive recovery 
 Robust Board Oversight and scrutiny 

 Executive accountability 

 Building strong leadership at all levels 
in the Trust 

 Extensive staff engagement to drive 
innovation 

 A rigorous Quality Improvement 
approach 

 A single reporting structure for Board, 
Commissioners and regulators 

 Support and involvement from 
patients, service users and the public 

The Support for the Quality 

Improvement Plan 

The Quality Improvement Plan is now in place 
which includes the CQC Recommendations, 
but wider improvements identified through 
other diagnostics.  With governance and 
monitoring, being at the heart of all we do 
and further developed as part of the system 

wide governance improvements.  

Quality improvement aims can be linked to 
four key outcomes:  

 Valuing the fundamentals 

 Moving beyond safe 
 An organisation that learns 

 Well led  through good governance 
 

The Quality Improvement Strategy (2018-
2021) was approved in 2018 and  monitored 
through the Quality Improvement Board. once 

delivered it will ensure that effective Quality 
Improvement skills are embedded and locally 
owned.  
 
In order to support the implementation a 
number of actions including  the development 
of a virtual ‘Improvement Academy’ led by a 
triumvirate of a doctor, a nurse/midwife/ 
Allied Health Professional (AHP) 
representative and a service manager.  
 
This Triumvirate will support the delivery of 
an agreed Quality Improvement Strategy 
using Quality Improvement training to build 
capability and capacity amongst the 
workforce. The vision of the ‘Improvement 
Academy’ is to oversee a ‘hub’ of Quality 
Improvement Facilitators whose role will be 
to train, mentor and support staff working. 
 
A rigorous reporting programme both 
internally and to key stakeholders will be 
rapidly enhanced from what is already in 
place. 
 
The Governance review will establish further 
clear routes that provide oversight and seek 
assurance against operational delivery of 
improvement plans.  
 
Sitting alongside the internal governance will 
be the Strategic oversight meeting which is 
responsible for ensuring there is system 
ownership of actions and issues to ensure 
system wide improvements. Whilst the SOM 
has no formal reporting line into the Trust it 
provides external assurance. 
 
Demonstrating change through models of 
improvement: 
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14Strengthening Governance  
A full review of governance has been 
undertaken and there is a rapid plan 
deployment agreed, combined with a more 
sustained engagement programme, 
embedding a consistent and robust approach 
to governance, aligning where indicated with 
the Royal Devon and Exeter Foundation NHS 
Trust due to the networked solutions in place. 
 
This will be overseen and assured through a 
new Trust level Governance Committee which 
will be responsible for ensuring that 
governance is embedded in the organisation; 
the Trust operates within the law and 
complies with its regulators and delivers safe, 
quality and effective care.  
 
It will provide assurance to the Board of 
Directors, that the Trust has effective systems 
of internal control in relation to risk 
management and governance, high level 
outcomes of this committee will include: 
 
1. Oversight and assurance and oversight 

and agreed Schedule of Reports  
2. Receipt of reports which identify key 

clinical and corporate risks (including 
patient experience) and ensure 
assurance that key clinical and 
corporate risks are being managed.  

3. Assurance of key changes in the 
Corporate Risk Register.   

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
4. Exception reports in respect of external 

visits and accreditation which highlight 
shortcomings in Trust outcomes or 
processes, together with the planned 
actions to address any areas of 
concern.  

5. Exception reports will also highlight any 
unacceptable delays in addressing 
areas of concern. 

6. Oversight in relation to new areas of 
legislation, policy or other 
requirements with which the Trust is 
required to comply, together with an 
assessment of the Trust’s ability to 
meet the new requirements, and any 
further action required.  

7. Review self-assessment of compliance 
against the Care Quality Commission 
[CQC] regulatory framework. 

8. Identification of new or emerging risk 
areas which may need to be considered 
as part of the Board Assurance 
Framework.  

9. Requests to the Internal Audit Team to 
include specific internal audits as 
requested by the Committee. 

10. Confirmation that the Trust has an 
annual programme of clinical audit 
through assurance from the Clinical 
Effectiveness. 
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Linking to performance, the governnace will 
also be aligned to a robust performance 
assurance framework that has at its core the 
following principles: 

1. Future modelling and forward looking 
2. Provision of information to the right 

level to manage the business and 
make decisions 

3. Expectation what managers and 
clinicians know their business 

4. Consistency of approach, information 
and expected actions  

5. Provide greater levels of assurance 
6. Operations as “the customer”  

 
Perfomance Assurance Framework 

 
Performance oversight 
 
 
 

 
 
 
The improved governance will be delivered 
through a one year programme of work 
through a combined Northern Devon 
Healthcare NHS Trust and Royal Devon & 
Exeter NHS foundation Trust Governance 
Development Team to include: 
 

1. Board Development and working 
throughout the organisation to secure 
a common understanding and 

commitment to a Northern Devon 
Healthcare NHS Trust governance 
framework 

2. A restatement of the balanced 
scorecard approach across quality, 
performance and finance. 

3. A review at pace of governance 
architecture including committees, 
groups, policies and procedures to be 
completed by the end of 2018 
calendar year. 

