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Part 1: Statement on Quality from the Chief
Executive of Devon Partnership NHS Trust
Welcome to the Devon Partnership NHS Trust Quality Report for 2020/21, which
summarises our recent performance and the work we have been doing to continue to
improve safety, clinical effectiveness and the experience of people who use our
services and their families and carers.
In terms of the headline performance and service delivery improvements in 2020/21,
we saw additional investment in important services and attracted widespread praise
and recognition for many of our services and staff.
Coronavirus (Covid-19) pandemic
We are extremely proud of what has been achieved by our teams in the face of the
Covid-19 pandemic during the last year. We have managed to carry on delivering all
of our major services and have quickly adapted to the changing situation to make
sure that we could keep in touch with those people who needed our support. In many
cases we have done this through means other than face-to-face contact, including a
number of virtual platforms and channels, with quality, safety and the experience of
people using our services remaining paramount. We have also enhanced the
wellbeing offer to our own staff – to keep them as healthy as possible and to enable
them to continue delivering high quality services – as well as providing a priority
wellbeing service through the Devon Wellbeing Hub to health, social care and police
staff right across the county.
Quality driven by strategy
We are currently refreshing our strategy, vision and mission which will be approved
by the Board of Directors in October 2021. During 2020/21, we continued to work
towards achieving our six current strategic aims and realising our mission to become
a recognised centre of excellence. Our strategy includes three aims that relate
specifically to quality:


Deliver consistently high quality of care and treatment
This requires a consistent and embedded approach to safety, quality and
continuous quality improvement across the organisation, with capacity and
capability in place to support and develop our clinical teams



Ensure services are driven by the voices of the people who use them
This requires our staff to uphold a culture in which every person’s
assessment, clinical care and treatment are centered around them and care,
treatment and wider Trust services are shaped by the outcomes they, and
their supporters, want to achieve



Build a reputation as a centre of excellence
This requires our quality and performance systems to deliver consistently high
standards of care and good outcomes – both for individuals and the health
and social care system as a whole.
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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 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 people using
services, carers and staff. Importantly, the input of a range of stakeholders has
provided insight into the dimensions of quality that matter most to all.
The key priorities and drivers are set out below:

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 involve people routinely and
meaningfully in our work – from the development of new services to the recruitment
of our staff. Recent examples are the involvement of people with lived experience in
the design of our new adult inpatient ward in Torbay and in the Programme Board for
the implementation of the Community Mental Health Framework. Their role as part of
each project’s Clinical Reference Group has been pivotal. Our Together approach is
a significant factor in our ongoing drive to improve the quality of care we provide and
people’s experience of our services, driven by the values upheld by our staff.
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Challenges
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 significant concern.
We are also continuing to see long waiting times for some of our services, notably in
Gender services, autism/attention deficit hyperactivity disorder (ADHD) services and
adult community services. We have taken steps to identify, assess and manage
those people who present the highest risk on those waiting lists and ensure that all
people waiting are managed and monitored safely.
Similarly, we continue to strive to reduce the number of people who have to receive
their inpatient care and treatment outside the county but this has continued to prove
challenging during 2020/21 and our original improvement trajectory was impacted by
Covid-19, along with the requirement for us to adapt our inpatient wards to manage
the impacts of the pandemic. A number of initiatives are helping to address this
issue, including the building of additional inpatient capacity, the introduction of our
First Response Service and the ongoing development of alternatives to hospital
admission, such as the Crisis House that recently opened at Redhills in Exeter. We
also commission Mental Health Matters to run The Moorings crisis cafés in
Barnstaple, Exeter and Torquay, providing mental health support to people out of
hours. The service also provides a 24/7 emotional support helpline.
Priorities for 2021/22
Work we have undertaken to deliver the priorities throughout the year is outlined
through the following sections. The progress of these pieces of work is monitored
through internal governance processes and is reported onward to the Trust’s Quality
Governance Assurance Committee. In addition to these priorities we also continue to
monitor the accuracy of our information to ensure that the people who use our
services, their families and carers can see how our services are performing and
make informed choices about their care.
Our Directorate Governance Boards, Operations Board, Quality Governance
Assurance 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.
We also 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 the selection of indicators, which are available in
Section 3 of this report.
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Chief Executive’s Declaration
Driving up quality in every aspect of our work remains an overriding priority for our
organisation and we are continuing to implement and embed further development
programmes and initiatives during 2021/22.
As Chief Executive I confirm to the best of my knowledge and belief that the
information in the Quality Report is accurate.
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Part 2: Priorities for Improvement and Statements of
Assurance from the Board
2.1: Performance against 2020/21 Quality Priorities
During 2020/21, work to deliver our priorities was impacted by the Covid-19
pandemic and our need to reallocate our resources urgently. However, during this
time we continued to focus on the following workstreams to strive to continually
improve and ensure the safety and quality of our services.
These priorities are again taken from our strategic aims for 2016-21 which form part
of the Trust’s business planning process and are based on feedback from people
using services, carers and staff.

Measurable improvements in the physical health of people using
our services
Our aim throughout the year has been for 100% of patients who are open to
secondary and tertiary mental health services (both community and inpatient) to
have received physical health screening and appropriate interventions as required
within the patient care plan, and that all appropriate patients will receive ongoing
monitoring.
At the end of March 2020 teams began a pilot to record physical health checks in our
electronic patient clinical notes system Havana, with the North and Mid Devon STEP
(Specialist Team for Early Psychosis) team completing checks using the Lester Tool.
The Lester Tool is a guide for health workers to use to assess the cardio metabolic
health of people experiencing psychosis and schizophrenia, enabling staff to improve
the physical health of mentally ill people. Unfortunately due to the Covid-19
pandemic and the resulting lockdown, physical health checks and face to face
contact appointments with community teams have become more challenging to
undertake.
However, in Autumn 2020 as restrictions eased, the STEP team continued to drive
this pilot forward again and work started with other community and inpatient teams.
New physical observations are now recorded in Havana including the Lester Tool
requirements and further roll out of other physical health recording is being planned.
Our Informatics team routinely provides a report on health check completion which
identifies those people that meet the criteria for serious mental illness (SMI) to
ensure they have had the required health checks completed within the last 12
months.
For adults with learning disabilities, physical health monitoring is offered as part of
the national programme of annual health checks. This programme is supported by a
team of primary care liaison nurses and each person on a GP learning disability
register in Devon is invited to attend.
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Working towards zero incidence of restraint and seclusion in our
inpatient services
Working towards zero incidence of violence in all of our inpatient
services
The Board of Directors retains overall responsibility for the health, safety and welfare
of all people in contact with the Trust and supports all staff to report any incident of
physical or non-physical assault on the Trust’s risk management system (RMS), to
the police and / or to any other appropriate internal or external body or agency.
The nominated Security Management Director (Director of Nursing and Professions)
ensures that adequate security management provision is in place across Trust
services, through the Local Security Management Specialists.
To support the reduction of incidents of violence and aggression, we have a local
Trust Physical Interventions programme designed to minimise the use of prone
restraint – ‘Proactive Understanding and Management of Aggression’
(P.U.M.A). This programme links with National Guidelines and initiatives including
Department of Health’s Positive and Proactive Care: reducing the need for restrictive
interventions. We have also focused on developing alternative strategies including
behaviour support plans which incorporate preventative strategies to help support
people who are predicted to be at risk of being exposed to restrictive interventions.
The Restraint Reduction Network has worked with Health Education England to
produce a set of ethical training standards that protect human rights and support the
minimisation of restrictive practices. These standards apply to all training that has a
restrictive intervention component and provides a national and international
benchmark for training in supporting people who are distressed in education, health
and social care settings. These Standards ensure that training is directly related and
proportional to the needs of populations and of individual people, and that training is
delivered by competent and experienced training professionals who can evidence
knowledge and skills that go far beyond the application of physical restraint or other
restrictive interventions.
The CQC has therefore introduced the expectation that providers who access or
provide training for staff in restrictive interventions are to only use training that is
certified as complying with the Restraint Reduction Network Training Standards. The
exception to this is for providers who are working with a certified training organisation
to become an affiliate and provide certified training in house. The Trust is currently
working towards becoming affiliated to a certified commercial training provider in
order to receive and deliver training through a ‘train the trainer’ programme.
During 2020 there was a full review of our Physical Intervention Policy and the
Promoting Positive, Proactive and Safe Management of Violence and Aggression
Policy, linking to current national guidelines on the management of violence and
aggression. The Conflict Resolution training package that staff receive has also
recently (2020) been reviewed and updated.
10

In collaboration with previous service users, the Trust developed the P.U.M.A.
handbook which has been designed to give staff information about how we support
people when restrictive interventions may be required to protect patients and staff. It
contains information on:







Positive and Proactive Care: reducing the needs for restrictive interventions
Primary, Secondary and Tertiary strategies, Positive Behavioural Support
(example of Primary strategy)
Four Steps to Safety – Violence Reduction Programme, De-escalation
(secondary prevention)
Conflict Resolution, Linking attitude with behaviour, Bio psychosocial
approach to understanding health
Restraint Acts of Law, Life threatening medical complications of restrictive
interventions
Restraint and Re-Traumatisation - Rapid tranquilisation administration
protocol
Seclusion and Long-Term Segregation, Incident Reporting, debrief, postincident support and physical examination following restraint.

Each month directorates and managers receive data from the risk management
system (RMS) about any prone restraints, seclusion/interventions, and team level
incidents for further analysis and assessment of the detail. Part of the Trust’s
Physical Intervention Tutors’ role is to assist the Team Managers in identifying any
patterns/themes, and in developing strategies to decrease these incidents to ensure
least restrictive practice.
We have continued to embed our violence reduction programme which began in
2015 and which has an overall aim of reducing violence. We have learned that the
programme is delivering other key positive outcomes, including people who use our
services reporting greater feelings of engagement with staff which is leading to them
feeling safer on the inpatient units. Staff have also reported how a more proactive
approach to engagement and risk review has led to a decrease in restrictive
practices which has a positive impact on their wellbeing.

Working towards every person in our inpatient services feeling
sexually safe
The planned work around sexual safety was paused due to the impact of Covid-19;
the Trust’s Quality Improvement (QI) team supporting the wards with this work were
redeployed to support essential Covid-19 response functions and the national
collaborative that was the chosen method and vehicle for this work was also paused.
Since being re-established, some key progress has been made nationally with the
release of the sexual safety standards as displayed on the next page and the Trust is
moving towards the alignment of all internal improvement work against the National
Mental Health Safety Improvement Programme.
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Ward charter
Sexual safety
Everyone has the right to feel safe from sexual harm. On this ward, we do not want you to
feel uncomfortable, frightened or intimidated in a sexual way by service users or staff. We
will work to promote everyone’s sexual safety. Everyone should behave in a way that meets
the following standards.