4. A review at pace of key 
roles/responsibilities and portfolios 
which adequately services the 
governance system. 

5. Conversion of raw data into 
information, into knowledge which 
will be scrutinised, interrogated and 
challenged in the pursuit of quality 
improvement and organisational 
learning – ‘So What?’ will be a 
commonly asked question. 

6. Establishment of an agreed set of 
values and behaviours which will 
support an open, transparent and 
constantly curious culture focused on 
achieving the best outcomes for the 
people served by the Trust and its 
staff 

7. Regular check points to monitor 
progress along the governance 
development trajectory 
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Quality Improvement Aims 

 
  

Experience 

Putting patient at the centre of all  we do 

Ensuring care is holistic care  

Equipping clinicains to  have inclusive discussions 

Involving patients and carers 

Staff engagement 

Inclusive behaviours and compassion 

ensuring the Right staff with the right skills 

valuing staff  through engagement  

 

Safe 

Ensure no avoidbale Deaths 

Eliminate avoidable  patient harm 

Right patients, right care, right place 

Effective audit 

 

 

Leadership and Governance 

Strong Leadership at all levels 

Role clarity, responsibility and accountability 

Standardising consistency of processes 

Being Open and Transparent 

  

Patient 
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Quality Improvement focus and outcomes 

1. Experience 

1.1 Putting patient at the centre of all we do 
 

Outcome Action Owner (role) Completion Monitoring 

Continuous Improvement 
within end of life care for 
patients and their families 
across the Trust 
demonstrated through 
annual audit cycle and 
patient surveys  
 
 

Working with the North Devon End of Life Care STP 
Group develop a plan to deliver the recommendations 
outlined in ‘ambitions for palliative and end of life care : 
A national framework for local action 2015 – 2020 

Outreach, EofL 
and 
Resuscitation 
manager 

31/03/19 End of Life Audit Cycle 
End of Life carer surveys 
Assurance monitored 
through end of life steering 
group 
System assurance sought 
through STP end of life 
governance structures 

Implementation and embedding of revised End of Life 
Strategy  
 

Outreach, EofL 
and 
Resuscitation 
manager 

28/02/19 End of Life Audit Cycle 
End of Life carer surveys 
Assurance monitored 
through end of life steering 
group 
System assurance sought 
through STP end of life 
governance structures 

An improved patient 
focused Specialist Palliative 
Care pathway with a 50% 
increase in the number of 
patients dying in their 
preferred choice of place of 
death 

The Trust will work with the local Hospice to determine 
the optimum service model for Specialist Palliative Care 
and end of life care and implement this model across 
the Trust 
 

Outreach, EofL 
and 
Resuscitation 
manager 

31/01/19 End of Life Audit Cycle 
End of Life carer surveys 
Assurance monitored 
through end of life steering 
group 
System assurance sought 
through STP end of life 
governance structures 

There is a robust rapid 
discharge system in place for 

Increase the number of discussions with patients  to 
identify their preferred place of death and work with 

Outreach, EofL 
and 

30/06/19 End of Life Audit Cycle 
End of Life carer surveys 
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end of life care patients and 
this is monitored  achieving 
a  50% increase in end of life 
patients dying in their 
preferred place of care by 
June2019  

them to be  able to achieve their preferred place of 
death   providing the facilities for the rapid discharge 
and home care arrangements 

Resuscitation 
manager 

Assurance monitored 
through end of life steering 
group 
System assurance sought 
through STP end of life 
governance structures 

Care will be delivered in 
partnership with patients to 
meet their needs 

Embedding principles of ‘What happens to me’  to 
develop a picture of the patient needs and ensuring 
patients are involved in decisions about their care and 
treatment 

Deputy Director 
of Nursing 

31/10/19 Senior Nurse Forum 

A robust patient 
engagement strategy is 
published and embedded 
across the Trust 

Review and ratify a patient engagement strategy that 
will involve patients in service redesign and initiatives  

Chief Nurse 31/01/19 Delivery of strategy will be 
monitored through quality 
governance and the 
involving patient steering 
group will be reconstituted 
to focus on delivering the 
strategy. 