Expected standards of behaviour on [insert ward name}
I respect myself

I treat others with respect and dignity

I understand that sexual activity with another person should be for mutual
pleasure and never used for punishment or through coercion
I do not try to talk to someone else into engaging in sexual activity or harass
another person sexually
I try to be aware of how my behaviour makes others feel, and will change my
behaviour if someone tells me it makes them uncomfortable, or I will ask for
help with this if I need to
I respect the rights of others to space and privacy to fulfil their sexual needs
through masturbation
I understand that fulfilling my own sexual needs through masturbation must be
conducted privately and discreetly

I will speak up if I have been hurt, harassed or assaulted physically or sexually

I speak up if I see or hear about someone else being hurt, harassed or
assaulted either physically or sexually
If you feel too frightened or upset to speak to a member of staff, you can get
independent advice or support by calling {insert organisation name} on {contact
12
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Working towards eliminating inappropriate Out of Area (IOOA)
placements
Our Trust aim has been to deliver a target of zero Inappropriate Out of Area (IOOA)
placements by March 2021, in line with the NHS Long Term Plan ambition.
To work towards achieving this, we mobilised a challenging programme of work
focussing on four key areas;


Governance and leadership



Operational Practice



Urgent Care Transformational Service Development (community alternatives)



Increased Bed Stock

We have seen significant improvements during 2020/21 towards achieving our aim,
but due to the impacts of the Covid-19 on the use of our inpatient wards, our target
has been adjusted to October 2021, following consideration and approval by the
Trust Board of Directors. Covid-19 has required us to reduce our treatment bed
availability by creating isolation and testing beds, to allow us to safely manage peaks
and surges of demand.
However, improvements in the urgent care pathway to date, contributing to a
sustained reduction in the number of people in inappropriate out of area placements
include:


Operational changes made to inpatient wards, such as the creation of ward
discharge facilitators and embedded staff in contracted non Trust wards



Community based transformation such as the establishment of an Exeter
Crisis House



The introduction of our First Response Service.

Reaching the national target of zero by October 2021 remains a challenge. Our
focus on discharges to help patient flow will continue and both the new Torbay ward
and the ongoing impact of community based urgent care service interventions are
longer term solutions. We will also see benefits from the future community
rehabilitation service. A need remains for more acute beds in the Exeter area and
we continue to explore possibilities going forward into 2022.

Working towards zero suicides
In 2020/21 the Trust has remained committed to reducing suicide rates in line with
the National Suicide Prevention Strategy which includes reducing the number of
suicides in inpatient settings to zero, and working with our community teams and
partners to reduce suicides that occur in the community.
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Our Zero Suicide Ambition Plan is making good progress. The Safe from Suicide
Team (SfS) team was fully established in February 2020 with a mandate to focus on
the following:
1. Safer Wards: Supporting inpatient areas to reduce suicide to zero through
improved safety in ward environments and clinical practice: ligature
management, preventing people from leaving the ward without staff
endorsement and skilled therapeutic engagement and observation.
2. Early Follow-Up at the point of Discharge: Ensuring care plans are in
place at the time of discharge and during pre-discharge leave and that people
are followed up within 48 hours of discharge.
3. Training the Workforce – Personalised Risk Assessment and Safety
Planning: Supporting inpatient and community teams to co-produce robust
personalised risk assessment and safety plans with the person and carers.
The introduction of Suicide Response and Safety Planning training has been
prioritised for the following teams:





Liaison Psychiatry Teams
Home Treatment Teams
Access and First Response Service
Inpatient Services

The National Confidential Inquiry into Suicide and Safety in Mental Health (NCISH)
has collected in-depth information on suicides of those under the care of mental
health services since 1996. From this information ‘Ten Key Ways to Improve Safety’
have been identified. Implementation of these recommendations has been
associated with improved patient safety in mental health settings and reduced
patient suicide rates. Related evidence is cited in national policies, clinical guidance
and regulation in all UK countries. The Ten Ways to Improve Safety are presented
within a Toolkit as quality and safety statements about clinical and organisational
aspects of care and are key standards for the Trust:
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Desktop analysis is conducted immediately following the suspected suicide of
individuals under the care of Trust Services and analysis focuses on service delivery
against the NCISH Ten Key Ways to Improve Safety. Thematic analysis of these
reviews enables learning to be identified at practitioner, team and system level.
Key progress made within the Safe from Suicide Programme during 2020/21 include:
 The Formation of Zero Suicide Ambition Programme Board to ensure
effective delivery, wider engagement with staff and key stakeholders (including coproduction with those with lived experience) and alignment with other quality
improvement initiatives and reporting structures.
 Communications and partnership working: We have developed key messages
for the workforce to help engagement with the Zero Suicide Ambition Plan to
include taking a sensitive approach to talking about suicide and suicidal behaviour
and ensuring resources and evidence base are accessible and understood.
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 Improving Safety of Inpatient Areas – examples include:
- Establishment of an Inpatient Self-Harm Working Group.
- Development of a Self-Harm and Self-Injury Guidance for Caring for Patients in
Inpatient Settings.
- Development of Self-Strangulation and Near Hanging Clinical Protocols to help
decision making which take learning from patient safety investigations.
- We have undertaken a thematic review of inpatient deaths by ligature to inform
the development of improvement plans across inpatient services.
 Training our workforce:
- We have delivered a Post Ligature Physical Healthcare Management
Simulation Training Programme.
- Mandatory Suicide Awareness/Suicide Prevention Training has been
developed for all staff whatever their role in the organisation to enable
supportive conversations and signposting to assistance.
- Clinicians have been trained in a training the trainer model and are delivering
training modules to clinicians across the Trust. Staff trainers become natural
suicide prevention champions across the organisation.
 Staff Wellbeing: The SfS team has provided guidance to the newly established
Devon Wellbeing Hub. A SfS Clinical Lead has been integrated into the Trust
‘Looking After Our People Group’ to provide influence. NCISH studies have shown
that lower patient suicide rates are associated with a low turnover of staff. Going
forward SfS Clinical Leads will link in with related work streams to understand
challenges around retention of staff.
 Performance and Analytics: The creation of a key performance indicator (KPI)
dashboard is required to monitor progress across Trust services against the
NCISH Ten Ways to Improve Safety to provide analysis and gain a better
understanding of high risk areas. This is a priority for our quality improvement
programme and the team is currently conducting a locality level baseline audit.
We have also experienced challenges during the year. The Covid-19 pandemic has
impacted the capacity and focus of the team as members were redeployed to
support frontline clinical functions. The SfS Leadership group was re-established in
July 2020 to resume the delivery of the Zero Suicide Ambition Plan and strengthen
engagement with local authority and public health partners in community prevention.
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Move towards the elimination of waiting lists above national or
local targets.
During 2020/21 we undertook a large programme of work to reduce waiting lists
where possible and to ensure that all those on a waiting list are kept safe. Some of
the work we have done includes:
Trust Wide:



We reviewed all services with waiting lists to provide assurance that there are
processes in place to prioritise highest risk patients and to provide support to
help keep patients safe while waiting.
We are involved in ongoing discussions with both NHS England and with NHS
Devon Clinical Commissioning Group in relation to the commissioning and
funding of reductions in waiting lists and waiting times.

Adult Directorate:




Numbers waiting for Adult Community Mental Health Teams (CMHTs) peaked
at 1,890 people waiting in December 2020. An action plan is underway to
address the total waiting list size and the number of long waiting patients.
There was significant reduction in the total numbers waiting in the latter half of
2020/21, down to 1,769 including a reduction in the number of those patients
waiting over 2 years.
The Trust has a ‘Safety of Patients Waiting’ protocol in place which ensures
that clinical staff contact patients who are on the waiting list to review their
level of risk and provide an intervention if their situation has escalated.

Gender Identity Clinic




As at end March 2021 there were 2,740 people waiting to access the service
and this number continues to increase. The Trust regards the waiting times for
this service as a high priority and is working with our Commissioners to
secure investment to improve the current position.
The clinic remains focused on patients already in the service and on reducing
the number of people waiting for diagnosis, treatment planning and medical
appointments. Approximately 93% of people waiting to access the service
have been waiting over 18 weeks and 64% have been waiting over two years.

Child and Adolescent Mental Health Services (CAMHS):



The waiting list for Child and Adolescent Mental Health Services increased by
65% from Sept 2020 (811) to March 2021 (1,333).
We have strengthened our Keeping Children Safe procedure and children and
young people on our waiting list receive contact by a qualified professional
every six weeks as a minimum and are prioritised according to clinical rating
and age. Details of duty phone lines are also available to call for support or
escalation, if there are, any changes, concerns or new risks.
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Older Peoples Mental Health Services (OPMH):





Older Adult psychological services have instigated a centralised waiting list
process to ensure safety and maximise efficiency.
Older Adults had low numbers (under 100) of people waiting beyond six
weeks for Older People’s Community Mental Health Team (CMHT) initial
assessments.
Similarly there are low numbers (under 150) of people waiting for a follow up
appointment with the Older People’s Community Mental Health Teams
(CMHTs).
There are low numbers of people awaiting assessment in the Devon Memory
Service, with average waits between 7-12 weeks and continuing to improve.

ASC / ADHD Services





ASC: As at March 2021, there were 1,052 people waiting and 907 of those
people had been waiting over 18 weeks.
ADHD: As at March 2021, there were 852 people waiting and 593 had been
waiting over 18 weeks.
The number of referrals are significantly increasing and demand outweighs
the current capacity. We are working with our commissioners to address this.
All patients referred receive a letter which includes guidance on how to
access urgent support if required. The service operates with a duty clinician
who manages any escalation calls/enquiries. All waits are reviewed weekly in
triage meetings by Senior Manager/Lead Psychologist.

Learning Disability Services


There are very low numbers of individuals waiting for community learning
disability services. There has been an increase in the number waiting (which
is still below 20) and the waiting times for dementia assessments due to the
challenge of completing these effectively face to face during the pandemic.

Secure Services:


Despite the COVID-19 pandemic our Secure Directorate has maintained
excellent performance with no current waiting list for treatment across all three
service lines.

Priorities for Improvement for 2021/22
Due to the Covid-19 pandemic and the urgent need to reallocate our resources the
Trust has agreed that the quality priorities for 2020/21 as detailed in the previous
section will continue to be our focus until the end of 2021 At this point we will be
completing the review of our Trust Strategy. Therefore for the Quality Account for
2021/22, the publication will contain both a summary of performance against our
current priorities and an outline for our new improvement priorities for the coming
years.
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2.2 Statements of Assurance from the Board of Directors
The following sections contain mandated statements that are are enshrined within
Quality Accounts regulations and the wording below contains specific information
that must be inserted by the Trust.
During 2020/21 the Devon Partnership NHS Trust provided and/or sub-contracted
eight relevant health services, including those for adults, older people, specialist
services including those with alcohol and substance misuse issues, people with a
learning disability, childrens’ services, prison mental health services and people who
require secure forensic mental health services and the Dementia service in Bristol.
These services are provided at a range of locations throughout Devon including
people’s own homes, within local communities and on psychiatric hospital wards.
Devon Partnership NHS Trust has reviewed all of the data available to it on the
quality of care in eight of these relevant health services.
The income generated by the relevant health services reviewed in 2020/21
represents 94% of the total income generated from the provision of relevant health
services by Devon Partnership NHS Trust. The remainder of the income (6%) 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
Every year a proportion of Devon Partnership Trust’s 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. As already
referenced, at the start of 2020 NHSE/I advised of the decision to suspend the
operation of the CQUIN scheme due to the Covid-19 pandemic. There has been no
notification to date of when the scheme will resume again.
The amount of income in 2019/20 conditional upon achieving Quality Improvement
and Innovation Goals was £1,601,516 and the monetary total for the associated
payment in 2018/19 was £3,377,870. At the time that the programme was
suspended Commissioners were advised that an allowance for CQUINs should still
continue to be included in the block payments made to Trusts.

National Clinical Audit and National Confidential Enquiries
During 2020/21, six national clinical audits and six national confidential enquiries
covered relevant health services that Devon Partnership NHS Trust provides. During
that period Devon Partnership NHS Trust participated in 100% national clinical audits
and 100% national confidential enquiries which it was eligible to participate in.
The National Clinical Audits and National Confidential Enquiries that Devon
Partnership NHS Trust was eligible to participate in during 2020/21 are as follows:
19

National Audits







National Clinical Audit of Psychosis (NCAP) – Early Intervention in Psychosis
Services re-audit 2020/21
Falls and Fragility Fractures Audit Programme (FFFAP)
Prescribing Observatory for Mental Health (POMH-UK) – Prescribing
Valproate
Prescribing Observatory for Mental Health (POMH-UK) – Prescribing
Clozapine
National Audit of Care at the End of Life (NACEL)
Prescribing Observatory for Mental Health (POMH-UK) - Antipsychotic
prescribing in people with a learning disability (from 2019/20)

National 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)
National Confidential Inquiry into Suicide and Homicide by People with Mental
Illness (NCISH)
Suicide by middle-aged men
National Confidential Enquiry into Patient Outcome and Death (NCEPOD)
Physical Health in Mental Health Hospitals

The National Clinical Audits and National Confidential Enquiries that Devon
Partnership NHS Trust participated in during 2020/21 are as follows:
National Audits







National Clinical Audit of Psychosis (NCAP) – Early Intervention in Psychosis
Services re-audit 2020/21
Falls and Fragility Fractures Audit Programme (FFFAP)
Prescribing Observatory for Mental Health (POMH-UK) – Prescribing
Valproate
Prescribing Observatory for Mental Health (POMH-UK) – Prescribing
Clozapine
National Audit of Care at the End of Life (NACEL)
Prescribing Observatory for Mental Health (POMH-UK) - Antipsychotic
prescribing in people with a learning disability (from 2019/20)
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National Confidential Inquiries







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)
National Confidential Inquiry into Suicide and Homicide by People with Mental
Illness (NCISH)
Suicide by middle-aged men
National Confidential Enquiry into Patient Outcome and Death (NCEPOD)
Physical Health in Mental Health Hospitals

The National clinical audits and National confidential enquiries that Devon
Partnership NHS Trust participated in, and for which data collection was completed
during 2020/21, are listed below alongside the number of cases submitted to each
audit or enquiry as a percentage of the number of registered cases required by the
terms of that audit or enquiry.
National Audits
Prescribing Observatory for Mental Health (POMH-UK) - Antipsychotic prescribing in
people with a learning disability – 100% submission






National Clinical Audit of Psychosis (NCAP) – Early Intervention in Psychosis
Services re-audit 2020/21 – 100% submission
Falls and Fragility Fractures Audit Programme (FFFAP) – 100% submission
(continuous data collection until March 2021)
Prescribing Observatory for Mental Health (POMH-UK) – Prescribing
Valproate – 100% submission
Prescribing Observatory for Mental Health (POMH-UK) – Prescribing
Clozapine – 100% submission
National Audit of Care at the End of Life (NACEL)– 100% submission

National Confidential Inquiries







Learning Disability Mortality review – 30 cases reported have been referred
for review
Maternal, Newborn and Infant clinical Outcome programme (Maternal
Mortality surveillance and mortality confidential enquiries – annual report) – 1
maternal suicide referred, a multiagency review confirmed no
outstanding actions were required from perinatal mental health
National Confidential Inquiry into Suicide and Homicide by People with Mental
Illness (NCISH) - 100% submission
Suicide by middle-aged men - No Cases Referred
National Confidential Enquiry into Patient Outcome and Death (NCEPOD )
Physical Health in Mental Health Hospitals – 100% submission
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National Clinical Audit of Psychosis (NCAP) – Early Intervention in Psychosis
Services 2020/21
The reports of one National Clinical Audit was reviewed by the provider in 2020/21
and Devon Partnership NHS Trust has taken the following actions to improve the
quality of healthcare provided:
The report of the NCAP Audit of Early Intervention in Psychosis Services for 2020/21
identified Devon Partnership NHS Trust with ‘potential outlier’ status in relation to
Standard 6: ‘Service users with first episode psychosis receive a physical health
review annually’. This was due to the fact that the proportion of patients in the Trust
who received a comprehensive physical health assessment for cardio metabolic
factors (smoking status, BMI, blood pressure, glucose, cholesterol) within one year
of starting treatment was 37% (more than three standard deviations below the
national figure). This is however an improvement of 26% from the audit in 2019/20.
The Trust is taking the following actions to respond to the findings:






The in-house report was reviewed by the Clinical Effectiveness Committee
(CEC) in March 2021 and an action plan agreed, to be implemented by the
Adult Directorate.
The Trust is working closely with leads within the Adult Directorate to
undertake a local investigation with independent assurance and a
comprehensive action plan and monitoring of progress is underway.
There is also work being undertaken with NHS Devon Clinical
Commissioning Group to address the physical health monitoring issues,
which is being reviewed through the Trust’s Governance systems and
progress reported to Trust Board of Directors.

Quality improvement actions agreed by the Senior Management Team of the Adult
Directorate and with CEC’s agreement include:







The offer of a referral to a family / carer focused education and support
programme to become more routine
Physical Health Check clinics to be set up in all localities where they are not
already set up.
Agreement of the model of service delivery (inclusive of associated
recruitment processes) to be agreed in order for the additional resources /
roles which have been secured to acquire physical health monitoring and
interventions to take place.
Cognitive Behavioural Therapy in Psychosis (CBTp) practitioner posts to be
recruited to.
The Huddle process which brings teams together to check data inaccuracies
enables early intervention teams to monitor and manage performance and
recording issues. This will allow the Trust to monitor performance against the
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National Clinical Audit of Psychosis (NCAP) standards and outcome
indicators on a monthly basis.
The provision of Point of Care Testing (PoCT) kits which will enable
dedicated skilled resource to facilitate interventions alongside assessments.
Continued use of Havana in the recording of physical health monitoring

Reports and action plans from locally identified audits are reviewed and monitored in
the relevant directorate governance forum and do not come to CEC for review.
The number of patients receiving relevant health services provided or subcontracted
by Devon Partnership NHS Trust] in 2020/21 that were recruited during that period to
participate in research approved by a research ethics committee was 3809. All the
research we run has ethical approval.
At the start of 2020 a decision was made by NHS England and NHS Improvement to
suspend the operation of the CQUIN scheme due to the Covid-19 pandemic and
resulting need for NHS services to refocus and prioritise resources and effort. Work
to deliver a programme of CQUINS will resume in due course when instructed
Devon Partnership NHS Trust is required to register with the Care Quality
Commission (CQC) and its current registration status is ‘Good’ with no conditions
attached to registration. The CQC has not taken any enforcement action against
Devon Partnership NHS Trust during 2020/21.
Devon Partnership NHS Trust has not participated in any special reviews or
investigations by the CQC during the reporting period.
Devon Partnership NHS Trust submitted records during 2020/21 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
NHSnumber was 98.9%. The percentage of records in the published data which
included thepatient’s valid General Medical Practice Code was 99%. We submit
MHSDS (Mental HealthService Dataset) and only receive an aggregated % for all
referrals to our service. These figures are for the March 2021 MHSDS submission.
The Data Security and Protection toolkit for 2019-20 was submitted in July 2020 as
“Standards Met”. The Trust has continued to monitor compliance with the toolkit
requirements and the implementation of the Data Protection Act 2018. The
2020/2021 toolkit was audited in May 2021. The Trust is expecting to submit the
2020/2021 toolkit as “Standards Met”.
Devon Partnership NHS Trust was not subject to the Payment by Results clinical
coding audit during the reporting period by the Audit Commission.

Improving Data Quality
Devon Partnership NHS Trust has taken the following actions to improve data
quality.
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The 2020/21 Information Improvement plan has created daily reporting around key
indicator data quality measures, with variance issues and priorities being identified
early and actioned promptly, through the monthly Directorate and Performance
Assurance meetings.
Issues and challenges have been escalated though Digital Strategy Board and
Workforce Advisory Group to the Trustwide Operations Board and on to the Strategic
Executive Committee accordingly.
The annual requirement to meet the standards within the National Data Security and
Protection Toolkit, assures the governance and quality of the data being submitted
by the Trust with internal audit outcome concluding that their recommendations
“...focus on improving the completeness or consolidation of documentation, as
opposed to implementing absent controls.”
We provide monthly Mental Health Service Dataset (MHSDS) and the Improving
Access to Psychological Therapies data set nationally via NHS Digital; this dataset
includes a range of information from our clinical record systems. Use of validation
and quality reports from external information from NHS Improvements’ Model
Hospital and publications based on MHSDS and SUS (Secondary Uses Service), as
well as direct quality feedback, are used routinely to target improvement of
information reported internally and externally.
The Trust takes part in an annual cycle of national benchmarking services provided
by the NHS Benchmarking Network, this enables the Trust to compare with other
Mental Health and Learning Disabilities services, with rich and comparable
information providing meaningful insights.
The business intelligence reporting platform on the Trust’s internally developed
Informatics Hub publishes data quality status providing an interactive team
dashboard with information for managers and their teams, supporting operational ata-glance insights and drill down to patient level. The Hub provides close to real-time
reports, following further expansion and process improvements this year, which
include a full review of measures used across the Trust validating code and
documentation.
The interactive system also enables staff to check, quickly and easily, information
such as:








Whether new referrals have been seen
If data has been entered about people’s employment and accommodation
status
Up-to-date caseload figures by team
Information on cluster allocation and Outcome Scores (HoNOS)
If a Care Plan is present and kept up to date
Reporting of Care Programme Approach (CPA) reviews
Reporting of out-of-area bed information
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Information around how long people are waiting for our services
Near real-time reporting of Covid-19 management of care including
vulnerability, tests administered and results (recorded and outstanding),
available across Community and Inpatient settings.