Increased FFT response rate 
to above 50%  and positive 
recommendations across all 
clinical settings 

Promote friends and family test throughout the 
organisation with a particular focus on the emergency 
department 

Head Of 
Communications 

31/03/19 Delivery of strategy will be 
monitored through quality 
governance and the 
involving patient steering 
group will be reconstituted 
to focus on delivering the 
strategy. 

Relevant committees will 
start with a  patients story 
across the Trust 

Following the review of governance and meeting 
infrastructure, key meetings that would benefit from a 
patient story will be identified, terms of reference 
updated and patients stories included as a standing 
agenda item 

Chief Nurse 31/01/19 Terms of reference will 
indicate patient stories and 
compliance reports will 
detail patient stories. 

Carers and patients will be 
represented in core 
committees across the Trust 

Following the review of governance and meeting 
infrastructure, key meetings that would benefit from a 
patient representative will be identified, terms of 
reference updated and patients representatives 

Chief Nurse 31/01/19 Terms of reference will 
indicate patient 
representation indicated 
and detail the 
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recruited representative. 
1.2 Ensuring care is holistic care  

Outcome Action Owner (role) Completion Monitoring 
All clinical settings are 
actively partaking in a 
clinical accreditation 
programme 

Develop and introduce and clinical accreditation 
scheme to recognise outstanding holistic care  

Chief Nurse 31/03/19 Accreditation scheme 
metrics will be included in a 
quality dashboard and 
monitored the quality 
governance.. 

Safety checklists are 
embedded into ED practice 

Update and review of checklists through PDSA cycles  
ensuring they are fit for purpose and follow best 
practice using regular testing and audit 

Matron for 
Emergency care 

31/12/18 Metrics will be included in a 
quality dashboard and 
monitored the quality 
governance.. 

We will reduce the number 
of short notice hospital-
initiated cancellation of 
outpatient appointments to 
5%.. 
 

To adhere to the guidance on booking of leave with 
adequate notice. 

 
Assistant 
Director of 
Operations 

 
31/12/18 

Outpatient Efficiency 
Steering Group. 

1.3 Equipping clinicians to  have inclusive discussions 

Outcome Action Owner (role) Completion Monitoring 
All patients who meet the 
criteria for an end of life 
care plan have an 
appropriate plan of care in 
place 
  

Train staff to ensure all patients nearing end of life are 
assessed and have an individualised end of life care 
plan. Ensuring monitoring mechanisms are in place to 
ensure risks to patients were assessed 

Outreach, EofL 
and 
Resuscitation 
manager 

30/06/19 End of Life Audit Cycle 
End of Life carer surveys 
Assurance monitored 
through end of life steering 
group 
System assurance sought 
through STP end of life 
governance structures 

Improve recording of the 
discussions with the 
family/friends regarding end 
of life care. Demonstrated 
through a minimum of 75% 

Improve the completion of The end of life 
documentation through continual audit which will 
identify the wishes and preferences of the patient 
 

Outreach, EofL 
and 
Resuscitation 
manager 

31/03/19 End of Life Audit Cycle 
End of Life carer surveys 
Assurance monitored 
through end of life steering 
group 
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positive response on 
feedback from local 
questionnaire 

System assurance sought 
through STP end of life 
governance structures 

Duty of candour is met with 
patients and families 100% 
of the time where harm is 
experienced 

Implement a programme of staff development and 
monitoring that ensures Duty of candour is truly 
embedded in all clinical settings and professions 

Deputy Medical 
Director 

31/03/19 Patient Experience 
Committee 
Internal Audit programme. 

 

2. Safe 

2.1 Ensure no avoidable deaths 

Outcome Action Owner (role) Completion Monitoring 
Published policy for 
Mortality and Morbidity, 
implemented and 
embedded in practice 

Implementation of learning from deaths policy Deputy Medical 
Director 

31/12/18 Learning from deaths 
reports presented and 
approved at Trust Board 

All deaths are reviewed and 
any identified learning 
shared across the 
organisation 

Roll out of the mortality reviews across all specialities Deputy Medical 
Director 

30/06/19 Learning from deaths 
reports presented and 
approved at Trust Board. 
 
Mortality review committee 
responsible for oversight 
and compliance  

Consistent approach to 
reviewing patient deaths to 
improve learning 

Training in Structured  judgement reviews undertaken Deputy Medical 
Director 

30/06/19 Learning from deaths 
reports presented and 
approved at Trust Board. 
 