Ongoing review of the systems and processes used to provide information
continues, supported by a deliberate programme of core care record improvement to
secure utility of data internally, for regional purposes via the One Devon Dataset and
Shared Care Record, and Nationally.

Learning from deaths
As a provider of mental health and learning disability services, the Trust is
particularly interested in reviewing and learning from the care of any patients who die
from suicide or commit homicide. We are also concerned about how mental illness
and/or a learning disability and the treatment of this may have contributed to a lifelimiting physical illness. Inevitably, there will be patients who die of illnesses which
are largely unrelated to their mental illness or learning disability and associated
treatment e.g. physical illnesses such as a stroke, cancer or infections but the Trust
also reviews these deaths to ensure no learning is missed.
The Trust reviews the deaths of all patients under its care and of those who have
been discharged (regardless of timeframe to ensure that there is an examination of
the patient’s previous care and discharge planning in relation to their death) and any
learning informs the development of clinical practice accordingly.
When a member of staff is alerted to the unexpected death or suspected suicide of a
person in receipt of our services, the member of staff informed of the incident
completes an incident report on our 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.
All deaths reported are now reviewed on the daily serious incident triage conference
call which includes members of the Experience, Safety and Risk team and the Safe
from Suicide team. There is a weekly call specifically for non-serious incident deaths
which includes the Medical Lead for Mortality Reviews.
All deaths are reviewed using a standardised process which ascribes either a
mortality review or a serious incident investigation. Any suicide, homicide or any
death where there are patient safety concerns and meeting the threshold for a
serious incident is also reported to commissioners.
The Trust uses the Royal College of Psychiatrists Care Review Tool which includes
the following triggers;


If family, carers or staff have raised concerns about the care provided.
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If there is a diagnosis of psychosis or eating disorders during the last episode
of care.
If the patient was an inpatient at time of the death, or was discharged from
inpatient care within the last month.
If the patient was under a Crisis Resolution and Home Treatment Team (or
equivalent) at the time of death.
If the patient had a Learning disability (if present, this death is also referred for
review through the LeDeR process).
The Trust has also included an additional trigger based on previous learning:
If the patient has dual diagnosis of any mental disorder alongside drug or
alcohol misuse

Mortality reviews
During the last year the Mortality Review Workshops have been ‘stood down’ due to
the Covid-19 response. The reviews are now completed by an impartial medical lead
who was not involved with the patients’ care using a standardised procedure for
assessing the quality of care, additionally our Specialist Services teams now
complete their reviews at service level.
During 2020/21, 499 of people in contact with Devon Partnership NHS Trust services
died. This figure is broken down into the following number of deaths, which occurred
in each quarter of that reporting period:
Quarter
Reported

Number of
Number of
Number of
Number of
Deaths
Deaths
Deaths
Deaths
Reported
Reported
Reported
Reported
2017/18
2018/19
2019/20
2020/21
Quarter 1
101
84
102
112
Quarter 2
92
72
95
110
Quarter 3
114
97
92
135
Quarter 4
109
108
103
142
Total
416
361
392
499
Of the 499 deaths reported, the reported causes are shown in the following table; it
should be noted that the causes of death have usually not been confirmed by the
coroner at the time of reporting by Trust staff.
Cause of Death reported
by staff
Expected Death
Expected to occur due to
e.g. physical illness such
as cancer
Unexpected Death
Total

2019/ 20

Qtr 1

Qtr 2

Qtr 3 Qtr 4

Total

198
(50.5%)

52

46

74

69

241
(48%)

194
(49.5%)

60

64

61

73

258
(52%)

392

112

110

135

142

499
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While there has been an overall increase in the number of deaths reported, our
current review has not identified any clear reason for the increased number of deaths
compared to the previous year. We are reviewing the numbers of unexpected deaths
at Directorate level to understand where the increase is greatest.
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 for a Serious Incident Review.
By the end of March 2021, 70 deaths reported during the period April 2020 to March
2021 had been identified as a serious incident requiring external reporting and
further investigation. Of these, 53 have been completed and 17 investigations are
on-going.
A total of 212 deaths that were reported as occurring between April 2020 and March
2021 were identified as requiring a mortality case review. Of the 212 cases requiring
a mortality case reviews, 171 case reviews have been completed and the remaining
41 are still to be completed.
Of the 212 deaths reported, a total of 41 deaths have been reported by our Learning
Disability Services. All Learning Disability deaths are referred on to the Learning
Disabilities Mortality Review (LeDeR) Programme for review. The completed LeDeR
reviews are now received by the service for review and wider learning.
At the time of reporting, 171 case record reviews and 53 investigations have been
carried out in relation to 141 of deaths included above.
212 (42%) of the 499 total deaths were identified as requiring a mortality review. Of
the 171 reviews completed 87 (51%) only required the initial mortality review triage
(Section 1); this is most often deaths reported for older people services. Of the 212
cases requiring a mortality review 125 were for older peoples services. The review
tool has been adapted to include a number of questions (‘flags’) specifically for older
people.
Review type and status
Mortality Review Required
Mortality Review - LeDeR Completed
Mortality Review Completed (section 1)
Mortality Review Completed (section 2)
Serious Incident Review (RCA or SJR)
completed
Serious Incident Review (RCA or SJR) in
progress
Total

Qtr 1
1
1
26
18

Qtr 2
8
9
31
17

Qtr 3
7
6
15
20

Qtr 4
25
5
15
8

Total
41
21
87
63

16

13

21

3

53

3
65

2
80

3
72

9
65

17
282
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Generally the standard of care was scored as ‘adequate/satisfactory’ or better in
patients where a mortality review was required. Of the mortality reviews completed
there have been no cases where the death was considered to have more likely than
not to be due to problems in care.
Mortality Reviews

Overall Care Score
1 Very poor care
2 Poor care
3 Adequate care
4 Good care
5 Excellent care
Score not completed
Total

Number
1
4
8
25
18
2
58

LeDeR reviews
Overall Care Score
1 This was good care (it met expected good practice)
2. This was good care (it met expected good practice).
3 This was satisfactory care (it fell short of expected good practice
in some areas but this did not significantly impact on the person's
wellbeing)
4. Care fell short of expected good practice and this did impact on
the person's wellbeing but did not contribute to the cause of
death.
Total

Number
5
10
5

3
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Zero representing 0.0% 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.
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 care note reviews were completed either by our Medical Lead or Senior Clinical
Service Leads. The review 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.
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What has been learnt from the reviews?
As all aspects of care are reviewed, general themes where care could have been
improved have been identified, these remain consistent over the last year and year
to date;
Recording; consistent high quality recording will help optimise physical
healthcare.
 Recording a full physical health history
 Recording a full list of medications in the first assessment.
 Better communication between services in relation to physical health.

Multi-disciplinary working; coordination of care across professions improves
care
 Improvements to how services work together for patients with complex and high
risk presentations.
 Improving how our CMHT’s can support the treatment of patients with a dual
diagnosis
 Potential improvements if we can ensure that we provide consistent professionals
meetings involving recovery co-ordinators, social care and psychiatrists.
 Improve liaison and links with drug and alcohol services and the re-offering of
referral to these services at regular intervals,
 Communication with GPs in particular where problems are identified that pose
increased risks of harm.
Timely care
 The impact of the lack of / or delayed follow up by CMHT.

Themes of good practice
Recording; consistent high quality recording will help optimise physical
healthcare
 Use of best interests decision form, clearly recorded on CareNotes with record of
previous wishes around the decision being made.
Multi-disciplinary working; coordination of care across professions improves
care
 Good monitoring of mental health with plan to transfer to OPMH through a joint
visit, sustaining continuity in care.
 There was frequent collaboration between RISE / Together, the CMHT and
Personality Disorder Service to support the patient. Unfortunately, despite this
collaborative approach from multiple agencies, they reverted to illicit substance
use despite psychiatric inpatient admission to tier 4 placement and separate
admission for alcohol detoxification.
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Holistic care, respect and dignity; improves patients, families and friends
experience
 High risks of continued illicit substance use were noted but not used as a way for
services to reduce their input but instead in a more proactive, dynamic approach.
 Physical health concerns were noted at regular intervals and acted upon during
community and inpatient care.
 Excellent emotional support with diagnosis of terminal illness and support around
this. Excellent on-going support in final days to nursing home with CMHT
remaining involved through their social care team.
 Good initial assessment, monitoring of physical and mental health systemically
and consideration towards reducing distress in end of life care.
Assessment; accurate assessment of needs improves care
 Excellent initial assessment with evidence of treatment planning.
 Comprehensive initial assessment and follow-up appointments with MHAT
SMHP and psychiatrist involved.
 Consideration occurred towards involvement of palliative care team from the day
that the GP considered that she was approaching end of life.
 Excellent preparation towards end of life through consideration towards debrief
following passing, appropriateness and timing of use of syringe driver and
consideration towards administration of food and fluids.
Overall, the mortality review process is demonstrating that care is generally of a
good standard but there are occasional inconsistencies in record keeping, multidisciplinary care and timeliness, although these have not been found to have caused
harm.

Actions taken or being taken in response to the reviews
As well as the individual reviews being shared with the relevant teams, this detail will
be mapped against current areas of quality improvement work, raised at the Trust
Learning from Experience Group and shared with the Clinical Directorates for wider
learning consideration of local service level improvements.
It is notable that these areas of potential learning are broadly similar to those
identified through incident reporting and serous incident reviews.
Each of the completed mortality review and serious incident reviews are referred to
the Directorates and their Learning from Experience Groups. Action plans are
developed as required and added to the risk management system for monitoring and
reporting. Wider Trust learning is disseminated through a variety of communication
mechanisms and resources.
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We review the themes identified to determine whether actions taken to address
these themes is having an impact. We would expect to see a change in these
themes as improvement work is embedded in practice. Each of our Learning from
Death reports will provide an update on the key work being undertaken to address
themes, the Directorates are being asked to consider the identified themes and what
work they are undertaking.
The mortality review work is reported to and overseen by our Clinical Effectiveness
Committee (CEC) which has senior multidisciplinary representation and allows closer
and more direct links with quality improvement work.
Ten case record reviews and 53 investigations completed after 31 March 2020 which
related to deaths which took place before the start of the reporting period. Zero case
record reviews representing 0% of the patient deaths during April 2019 to March
2020 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, which was used to complete a care note review; either by
our Medical Lead or Senior Clinical Service Leads. Zero case record reviews
representing 0.0% of the patient deaths during April 2019 to March 2020 are judged
to be more likely than not to have been due to problems in the care provided to the
patient.