Mortality review committee 
responsible for oversight 
and compliance 

We will review all processes 
relating to VTE across 

We will assess at least 95 percent of all patients for risk 
of venous thromboembolism (VTE) and prevent 

Head of Quality 
& Safety 

31/12/19 Patient Safety Operational 
Group 
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NDHCT. avoidable death as a consequence of VTE 
 

2.2 Eliminate avoidable  harm to patients  
 
Outcome Action Owner (role) Completion Monitoring 

Consistent approach 
embedded to reviewing 
potential harm and to 
improve learning 

All patients who are at risk of harm are monitored and 
consistently assessed for the potential of harm   

Deputy Medical 
Director   

30/11/18 Monitoring of Quality and 
Harm with appropriate 
actions is undertaken 
through the quality and 
clinical governance 
structures 

The organisation will have a 
global view of all 
deteriorating patients. 

Implementation and consistent adoption of NEWS 2 
 
 

Outreach, EofL 
and 
Resuscitation 
manager 

31/01/19 Monitored and assured 
through the patient at risk of 
deteriorating working group. 

Implementation and utilisation of electronic monitoring 
and escalation system 

Head of Quality 
& Safety 

31/12/19 Smartcare Programme 
Board 
Patient at Risk Group 

Ensure patients have access 
to high quality outpatient 
care when they require it 

Increase the average number of patients seen in clincis 
by 3%, through improved booking & Reducing DNA’s. 
Reduce the number of clinical appointments cancelled  
by the hospital. 
Delivery referral to treatment waiting times as 
commissioned 
Reduce the number of patients waiting longer than 
intended for follow up appointments in consultant led 
clinics.  
Implement revised systems and processes that support 
effective booking of patients 

Deputy Chief 
Operating 
Officer 

31/03/19 Divisional Performance 
Meetings 
Speciality Governance 
Meetings 
Weekly reporting  
Patient Target List meetings 
Speciality Meetings 
Weekly reporting 

Never events do not happen 
due to robust processes in 
place against each never 
event criteria 

Take learning from wrong site surgery never events to 
ensure robust processes are in place to ensure never 
events do not happen 

Chief Nurse 31/03/18 Criteria monitored through 
Quality Governance 
processes 
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The Organisation will meet 

the revised operational plan 

for key access and 

emergency care targets 

including: 

 RTT  

 Reduction Long 
waiting patients 

 Incomplete 
pathways 
performance and list 
size  

 Emergency 
department 4 hour 
target 

 Diagnostics 

 62 day cancer 
standard 

 

Implementation of strengthened operational delivery 
and performance management structure 
 
Existing action plans and performance will be reviewed 
and revised and agreed with regulators and New Devon 
CCG 
 
The Trust operational capacity plan outlining key 
operational changes and escalation arrangements will 
be agreed and implemented to ensure greater 
resilience in the delivery of clinical services 
 

Deputy Chief 
Operating 
Officer 

31/10/18 
 
 
30/11/18 
 
 
 
30/11/18 
 
 
 
 

Patient Target List (PTL) 
meeting .  Specialty 
Governance Meetings. 
Weekly RTT Reports. 

Build on the reduction of 
incidents of falls to further 
reduce the impact through 
minimising harm 

Develop and strategy and resource that further 
supports patients and reduces harm from falls 

Head of 
Therapies 

30/06/19 Harm from falls monitored 
through performance 
reports 

We will demonstrate the 
enhancement of a safety 
reporting culture by 
increasing the quality of our 
incident reporting and 
performance benchmarked 
within the top quartile of 

High quality incident reporting would indicate a culture 
where robust investigations are carried out in a timely 
manner identifying the causes, themes and key issues, 
enabling staff to learn from these incidents 
 

Head of 
Governance 

28/02/19 Reports through Divisional 
Governance . 
Incident Review Committee 
Safety and Risk Committee 
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trusts 
 
 

We will ensure that patients 
are not subject to avoidable 
infections 
 

Avoidable infections’ measures the number of Trust-
attributable MRSA blood stream infections and cases of 
clostridium difficile attributed to lapse of care. And will 
be monitored through the infection control team and 
actions agreed through the Infection and  control 
committee to continue to reduce avoidable infections 
due to lapses in care 

Director of 
infection 
prevention and 
control 

30/06/19 Ownership and actions 
delivered from reporting 
through the infection 
prevention and control 
committee. 