Mortality Review Process
Mortality review workshops were suspended for the duration of the Covid-19
response. All non-serious incident deaths reported are reviewed weekly by the
Experience, Safety and Risk Team and Safe from Suicide Team to determine
whether a mortality review is required and takes in to account the greater information
available including the full incident detail, any coroner’s information or confirmed
cause of death.
As the previous backlog of reviews has now largely been cleared we are able to
better understand and consider the outcomes and potential areas of learning from
these reviews. We will be reviewing the scope of these reviews, in particular those
areas where the large majority of deaths that are reviewed identify limited areas of
concern or potential learning for example deaths from natural causes that are
unrelated to care we have provided. This will allow us to ensure we make the best
use of the capacity and expertise we have to complete mortality reviews.

Service Level Mortality Reviews
Following consideration of the mortality review process that has been implemented
over the last three years and the limitations this has had, a revised process to
introduce mortality reviews being completed at Directorate/Service level has been
developed.
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The reasons for the changes are that it will:
 Avoid the delays and backlog of reviews, allowing faster learning and
improvements following the reviews
 Reduce the risk of ‘bias’ when completed by a single clinical lead
 Encourage ownership at Directorate and service level of the process and
outcomes
 Allow for medical leadership with multidisciplinary participation
 Provide for local approaches to the process to suit service level capacity and
working practices
The process will be:
 Each Directorate will required to identify a small number of service level leads,
with a Medical Lead (Clinical Director) responsible for receiving all cases that
require a review for a designated locality (not their own)
 Cases for review will be sent on a weekly basis following the weekly Mortality
Review Triage call
 Each local lead will complete or delegate to appropriate reviewer(s). Anyone
completing a review must have completed a training workshop (virtual session)
 Local arrangements can be adapted as long as reviews are completed in the
required timescale and the quality is maintained
How will we support reviewers and the process?
 A programme of ‘virtual’ mortality review workshops will be provided for anyone
undertaking reviews to provide support and learning to ensure best practice
 All cases will be reviewed and the Section 1 ‘triage’ completed so only cases
requiring a full review will be sent to services
 The current guidance and review tools will be reviewed and updated to reflect
learning from the process to date
 All completed reviews will be returned to the Experience, Safety and Risk team
for central management, uploading and sharing with the relevant service and
wider learning/reporting.

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. Board of Directors,
through the Risk Management Framework and incident reporting policy, promotes
open and honest reporting and oversight 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.
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We receive a regular summary of activity benchmarked against that of other, similar
organisations. The most recent report covering the period October 2019 to March
2020 showed that we have continued to sustain our improvement in our level of
reporting. Our reporting rate to the National Reporting and Learning System has
been 71.9 incidents per 1,000 bed days, this is compared to the national average of
62.8 incidents per 1,000 bed days. Of the incidents reported in 2019/20 0.3%
resulted in severe harm compared to the national average of 0.5%.
For the year 2020/21, a total of 15,427 incidents have been reported locally by our
staff and of these, 110 incidents met the criteria in the NHS England Serious Incident
Framework for external reporting and serious incident review. Each of these
incidents has been or will be 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:
Type of Incident
Apparent/actual/suspected self-inflicted harm
Disruptive/ aggressive/ violent behaviour
Abuse/alleged abuse of adult patient by staff
Medication incident
Abuse/alleged abuse of adult patient by third party
HCAI/Infection control incident
Unauthorised absence
Accident e.g. collision/scald (not slip/trip/fall)
Diagnostic incident including delay (including failure to act
on test results)
Unexpected death (natural causes)
Total

2020/21
90
5
3
3
2
2
2
1
1
1
110

Patient Safety Incident Response Framework
Work to develop our implementation plan in response to the new Patient Safety
Incident Response Framework has begun; this is led by the Director of Nursing and
Professions. A task and finish group and wider stakeholder group including
commissioners, the CQC and other local Provider leads has been established, with a
stakeholder workshop held in January 2020. The task and finish group has now
established regular meetings.
The task and finish group is still in the early stages of defining and completing the
framework situational analysis, along with setting out and agreeing the work that
needs to be undertaken, along with developing a structured delivery plan. Three
initial pieces of work are to be undertaken with support from the Quality Improvement
team.
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These pieces of work are:
 Improved engagement of directorates in the Daily Serious Incident Triage
meeting (DSIT), this will support the development of our approach to which
incidents need to be reviewed as serious incidents and how we begin to
adapt to reflect the new framework
 Development of a revised serious incident review tool which includes the
Safe from Suicide indicators and engagement with service managers in the
completion of the modified tool to improve the timeliness and ownership of
the review process, this will be a pilot for 3-4 months.
 A ‘Test of change‘ around the duty of candour process for families, to see
how the duty of candour process can be used to engage more proactively
at the early stages of completing the modified review tool, rather than
delaying this for weeks after the incident.
These will be the first ‘tests of change’ as we begin to adapt our processes in
support of the new Patient Safety Incident Response Framework.

Personal Data
Any incidents relating to data security are reviewed and monitored and the Trust’s
Caldicott Guardian, Senior Information Risk Officer (SIRO) and Data Protection
Officer (DPO) are alerted in the case of any significant breach.
A single significant lapse of data security required the Trust to submit a report to the
Information Commissioner’s Office (ICO) during 2020/21 and the details are set out
in the table below. However, the ICO updated that no excessive disclosure came
from the Trust and the case was closed.
SUMMARY OF SERIOUS INCIDENTS REQUIRING INVESTIGATIONS INVOLVING
PERSONAL DATA AS REPORTED TO THE INFORMATION COMMISSIONER’S
OFFICE (ICO) IN 2020/21
Date of
Nature of incident
Nature of Data
Number
Notification
incident
involved
of data
steps
(month)
subjects
potentially
affected
April 2020
Unauthorised and Special
1
Notification to
(ref 19586)
excessive
Category
ICO ref:
disclosure
Information
IC-39101-Y4S0
Further action
Matter fully investigated. On investigation it was confirmed that the
on information information shared was not from Devon Partnership NHS Trust but
risk
was disclosed by another local authority. It was decided to be
reported within the mandated 72 hours of being aware of an incident
as we would not have had an opportunity to full conclude what
happened within the reporting timeframes. The ICO updated that no
excessive disclosure came from the Trust and the case was closed.
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2.3 Reporting Against Core Indicators for 2020/21
Key Performance Indicators for 2020/21
Our Board of Directors routinely reviews a range of Key Performance Indicators
(KPIs) to monitor progress in a number of areas as part of the Integrated
Performance Report (IPR) that is presented to every Board of Directors meeting. 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 – NHS England
Reporting period

Trust
Target
Number

%

Quarter 3 2020/21

67/71

94.36

95%

Quarter 4 2020/21

31/36

86.11

95%

National Median

Unavailable

Devon Partnership NHS Trust considers that this data is extremely important to
ensure that people’s needs are continuing to be met once they have left
hospital. Our target is for 95% of people receiving an enhanced package of care on
the Care Programme Approach to be followed-up within seven days of being
discharged from hospital.
Devon Partnership NHS Trust has taken the following actions to improve
performance against this indicator and the quality of its services by continuing to
adhere to a robust operational process to follow up with people discharged from our
services. This indicator is clearly linked to national evidence that timely follow up
reduces suicides and harm to patients. In Quarter Four, it is reported in the table
above that five patients were not contacted by the follow up deadline, however, all
cases are identified and exception reported routinely, and the local clinical teams
explore circumstances around the missed contact to ensure patients are always
followed up and are safe. This indicator and the learning from each case is
discussed in the Directorate Governance Boards on a monthly basis.
As a proactive measure for safety and compliance, Devon Partnership NHS Trust
takes reasonable steps to ensure the robust reporting of this key indicator through
35

the following methods: daily information is available via the Trust’s reporting portal
‘Informatics Hub’; real time report highlighting which patients require follow up is
available as part of the Clinical Recording System (CareNotes); this indicator is
reported at the monthly Directorate Governance Board, Strategic Executive
Committee, and bi-monthly to Trust Board of Directors.

Percentage of patients aged 16 or over, readmitted to a hospital
Readmission rate data is submitted to the National Benchmarking Network (NHSBN)
annual exercise so that the Trust has full visibility of benchmarking comparison
against other Mental Health Trusts.
Unplanned Readmissions within 30 days
Data Source – Carenotes
Reporting period
(for 3 months in
quarter)

Trust
Number of readmissions

Readmission %

Quarter 1

22 readmissions out of 241 admissions

9%

Quarter 2

15 readmissions out of 203 admissions

7%

Quarter 3

9 readmissions out of 162 admissions

5.5%

Quarter 4

8 readmissions out of 229 admissions

3.5%

*Readmission data is only available as a year-end total therefore we are unable to
provide national figures.
Devon Partnership NHS 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



Devon Partnership NHS Trust has taken to take the following actions to
improve this indicator, and so the quality of its services by: As per the annual
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.
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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 Community Mental Health
Patient Experience survey, and compares it with the national average:
Data Source:
Community
Mental
Health
Patient
Experience
Survey 2020
Overall
Experience
(Q.35)

Trust
Score
2019/
20

7.0

Highest
Score
Nationally

Lowest
Score
Nationally

7.7

5.8

Trust
Score
2020
/21

7.0

Highest
Score
Nationally

Lowest
Score
Nationally

7.8

6.1

Responses were received from 294 people at Devon Partnership NHS Trust as part
of the 2020 survey.
The Devon Partnership NHS Trust considers that this data is as described for the
following reasons:
This survey is completed as part of the Care Quality Commission’s 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 overall rating of care summarised by the survey results remains broadly the
same as last year, and is in the intermediate 60% range of all Trusts surveyed by
Quality Health. The score for respect and dignity shows a small improvement and is
also in the intermediate 60% range. However, the Trust is in the bottom 20% for the
new question regarding service user feedback which is:
In the last 12 months, have you been asked by NHS Mental Health Services to give
your views on the quality of your care?
Devon Partnership NHS Trust has received the following recommendations from
Quality Health in the report to improve this indicator:


To prioritise the implementation of systems to proactively measure service
user experience and communicate to service users that their views on their
care are wanted, and how they can do this.



Ensure that all healthcare professionals involved in a service users' care are
given, or have access to, the necessary treatment history. Where multiple
healthcare professionals are involved in someone’s care, it is important that
care remains personalised and joined up.



Have at least one formal annual review with the patient to discuss how their
care is working and have a developed pro-forma so that all aspects of
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support, care and treatment are considered to ensure continuity across
disciplines.


Promote shared decision-making and self-management so that people using
mental health services are actively involved in shared decision-making and
supported in self-management.



Review arrangements for ensuring patients know who to contact during out of
office hours if they have a crisis and consider ways of making this information
more accessible and understandable.



Assess arrangements for the regular review of patient medication and its
effectiveness and further consider how service users' concerns about
medicines, and whether they need them, affect how and whether they take
their prescribed medication.



Review the provision and clarity of information that is given to service users
about the possible medication side-effects to watch for, and what to do if they
are worried.



Continue to seek ways to improve participation of service users in decisions
about their therapies and ensure these are explained to them in a way they
understand.



Continue to look at the provision of help to service users around finding peer
support, employment, financial advice and benefits

While there are recognised improvements to be made, there is also positive
feedback provided by people within the comments submitted to the survey, which
include:
‘I am so grateful to the mental health team. I am on my way to getting better, I still
have a long way to go. The mental health team in Exeter has helped me a lot. All of
the team was so helpful.’
‘Once I was under the perinatal team the communication was brilliant. I felt
completely in control of all of my care with GP for medication. Perinatal team are
now with the psychologist’
‘Overall the service was incredible, JF was amazing and has given me tools and time
to change my life. I am very grateful to all involved.’
‘I do have a caring nurse to talk to, which helps me greatly, as my husband doesn't
want to understand any health issues or my illness.’
‘My dementia care navigator is excellent.’
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The recommendations from Quality Health have been reviewed by the Board and
appropriate actions have then been added to Directorate Quality Improvement Plans
to take forward. While this is an annual survey solely for community services, we
also undertake a number of other surveys including the Friends and Family Test to
obtain ongoing feedback. More information can be found on page 70.

Rate of Patient Safety Incidents Resulting in Severe Harm or Death
Maintaining the highest possible levels of patient safety is our overriding priority. The
tables below indicate the number of incidents that have resulted in severe harm or
death across our services in inpatient and community during the period April 2019 to
March 2020; this is the most recent reporting period published by the National
Reporting and Learning System (NRLS).
The most recent NRLS report, which details the level of national patient safety
reporting benchmarked against other Mental Health Trusts, has been published
covering the period April 2019 to March 2020. Of the 53 Mental Health Trusts in our
cluster, we are the 13th highest reporting Trust; with a reporting rate of 71.9 incidents
per 1,000 bed days.
Devon Partnership NHS Trust considers that this data is as described for the
following reasons. There has been a sustained 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 taken the following actions to improve both the quality and quantity
of reporting:




Additional training and support has been provided to teams to aid understanding
about when to report an incident.
E-learning has been developed to assist staff about when to apply the statutory
Duty of Candour and to encourage a culture of being open.
Training for incident reporting is now available on our e-learning system Develop
for staff to access more readily.

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 2021/22 to improve
the levels of reporting and reduce the harm resulting from these incidents, this work
will include:





We will continue to undertake an ongoing review of all moderate and severe
incidents to ensure that the level of harm appropriately reflects their actual
impact.
Continually reviewing and developing our incident reporting system to make it
easier for staff to report incidents in an efficient and timely way.
Improved access to the information through interactive team dashboards with
information for managers and their teams, supporting operational at-a-glance
insights and drill down to patient level.
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The work of the Safe from Suicide Team (SfS) with 84% of staff trained in suicide
prevention awareness
To support the reduction of incidents of violence and aggression, we have
implemented a new Physical Interventions programme designed to minimise the
use of prone restraint – ‘Proactive Understanding and Management of
Aggression’ (P.U.M.A).
We have successfully increased our provision of virtual training to staff to reach
more people easily and so that they can safely access guidance during the
ongoing Covid-19 pandemic and resultant social distancing restrictions
National Data – Rate of patient safety incidents resulting in severe harm or
death
Data Source – National Reporting and Learning System (NRLS)

Data
Source

NRLS
NRLS
NRLS
NRLS

Indicator

Reporting period
(6 months April 2019 September 2019)

Number
Incidents Reported
3749
Rate reported per
76.4
1,000 bed days
Incidents resulting
14
in severe harm
Incidents resulting
54
in death

National
Average

Highest
Nationally

Lowest
Nationally

%
3926

8568

13

62.9

130.8

17.2

0.4% 12.8 / 0.4% 97 / 2.3%

0

1.4% 23.7 / 0.7% 71 / 2.2%

0

National Data – Rate of patient safety incidents resulting in severe harm or
death
Data Source – National Reporting and Learning System (NRLS)

Data
Source

NRLS
NRLS
NRLS
NRLS

Indicator

Reporting period
(6 months October
2019 to March
2020)

Number
Incidents Reported
3338
Rate reported per
71.9
1,000 bed days
Incidents resulting
9
in severe harm
Incidents resulting
34
in death

National
Average

Highest
Nationally

Lowest
Nationally

%
3929

9509

4

62.8

145.5

18.2

0.3% 14.8 / 0.5% 110 / 4.0%

0

1.0% 23.3 / 0.8%

0

85 / 2.5%
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Part 3 Other Information
Performance against 2020/21 Quality Indicators
As reported in Section 2, we produce an integrated performance report (IPR) which
is discussed at each of our public Board of Directors 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.
The graphs and data presented is recorded at team level by staff that they have
collected on various internal systems including our Clinical Recording System (Care
Notes), our Workforce System (ESR), our Risk Management System (RMS) and
local other 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 submissions and data cut off points.
A number of the key indicators within the IPR are detailed in the following section.

Patient Safety
Discharge is a known risk factor for suicide and early follow up of being that have
been discharged from inpatient services has been shown to reduce risk. This is a
local indicator and captures all follow ups, irrespective of whether the person is on
the Care Programme Approach (CPA) or not.
2020/21
Totals

Apr-20

May-20

Jun-20

Jul-20

Aug-20

Sep-20

Oct-20

Nov-20

Dec-20

Jan-21

Feb-21

Mar-21

Total (%)

75

76.2

81.5

90.9

84.8

75.6

90.0

84.9

84.4

70.0

75.8

76.5

60

48

44

50

56

31

45

45

38

35

25

26

80

63

54

55

66

41

50

53

45

50

33

34

Totals

Apr-19

May-19

Jun-19

Jul-19

Aug-19

Sep-19

Oct-19

Nov-19

Dec-19

Jan-20

Feb-20

Mar-20

Total (%)

89.7

77.8

79.4

82.6

78.8

82.1

83.0

82.8

55.7

62.0

59.0

75

26

28

27

38

26

32

44

24

34

49

36

60

29

36

34

46

33

39

53

29

61

79

61

80

Number
Followed up
Number
Discharged

2019/20

Number
Followed up
Number
Discharged

For the last 12 months we have seen a small number of people not being followed
up within 48 hours of the time of their discharge from an inpatient service.
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It is important to note that while the 48 hour follow up is for everyone discharged
from inpatient units ‐ not just those who are on Care Programme Approach (CPA),
the seven day follow up target is a national Key Performance Indicator (KPI) for
people only on Care Programme Approach (CPA).
The main reasons for missed follow ups include:


Patients not responding to agreed follow up phone calls



Patients were seen, but marginally after 48 hours



Patients were contacted through third party contact which doesn’t pass the
criteria due to the national definition



Patients left the country without supplying contact details

In all patient cases every effort is made to assure checks are made to people who
were not followed up within the 48 hour target did receive a follow up and were safe
and all incidents where the target is missed are exception reported.

Medicines’ Reconciliation in 72 hours
This target 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.
2020/21
Totals

Apr-20

May-20

Jun-20

Jul-20

Aug-20

Sep-20

Oct-20

Nov-20

Dec-20

Jan-21

Feb-21

Mar-21

Total (%)

85.7

84.9

90.1

88.4

94.3

91.9

92.6

81.4

82.6

86.2

69.0

83.8

Number Reconciled

54

73

73

76

66

68

75

48

57

56

49

83

Number Transferred

63

86

81

86

70

74

81

59

69

65

71

99

Totals

Apr-19

May-19

Jun-19

Jul-19

Aug-19

Sep-19

Oct-19

Nov-19

Dec-19

Jan-20

Feb-20

Mar-20

Total (%)

92.1

88.1

95.7

91.5

98.5

96

98.9

91.5

94.6

94.1

90.5

95.7

Number Reconciled

70

74

67

86

66

72

90

54

70

80

67

66

Number Transferred

76

84

70

94

67

75

91

59

74

85

74

69

2019/20

Due to the Covid-19 pandemic the Trust has had to adapt how it manages patient
flow through its inpatient units as there has been a requirement to test all new
admissions for Covid-19. This has meant all patients have had to be admitted to a
‘testing bed’ prior to being admitted to a ward (if they tested negative for Covid-19) or
being admitted to an area where they could be isolated (if they had Covid-19).
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Therefore we are aware of some data issues that have arisen due to rapid
movement of patients between testing beds, wards and isolation beds. Some of
these moves happen overnight or at short notice due to the pressures on bed
capacity. 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. There have
been no reports of incidents/harm in respect of reduced Medicines Reconciliation
rates.

Falls
Falls can lead to serious harm for inpatients and falls prevention is a patient safety
priority.
2020/21
Totals
Number
of Falls

Totals
0 - Near
Miss
1 - No Harm
2 - Minor,
NonPermanent
Harm
3Moderate,
Semi
Permanent
Harm
4 - Major
5Catastrophic
6 - Expected
Death

Apr- May- Jun- Jul- Aug- Sep- Oct- Nov- Dec- Jan- Feb- Mar20
20
20 20 20
20
20
20
20
21
21
21
25

27

28

25

35

23

39

Apr20
0

May20
0

Jun20
2

Jul20
2

Aug20
4

Sep20
2

12
13

20
7

15
9

15
8

16
14

0

0

2

0

0

0

0

0

0

0

0

25

17

17

19

29

Oct20
1

Nov20
6

Dec20
0

Jan21
0

Feb21
2

Mar21
1

10
11

27
11

10
9

9
8

9
8

7
9

17
11

1

0

0

0

0

0

1

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

2019/20
Totals
Number of
Falls

Apr- May Jun- Jul- Aug Sep- Oct- Nov- Dec- Jan- Feb- Mar19 -19 19 19 -19 19 19 19 19 20 20 20
28

22

25

24

28

23

29

18

25

21

44

35

43

There has been a 4% decrease in falls in 2020/21 compared to 2019/20. Falls
resulting in moderate to serious harm have been consistently low. Most of the falls
recorded are on the Older Adult Wards and reflect the type of incidents we would
expect to see for older people who are in a new environment and maybe
experiencing physical as well as mental health problems.

Seclusion Incidents
Reducing the need for inpatient seclusion is a Trust patient safety priority.

2020/21
Totals
Number of
Seclusion
Incidents

Apr- May- Jun20
20
20

Jul20

17

17

17

18

Aug- Sep20
20
21

14

Oct20
17

Nov- Dec20
20
14

22

Jan21

Feb21

Mar21

16

26

25

2019/20
Totals
Number of
Seclusion
Incidents

Apr- May- Jun- Jul- Aug- Sep- Oct- Nov- Dec- Jan- Feb- Mar19
19 19
19 19 19 19 19
19 20 20 20
16

24

15

47

27

30

20

12

10

40

24

20

Numbers of seclusion incidents are monitored by the local ward based senior nurses
and the monthly Experience, Safety and Risk Committee. Reports are produced and
sent to the Directorate Learning from Experience groups where they are reviewed for
trends and patterns monthly.
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Data is regularly reviewed as part of the Trust’s Restrictive Interventions group and
the Corporate Learning from Experience Group. Numbers of seclusions remain
static. Where we have seen an increase this is often due to one or more individuals
who require multiple seclusions. This occurs as we look to be least restrictive and try
to support people on the ward, but should they require seclusion again, it can result
in multiple seclusion incidents.