We will reduce avoidable 
category Trust-acquired 
pressure damage  by at least 
10 per cent in the first year 

All  pressure damage is reviewed for causation and 
avoid ability with actions taken to ensure learning and 
further reductions 

Lead nurse for 
tissue viability 

31/03/19 Monitored and assured 
through quality governance  

2.3 Right patient, Right care Right place 

Outcome Action Owner (role) Completion Monitoring 
Ensure patients have access 
to high quality outpatient 
care  

Implement revised systems and processes that support 
effective booking of patients 

Deputy Chief 
Operating 
Officer 

31/03/19 Speciality Governance 
Meetings. 
Weekly Reporting 

Improve the patient flow 
through the hospital 

Ensure the flow of patients through the hospital 
happens without blockages, ensuring all services have 
the capacity to meet the demand 

Deputy Chief 
Operating 
Officer 

31/03/19 Tactical meetings. 
Performance Meetings. 
Quality Dashboards. 

A strategy that details and 
delivers services that are 
appropriately staffed and 
delivered in a way that 
delivers the best outcomes 
for patients and the wider 
population of Northern 
Devon   

Complete clinical services review and deliver plans that 
ensure services are sustainable with the correct staff to  
meet the needs of the population of Northern Devon 

Medical Director  31/07/19 Regular updates and 
assurance to the Trust Board 
and oversight group. Linked 
to STP plans and acute 
service review  

2.4 Effective audit 

Outcome Action Owner (role) Completion Monitoring 
Continue to ensure 95% of Continue to audit the management of sepsis and the Lead clinician 31/03/19 Monthly monitoring and 
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patients who trigger a sepsis 
screen are treated within 
one hour  

medication within one hour within ED (ED) reporting through quality 
metrics 

Ensure the Trust takes part 
in all the required  National 
Audits 

Engage in all the relevant National Audits and ensure 
the reports are fed back to the services involved and 
overseen appropriately  

Clinical Audit 
and 
Effectiveness 
Manager 

30/09/18 Monitoring of Quality and 
Harm with appropriate 
actions is undertaken 
through the quality and 
clinical governance 
structures 

Consistent environmental 
audits show highest levels of 
cleanliness across all clinical 
settings including a focus on 
ED 
 

Undertake a robust assessment of current cleaning 
audits and PLACE assessments to ensure fit for purpose 
and complete and identified improvements 

Head of Facilities  31/12/18 Monitor outputs through 
infection prevent and 
control committee 

A robust and complete Trust 
wide annual plan of audit is 
completed against service 
needs  
 

Introduce an audit programme of compliance against 
policies and guidelines, local and national audits, with 
each specialty holdings its own programme to be 
monitored through Governance Days 

Clinical Audit 
and 
Effectiveness 
Manager 

31/03/19 Monitoring of Quality and 
Harm with appropriate 
actions is undertaken 
through the quality and 
clinical governance 
structures 
 

3. Staff Engagement  

3.1 Inclusive behaviours and compassion 
 

Outcome Action Owner (role) Completion Monitoring 

Further develop and embed 
the Freedom to speak up 
Guardians service 

Develop a team of Freedom to Speak up Guardians to 
provide the staff with a voice 

Maternity 
Services Risk 
Manager 

30/11/18 FTSUG Meetings 
4 monthly reports are 
required to the Board 

Promoting civility amongst 
staff and teams to 
encourage well-being and 

Design a programme of civility towards each other on 
promoting kindness towards all staff as well as patients. 
Developing posters and introducing into training 

Quality 
Improvement 
Facilitator  

30/06/19 Staff Meetings. 
Number of Complaints. 
Freedom to Speak up Cases 
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good team working sessions 
Consistent approach 
embedded to reviewing 
potential harm and to 
improve learning 

All patients who are at risk of harm are monitored and 
consistently assessed for the potential of harm 

Deputy Medical 
Director   

30/11/18 Monitoring of Quality and 
Harm with appropriate 
actions is undertaken 
through the quality and 
clinical governance 
structures 

Robust learning from all 
incidents can be clearly 
demonstrated and 
articulated by all involved 
and the wider teams  
 

Review current investigations processes and develop 
enhancements  that ensures clear and owned learning   

Head of 
Governance  

31/12/18 Monitoring of Quality and 
Harm with appropriate 
actions is undertaken 
through the quality and 
clinical governance 
structures 
 

3.2 ensuring the Right staff with the right skills 

 

Outcome Action Owner (role) Completion Monitoring 
To ensure no staff group has 
a vacancy factor greater 
than 8% by March 2019 
 

To ensure vacancies in Key Positions are filled with well 
trained staff  

Director of 
People 

31/03/19 Monthly workforce metrics 
and turnover reduction 
group 

To reduce Nursing turnover 
by 1% by November 2019 

To Work as part of the Nursing Retention Group  (NHSI 
Collaborative) to reduce nursing turnover by 1% 

Deputy 
Director of 
Nursing 

31/03/19 Nursing Retention Group 

Reduction in Registered 
Nursing Vacancies  

Continue recruitment and strategies in order to  grow 
our own workforce and  to continue to include further 
overseas recruitment 

Deputy 
Director of 
Nursing 

31/03/19 Nursing Retention Group 

Clear and current written 
strategy in place to address 
workforce priorities 

Revision of workforce strategy  Director of 
People 

31/01/19 Approved strategy through 
Workforce Governance. 