Clinical Effectiveness
Care Programme Approach (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.
2020/21
Totals

Apr20

May20

JunAugJul-20
20
20

Sep20

Oct20

Nov20

Dec20

Jan21

Feb21

Mar21

Total (%)

77.0

76.1

81.4

85.1

87.5

88.4

87.7

87.5

88.0

86.4

85.6

87.3

Number of
Reviews

682

680

688

679

681

702

687

682

701

681

670

658

Number on
CPA

886

894

845

798

778

794

783

779

797

788

783

754

Totals

Apr19

May19

JunAugJul-19
19
19

Sep19

Oct19

Nov19

Dec19

Jan20

Feb20

Mar20

Total (%)

89.1

86

83.5

87.7

89.7

87.8

87.4

83.8

83.9

82.5

81.6

78.8

Number of
Reviews

741

719

701

723

733

708

715

697

701

703

694

686

Number of
CPA

832

836

840

824

817

806

818

832

836

852

850

870

2019/20

This key performance indicator 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 the
patient’s episode of care is closed with the Trust. Performance as of the end March
2021 is at 87.3% (with a target of 95%) and has been impacted by Covid-19, though
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.
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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
situations in the least restrictive manner. Where restraint is used, monitoring is also
in place to ensure that it is undertaken with caution and with the right techniques to
avoid causing undue harm to patients or staff.
2020/21
Totals

Apr-20

May-20

Jun-20

Jul-20

Aug-20

Sep-20

Oct-20

Nov-20

Dec-20

Jan-21

Feb-21

Mar-21

77

97

165

108

121

96

116

121

105

73

98

96

Apr-19

May-19

Jun-19

Jul-19

Aug-19

Sep-19

Oct-19

Nov-19

Dec-19

Jan-20

Feb-20

Mar-20

63

89

128

215

145

179

83

84

53

107

84

104

Number of Restraints

2019/20
Totals
Number of Restraints

Restraint of patients is only undertaken as a last resort to protect them or others from
harm. Numbers of restraints remain in line with Trust norms. Incidents of restraint
are monitored by the Safety and Quality Leads. The importance of continuing to
embed our approach to the Four Steps to Safety 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 Directorate
Learning from Experience groups where they are reviewed for trends and patterns.
These are reported through to Directorate Governance Boards on a monthly basis.

Patient Experience
Median waiting times for booking an assessment for Adult and
OPMH community teams
The measure is to monitor against the target that all referrals should be assessed
within a target of ten working days
2020/21
Totals

Apr-20

May-20

Jun-20

Jul-20

Aug-20

Sep-20

Oct-20

Nov-20

Dec-20

Jan-21

Feb-21

Mar-21

Median Wait (Days)

1

1

3

4

4

5.5

5

5

4

3

4

7

Apr-19

May-19

Jun-19

Jul-19

Aug-19

Sep-19

Oct-19

Nov-19

Dec-19

Jan-20

Feb-20

Mar-20

11

8

8

6

6

8

8

9

7

9

8

11

2019/20
Totals
Median Wait (Days)
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As at the end of March 2021 we are currently showing a median time between
referral and assessment booking of seven days against a target of ten days. A
decrease of four days has been observed compared to March 2020 and this
improvement has been sustained throughout 2020/21.

Delayed Discharges (Trust)
Patient access, experience and recovery is adversely effected by delayed
discharges.
2020/21
Totals

Apr-20

May20

JunAugJul-20
20
20

Sep20

Oct20

Nov20

Dec20

Jan21

Feb21

Mar21

Total (%)

6.6

4.4

3.2

2.0

5.9

7.2

8.0

5.7

4.1

3.7

6.0

5.1

Number
Delayed Days

393

368

220

143

429

502

564

381

274

247

362

353

Number Bed
Days

5897

835
2

672
6

701
7

719
8

696
9

704
7

660
2

655
1

659
0

603
4

688
6

Totals

Apr19

May19

JunAugJul-19
19
19

Sep19

Oct19

Nov19

Dec19

Jan20

Feb20

Mar20

Total (%)

4.3

4.1

4.2

5.8

5.0

6.3

5.5

4.7

6.2

4.9

4.5

6.1

Number
Delayed Days

371

322

311

452

429

456

402

351

483

383

322

414

Number Bed
Days

8,55
1

7,76
2

7,36
3

7,73
8

8,52
5

7,20
4

7,27
3

7,33
3

7,70
3

7,67
2

7,07
9

6,76
0

2019/20

A delayed discharge occurs when a patient, clinically ready for discharge, cannot
leave hospital because the other necessary care, support or accommodation for
them is not readily accessible and/or funding is not available, for example to
purchase a care home place.
The Trust has processes in place to monitor delayed discharges and works closely
with external partners to support timely discharge.

Length of Stay
Inpatient stays should be for the minimum clinically appropriate time. The table
shows a snapshot of inpatient length of stay performance as at 31 March 2021.
Minimum
LOS*
1

Maximum
LOS

Median LOS

8020
45
*LOS = length of stay

Number of
patients

Number
Patients LOS
>42 days

250

170
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Whilst there is no target for this KPI we do have access to national benchmarking
figures which states the national average length of stay for Adults is 35 days and for
Older Adults 76 days. We are currently under this benchmark figure within Older
Adults at 48 days but are above benchmark figure within adults at 42 days. This is
often linked to the lack of care, support and housing for those patients with the most
challenging needs.
Learning Disability service length of stay is directly related to the escalating position
of lack of specialist community care, support and housing available for the
challenging nature of the mental health and learning disability needs of the patients
we support.
Older Adult length of stay is directly related to the escalating position of lack of care
home beds for older adults predominantly with Dementia and challenging behaviour
within Devon.
The Trust is working with the national GIRFT (Getting It Right First Time) lead and
programme to review the current offer around rehabilitation.
We have noted that there are some data quality issues with ward stays and leave
which will be addressed through the Trust’s Data Quality Improvement plan.

An Overview of the Quality of Care Based on Performance
in 2020/21 against Indicators
Under the Department of Health and Social Care guidance on the production of
Quality Accounts, all mental health Trusts are normally required to externally audit
performance against two of four indicators listed below. Due to the Covid-19
pandemic mental health trusts are not required to undertake this external audit in
2020/21.






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.
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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

Trust
Target

Model
Hospital
Median

60%

73%

Number %
March 2021

27/31

87.1

*National data only provides year end snapshot therefore quarter 1-2 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.
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 60% 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 60% 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 87.1% against target of 60% at the end of March 2021, and clear
programmes and plans are in place to continue to deliver against the 60% target

Inappropriate Out of Area Placements for Adult Mental Health
Services
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 NHS Trust considers that this data is as described for the
following reasons; in accordance with the Department of Health and Social Care
(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:




Bed days relating to non-acute care
Placements 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 table
below illustrates bed days:

Summary of Outlier
Bed Placements

Outlier out
of County

April 2020

319

Outlier
within
Devon
369

May 2020

343

June 2020

PICU

Total

0

688

524

4

871

411

507

54

972

July 2020

615

488

67

1,170

August 2020

800

628

118

1,546

September 2020

803

591

79

1,473

October 2020

712

675

100

1,487

November 2020

678

571

90

1,339

December 2020

852

0

121

973

January 2021

864

0

128

992

February 2021

679

0

28

707

March 2021

807

0

73

869

Total

7,883

4,353

862

13,098

Average

657

363

72

1,092

To note, Outliers out of County as reported in the previous table shows 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.
Exceptions to this would be patients placed in Sycamore Ward in Taunton Somerset
where the patient is from the Torbay and South Devon area as we have 16 beds
located there which the Trust classes as Torbay and South Devon.
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Again as reported in the previous table Outliers within Devon shows 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.
This will include patients being placed in Taunton Sycamore Ward where they are
not from Torbay and South Devon.

Inappropriate Out of Area Placements improvement plan – number
of people admitted:
29 Jan 2020
Total
admitted /
beds
available
DPT Estate

05 March 2021

IOOAP/ total
admitted

Total
admitted /
beds
available

IOOAP/ total
admitted

64/64

29/64

65/75

0/65

Taunton
(Torbay
‘home’ ward)

16/16

0/16

19/21

4/19

Livewell

6/6

6/6

4/6

2/4

21/21

21/21

11/15

10/11

15

15/15

2

0/2

122

71

101

16

Contracted
beds out of
county
Spot
Purchased
beds out of
county
Total
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Our Performance against a Selection of the Indicators for
2020/21:
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 – NHS England
Reporting period

Trust
Target

National
percentage

Number

%

Quarter 3 2020/21

3792/4004

94.71

75%

92.7%

Quarter 4 2020/21

4166/4300

96.88

75%

92.5%

Improving Access to Psychological Therapies (IAPT): Waiting Time
to Begin Treatment (from IAPT Minimum Dataset): Within Eighteen
Weeks of Referral
N
National Data: Improving Access to Psychological Therapies
(IAPT)Data Source – NHS England
Reporting period

Trust
Target

National
percentage

Number

%

Quarter 3 2020/21

4001/4004

99.93

95%

98.5%

Quarter 4 2020/21

4299/4300

99.98

95%

98.7%

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 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.
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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 2020/21:




97.6% of people have received their first treatment/therapeutic session less than
six weeks from referral, against a national target of 75%
100% of people have received first treatment/therapeutic session less than 18
weeks from referral, against a national target of 95%
55.4% of people have achieved recovery, against a national target of 50%

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 people using our services
and their families and carers can see how our services are performing and make
informed choices about their care. Our Directorate Governance Boards, Strategic
Executive Committee, Operations Board, 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 2020/21 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 of Director meetings –papers are available on our website):

Reducing Waiting Times
We have been continuing to work hard to reduce waiting times for the people we
support.
TALKWORKS, our depression and anxiety service for people with mild to moderate
needs, received 25,248 referrals in 2020/21. Of those, 20,173 entered into treatment.
87% of these people were seen within a six week period, which is well above the
national target of 75%. 100% of people received their first treatment less than 18
weeks from referral, against the national target of 95%.
Within our Psychology and Psychological Therapy Service, for people with more
complex needs, 116 people were waiting for more than 18 weeks at the end of
2020/21 this is due to exceptional circumstances of Covid-19. Psychology and
Psychological Therapy Service staff were redeployed to other services during the
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height of the pandemic, however are now returning to the service and progress being
made on addressing the waiting list that has accrued.