Improved understanding of 
opportunities to develop 
careers and the benefits 

Recruitment and retention events to be developed in a 
way that enhances the opportunities, equally 
opportunities to be embedded in on boarding 

Director of 
People 

31/01/19 Approved strategy through 
Workforce Governance. 
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available to new employees 
Improve overall the uptake 
of Mandatory and Statutory 
Training to be above 90% in 
all professions and domains 

Promote training and implement consequences for any 
staff who does not maintain their training 

Assistant 
Director of 
Workforce 

31/03/19 Monthly workforce metrics  

Establish a team of staff in 
the Trust Chemotherapy 
unit. (Seamoor ) that is 
trained to the level required 
to provide a safe service and 
best patient experience 

All nursing staff will have completed the in-house 
Chemotherapy training course and be signed off once 
assessed as competent.  Embed the clinical supervisions 
with the cancer care counselling team for nursing staf 

Clinical Matron 
for Cancer 
Services 

31/03/19 Cancer Services Governance 
days/Divisional Governance 
Days 

Maintain the correct Skill 
Mix when staff changes 
occur in the Seamoor Unit 

Ensure the skill mix meets the legislative requirements 
for a chemotherapy unit in line with the capacity and the 
demand 

Clinical Matron 
for Cancer 
Services 

30/11/18 Cancer Services Governance 
days/Divisional Governance 
Days 

Establish Robust models of 
care that utilise and develop 
skills approaching skill mix 
from a multidisciplinary 
manner  

Triangulation of services plans with workforce plans to 
deliver new roles and new ways of working to enhance 
patient outcomes  

Chief Nurse, 
Chief Operating 
Officer and 
Medical 
Director 

31/09/19 New models demonstrated 
through workforce and 
quality metrics 

3.1 valuing staff  through engagement  
 

Outcome Action Owner (role) Completion Monitoring 
Improved staff engagement 
with nursing and midwifery 
workforce  

Chief nurse to extend senior nursing engagement to a 
weekly meeting and deliver revised forum model, 
supported by back to the floor Fridays 

Chief nurse 31/10/18 Weekly meeting 

Improved staff engagement 
with medical staff 

Senior medical and CEO attendance and Medical 
advisory Committee  

Medical 
Director  

31/10/18 Minutes and feedback to 
Board from Chair of the 
Medical Advisory 
Committee. 

Improved engagement and 
workforce based solutions in 
wicked issues 

Implement big room conversations as part of Devon flow 
coaching academy or live life well initiatives  

Chief Nurse 31/03/19 Implementation plan and 
conversations 

Staff reported increased The outcomes of FFT and the staff survey results will Head of staff 31/12/18 Staff FFT reports 
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engagement levels ensure staff engagement actions are put in place as a 
result.  

wellbeing and 
engagement 

Improved compassionate 
care and engagement with 
frontline  

Launch of nursing, midwifery and allied health 
profession strategies 

Chief Nurse 31/12/18 Standing agenda item on 
professional forums and 
monitored qualitative 
improvement. 

We will maintain our 
sickness absence rate at less 
than 3.40 per cent 
 

Identify reasons for sickness absence and implement 
strategies to reduce and maintain absence below target 

Director of 
People 

31/03/19 Monitored through 
workforce metrics within 
agreed performance reports 

4. Leadership and governance 

4.1 Strong leadership at all levels 
Outcome Action Owner (role) Completion Monitoring 

Standardised approach to 
Board to Ward rounds that 
demonstrate engagement 
with frontline 

Review the model of Board to ward quality rounds Chief nurse  31/11/18 Reports from safety visits 
completed and Monitoring 
of Quality with appropriate 
actions is undertaken 
through the quality and 
clinical governance 
structures 
 

Meeting and exceeding 85% 
target and staff report 
appraisals are meaningful 

Improve the compliance rate and quality of 
appraisals  

Assistant Director of 
workforce 

31/03.19 Monthly workforce metrics 
and turnover reduction 
group 
Divisional Governance 
Meetings 

Meeting and exceeding 85% 
target for mandatory 
training 

Improve the compliance rate or mandatory training 
across all staff groups  

Assistant Director of 
workforce 

31/12/18 Monthly workforce metrics 
and turnover reduction 
group 
Divisional Governance 
Meetings 
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Staff will feel equipped and 
confident to lead and 
manage their services  

Ensure leaders have appropriate leadership skills or 
participating in the trust leadership programme 

Assistant Director of 
workforce 

31/03/19 Monthly workforce metrics 
and turnover reduction 
group 

Improve Board outcomes 
and deliver high performing 
Board 

Agree and introduce a revised Board Development 
programme 

CEO/Chairman 31/12/18 Published and compliant 
Board Development 
Programme 

The Trust has a clearly 
defined operational 
strategy that is owned and 
understood by all staff 
within the organisation  

Development, approval and deliver of a Trust wide 
operational strategy 

Deputy Chief 
Operating Officer 

28/02/19 Audit and assurance against 
the strategy 

4.2 Role clarity, responsibility and accountability 
Outcome Action Owner (role) Completion Monitoring 

Revised Governance 
structures published and 
understood by Staff Across 
the Trust  

The Trust will revise its structures with clear terms of 
reference, membership, meetings cycles and data 
sets for all elements of the overarching governance 
structure 

Chief Nurse 30/09/19 Governance review 
oversight group 

Revised relevant risk 
register published and 
owned at all levels across 
the Trust  

The Trust will review, refresh and cleanse the Risk 
register 

Head of Governance 31/12/18 Monitoring and assurance 
sought through Safety & 
Risk committee 

Revised risk management 
policy published and 
embedded into practice  

The Trust will review and refresh the risk 
management policy 

Head of Governance 31/01/19 Monitoring and assurance 
sought through Safety & 
Risk committee 

80% of all leaders trained in 
risk management  

The Trust will Train leaders in risk management Head of Governance 31/03/19 Monitoring and assurance 
sought through Safety & 
Risk committee 

A board approved Audit 
plan to inform the Board 
Assurance Framework 

The Trust will develop an audit cycle to ensure that 
outcomes and actions within the QIP are tested 
robustly and continuously improved/ monitored for 
embedding. 

Head of Governance 31/03/19 Sign off and monitoring of 
compliance presented 
through the Board 
Assurance Framework 

Meeting and exceeding 85% 
target and staff report 

Improve the compliance rate and quality of 
appraisals  

Assistant Director of 
workforce 

 Monthly workforce metrics 
and turnover reduction 
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appraisals are meaningful group 
Deliver clear performance 
framework that ensures the 
improvement and 
sustainability of care 
provided by the Trust  
 

Deliver a framework and performance report that is 
clearly articulated by staff across the Trust  

Chief Operating 
Officer 

31/12/18 Monthly monitoring across 
the Trust revised 
Governance structure 

The Trust has a clearly 
defined and triangulated 
financial plan that is 
available and understood by 
the wider organisation 

Develop and deliver a financial plan that is owned 
and understood by the wider organisation 

Director of finance 28/02/19 Monitored through 
financial metrics that form 
part of the Integrated 
Performance report.  

4.3 Standardising  consistency of processes 
Outcome Action Owner (role) Completion Monitoring 

A revised and approved 
Board Assurance 
Framework 

The Trust will undertake a review and revision of the 
Board Assurance framework 

Chief Executive 28/02/19 Signed off and monitored 
through Trust Board 

Introduced and embedded 
Corporate Risk Register, 
Risk Management Policy 
and Strategy, supported by 
more robust Corporate 
Governance and Divisional 
Governance arrangements 
to ensure astandardised 
integrated approach 

Undertake and complete a governance review of 
Corporate Governance Arrangements and Divisional 
Governance Arrangements to ensure a standardised 
integrated approach. Implementing the 
recommended changes  

Chief Nurse 30/09/19 Governance review 
oversight group 

Introduction of a revised 
performance framework 
with improved 
understanding of metrics 
and delivery 
against performance 

Investing in business intelligence which will enable 
triangulation of data to determine the quality of care 
being provided in individual care areas. 
 

Chief Operating 
officer 

31/12/18 Data set used across the 
Trust to monitor 
improvements in 
performance  

Demonstrate organisational Increase the number of staff trained in Root Cause Head of Governance 31/03/19 Quality Improvement Board 
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understanding of risk 
management and improve 
the quality and learning 
from incident investigations 

Analysis methodology and risk management 
 
 

Consistent 
grading/investigation of 
incidents and ensuring 
there is shared, 
organisational learning 
 

Improve incident management processes to foster 
learning and improve effectiveness 
 

Head of Governance 31/12/18 Incident Review Group  
Safety & Risk Committee 
Governance Committee 

Provide a full Electronic 

Patient Records (RPE) 

Solution for the Trust  

Ensure the TrakCare project delivers all the modules 

commissioned by the supplier InterSystems(ISC) 

replacing the legacy Swift PAS and other 

administrative systems 

Director of IM&T 

(Interim) 

31/12/19 (To 

be reviewed) 

TrakCare Steering 

Board/Trust Board 

Revised Healthcare Records 
policy embedded and 
audited for effectiveness 
 

Undertake a review of the health records policy to 
ensure it is fit for purpose. Ensure the document 
clearly defines what constitutes a healthcare record 
and identifies safe storage. 

Facilities 
Manager/Outpatients 
Manager 

31/12/19 Investigations on all DATIX 
Incident / Complaints. 

Risk register is accurate and 
current 100% of the time  

Suitable arrangements are in place to identify, assess 
and manage risk across the Trust, through actively 
reviewed current and accurate risk register 

Head of Governance 31/12/18 Safety & Risk committee  
Audit and Assurance 
Committee. 

4.4 Being Open and Transparent 

Outcome Action Owner (role) Completion Monitoring 
When significant incidents 
are being investigated, 
patients and family will be 
asked for their input to 
setting the terms and 
updated as the 
investigation progresses 
 

Ensure the involvement of patients and family when 
significant incidents occur developing individual 
incident timeline to contact to undertake full duty of 
candour (further to the initial contact) to set out 
Terms of Reference, offer apologies and how they 
would like to be involved 

Head of Governance 30/11/18 Incident Review Group 



NDHCT Quality Improvement Plan   

30 
 

When significant incidents 
are being investigated they 
are conducted in a robust 
and timely manner 
 

Improved timeliness of significant incidents occur Head of Governance 31/12/18 Incident Review Group 
Quality Improvement Board 
6 Monthly reports to Trust 
Board 

Improved Trust wide 
understanding of metrics 
and delivery against the 
performance framework 
 

Investing in business intelligence which will enable 
more robust triangulation of data to determine the 
quality of care being provided and support a revised 
performance framework 

Chief Operating 
Officer 

31/03/19 Performance Meetings. 
Divisional Governance 
Weekly reporting 

Staff actively involved in 
discussing care issues with 
patients and their families 
in an open and meaningful 
way 

Staff will always apologise for anything going wrong 
and ensure it is documented how the patient would 
like to be involved.  Developing the Duty of Candour 
process and embedding it throughout the Trust. 

Head of Safety & 
Quality 

31/07/19 Patient and Service Users 
Committee 
Safety & Risk Committee 
Governance Committee 

Clinical teams have a clear 
understanding of the care 
they are delivering to 
patients against defined 
standards 

Report key metrics which measure the key 
components of care delivery and revise standardised 
performance boards 

Chief Nurse 31/12/18 Data provided at all levels 
and overseen through the 
Quality governance 
structures and triangulated 
with performance data. 
 

National Safety Standards 
for Invasive procedures 
(NatSSIPs) are developed 
locally (LocSSIPs) and are 
applied in all relevant areas 
of the Trust. 
 

Implement best practice through these principles of 
safe practice and reduce the risk of surgical Never 
Events occurring.  Form a Task and Finish group to 
implement best practice for these principles and 
overall aim to reduce harm. 

Head of Quality and 
Safety 

30/09/19 NATsSIPS/LocSSIPs Tsk and 
finish group 
Quality Improvement Board 
Specialty Governance 
meetings. 
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Communications Plan 
The programme will require use of existing 

communications channels as well as greater 

focus on Quality Improvement across the 

whole organisation, this will require 

enhancement of additional communication 

channels, as well as workshops, seminars and 

drop in sessions.  

Existing internal communication channels: 

 BOB – Trust Intranet 

 Professional bulletins 

 Heads of Department Briefs 

 CEO bulletins 

 Flash reports 

 Professional forums 

 GP forums 

Additional channels 

 1-1 briefings 

 In depth briefings to stakeholders 

 Key lines to executive team meetings 

 Trust website 

 Social media 

Bespoke Channels 

 Quality improvement week 

 Monthly updates and heat maps 

showing progress in workstreams 

 Case studies and success stories 

 Real time Quality Improvement 

platform 

 Workshops 

 Flow coaching 

 Senior leader drop in sessions 

 Quality improvement tracker 

Considerations 

 QIP toolkit 

 QI ambassadors 

 Media positive stories 

 

Quality Improvement reporting 
The quality improvement plan is a subset of 

actions within an overall improvement plan. 

The headline plan and metrics will be 

supported by monitoring and key milestones, 

which will be captured within the wider 

reporting framework embedded as part of the 

governance review. This will provide 

consistent reporting and assurance to the 

Board, Regulators and commissioners. 

 

 

 

 