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 2021, our performance was 87.3% 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. Our target is for less than 8% of
transfers to be delayed and at the end of March 2021 the rate was 4.2%.

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 10 supervisions on a one-to-one basis with their line manager,
within the last 12 months. At the end of March 2021, our performance was at 74.4%.
Our target for appraisal is 90% of staff to have received an appraisal within the last
12 months. At the end of March 2021 our performance was at 79.5%. We will
continue to improve our performance in both areas.

Compulsory Training
Making sure that our staff complete appropriate training is an important factor in
delivering high quality services. Training continued to perform above target at 90.4%
at the end of March 2021. This is one of the highest compulsory training completion
rates when benchmarked against other mental health and learning disability
providers.

Staff Engagement
Levels of staff engagement impacts how well we are able to deliver our services.
This indicator in the NHS Staff Survey measures our overall engagement with staff,
based on their motivation, ability to contribute to improvements and recommendation
of the organisation as a place to work/receive treatment.
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National Data – Scores for Staff Engagement Theme
Data
Source:
National
Staff
Survey

Reporting Period
2018

Reporting Period
2019

Reporting Period 2020

Trust
Score

National
Benchmark

Trust
Score

National
Benchmark

Trust
Score

National
Benchmark

7.0

7.0

6.9

7.0

7.0

7.0

Our Trust staff engagement score is on par with national average and despite a
lower staff response rate in 2020 Staff Survey the engagement indicators remain
stable or improved which is encouraging. Most notably we saw a significant
improvement in staff advocacy as set out in the following table:
Engagement
Score

% of
favourable
responses

2019

2020

2019

2020

Q18c

Would recommend
organisation as place to
work

6.4

6.8

60%

67%

Advocacy Q18d

If friend/relative needed
treatment would be
happy with standard of
care provided by
organisation

6.3

6.7

57%

65%

Q18a

Care of patients/service
users is organisation's
top priority

7.2

7.3

75%

77%

STAFF ENGAGEMENT

Trend

This year we have introduced a new People Together Programme Board which will
receive reports from each Directorate in August and September 2021 to understand
how the Staff Survey feedback has been used to inform local improvements and
celebrate achievements at a team and Directorate level.
Our focus this year is on our internal benchmarking reports at a team level and every
Directorate has been asked to review their findings with their managers and teams
and to produce their own local action plans. Cross-cutting themes will be considered
through improvement cafes so that staff feel involved in how the results are used.
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Workforce Race Equality Standard (WRES)
Since 2015 all NHS organisations have been required to demonstrate how they are
addressing race equality issues in a range of staffing areas through the Workforce
Race Equality Standard (WRES). The data below shows the Trust’s performance
against the WRES in 2019/20 and in 2020/21, compared to the national average for
mental health services.
Average (Median)
Trust
Score

National Data
Data Source – 2019 NHS Staff
Survey

KF26 - National data percentage of staff experiencing
harassment, bullying or abuse
from staff
in the last 12 months
KF21 - National data percentage of staff believing
that Trust provides equal
opportunities for career
progression or promotion

Ethnicity

2020/21
(2019
data)

for Mental Health

Trust
Score

(provided in the 2020
DATA ANALYSIS
REPORT FOR NHS
TRUSTS; referencing
2019 median)

2019/2
0
(2018
data)

White

22.4%

20.6%

22.4%

BME*

24.7%

24.8%

36.2%

White

88.4%

87.1%

87.6%

BME*

88.5%

72.4%

77.1%

* Black and Minority Ethnic (BME)
The implications of the data and any additional background explanatory narrative:
KF26 – the percentage of staff experiencing harassment, bullying or abuse
from staff in the last 12 months.


There has been a decrease of 11.5% for BME staff and no change for white
staff who have reported experiencing harassment, bullying and abuse from
other Trust staff in the last 12 months. With the promoted options to report
discrimination, harassment and bullying and the increased spotlight in zero
tolerance, with the provision of safe and confidential processes to report and
with enhanced responsiveness from all levels of the organisation in relation to
zero tolerance, this is a positive shift. While it cannot be confirmed, this
decrease for BME staff might be due to the enhanced reporting options and
responsive action taken, which may have been a deterrent for discriminatory

56

incidents taking place. However, this cannot be directly evidenced and the
data must be accepted with caution, as a decrease in staff experiencing
discrimination, harassment, bullying or abuse might also indicate a decrease
in reporting.
KF21 – the percentage of staff believing that Trust provides equal
opportunities for career progression or promotion.


This data shows that for 2019 white and BME staff members believed the
Trust offered equal opportunities for career progression on an almost equal
basis.

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 referred to the Freedom to Speak Up Guardian, the confidential
information, support and counselling service (CiC) or their local managers. The
anonymous reporting approach is also now live for staff to report anonymously
should they feel they need to.
The Trust’s BME Staff Network Group continues to provide 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 Trust has included an objective relating to bullying as one of its 2020/21
Equality Objectives. The goal of which is to decrease the amount of staff that
report experiences of bullying, harassment, abuse and discrimination from other
staff or people using services by at least 20%.As part of the NHS People Plan the
Trust will be reviewing the NHS Violence reduction standard in order to further
support the protections of Trust staff while at work. The Trust will also review the
new publication of the book of civility and respect for employers’ toolkit, to
support ongoing work to create a supportive and positive workplace culture and
continue to tackle and prevent bullying, harassment and abuse towards Trust
staff.

KF21 Action:


The Trust continues to develop career pathways across clinical and non-clinical
professions and aims to strengthen career and leadership opportunities across all
the core clinical professions as part of its overarching Workforce strategy.
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Workforce Disability Equality Standard (WDES)
The WDES is a set of specific measures (metrics) that enable organisations to
compare the employment experiences of disabled and non-disabled staff. It applies
to all NHS trusts and foundation trusts and is a key step for NHS organisations to
improve equality for the NHS workforce. The WDES came into force on 1 April 2019.
The data below shows the Trust’s performance against the WDES in 2019/20 and in
2020/21, compared to the national average for mental health services.
National Data
Data Source - 2019
NHS Staff Survey

Average (Median)
Trust
Score
2020/21
Disability

KF26 - National data
- percentage of staff
experiencing
harassment, bullying
or abuse from
managers in the last
12 months
KF26 - National data
- percentage of staff
experiencing
harassment, bullying
or abuse from other
colleagues in the last
12 months
KF21 - National data
- percentage of staff
believing the Trust
provides equal
opportunities for
career progression or
promotion

(2019
data)

for Mental Health

Trust Score

(provided in the
2020 DATA
ANALYSIS REPORT
FOR NHS TRUSTS;
referencing 2019
median)

2019/20
(2018 data)

Disabled

15.5%

16.8%

14.70%

Non-disabled

9.1%

9.1%

8.80%

Disabled

23.9%

16.8%

25.30%

Non-disabled

14.0%

9.1%

15.90%

Disabled

84.9%

79.3%

82.50%

Non-disabled

89.4%

86.90%

88.00%

The implications of the data and any additional background explanatory narrative:
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KF26 - the percentage of staff experiencing harassment, bullying or abuse
from managers in the last 12 months, and the percentage of staff experiencing
harassment, bullying or abuse from other colleagues in the last 12 months.


The second WDES data reported by the Trust shows that, of the staff that
completed the survey who identified as having a disability, 15.5% of disabled
staff reported experiencing bullying or harassment from their line manager,
which was 6.4% more than non-disabled staff. In addition to this, disabled
members of staff were 9.9% more likely to experience bullying or harassment
from other work colleagues than non-disabled staff. While the Trust’s
performance was better than the national median regarding the percentage of
staff experiencing harassment, bullying or abuse from managers, the Trust did
not meet the national median in relation to the percentage of staff
experiencing harassment, bullying or abuse from other colleagues.

KF21 – the percentage of staff believing that Trust provides equal
opportunities for career progression or promotion.


Trust’s performance was higher than the national median. There was a 4.5%
difference between the percentage of disabled and non-disabled staff that feel
the Trust provides equal opportunities for career progression or promotion,
with non-disabled staff reporting 89.4% and disabled staff, 84.9%. The Trust
are accredited as a Level 2 Disability Confident Employer and continue to
work towards achieving Level 3 accreditation, continuing our focus on
improving opportunities for and experiences of disabled staff.

Action taken and planned, including, for example, indicator link to EDS2 evidence
and/or a corporate Equality Objective:
KF26 Actions:






Staff are actively encouraged to report incidents of discrimination, bullying,
harassment and victimisation identifiably, so that these issues can be
addressed or referred to the Freedom to Speak Up Guardian, the CiC service
or their local managers. The Trust also provides an anonymous reporting
approach on its Risk management System (RMS) for staff to report
anonymously should they feel they need to.
The Trust’s Disability, Impairment and Long Term Health Conditions Staff
Network offers 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 Network also make suggestions for innovation and
improvement within the Trust.
The Trust has included an objective relating to bullying as one of its 2020/21
Equality Objectives. The goal of which is to decrease the amount of staff that
report experiences of bullying, harassment, abuse and discrimination from
other staff or people using services by at least 20%.
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KF21 Actions:






The Trust continues to develop career pathways across clinical and nonclinical professions and aims to strengthen career and leadership
opportunities across all the core clinical professions as part of its overarching
Workforce strategy.
The Trust are currently accredited as a Level 2 Disability Confident Employer
and are working to achieve Level 3 accreditation. To achieve this, the Trust
has undertaken a self-assessment against Disability Confident Level 3 Leader criteria, and has had this documentation reviewed by a local level 3
organisation.
The Trust has implemented the Supported Internship programme in
partnership with Petroc College and Exeter Deaf Academy. This programme
supports students with learning disabilities and students who are Deaf to have
meaningful work experience placements, supported by a job coach. We are
working closely with the two colleges to increase the numbers of students on
placement with us.

Community Mental Health Framework (CMHF)
The CMHF is a three year transformation plan with funding for new roles for mental
health services in health and Voluntary, Community and Social Enterprise (VCSE)
sectors in Devon equating to £15 million over the 3 year period.
This (Community Mental Health) Framework provides an historic opportunity to
address this gap and achieve radical change in the design of community mental
health care by moving away from siloed, hard-to-reach services towards joined-up
care and whole population approaches, and establishing a revitalised purpose and
identity for community mental health services. It supports the development of
Primary Care Networks, Integrated Care Systems (ICSs) and personalised care,
including how these developments will help to improve care for people with severe
mental illnesses - National Collaborating Centre 2019
Design of the overarching model
Despite the loss of development time due to Covid-19; the Devon model of the
community mental health framework was developed in a series of large scale virtual
workshops supported by primary care, local authority, clinical experts from both
provider trusts, VCSE organisations, frontline staff and experts by experience of
using or caring for those who use our services. The development of the Devon
CMHF plan has drawn upon NICE guidance and Getting It Right First Time (GIRFT)
recommendations for both urgent care and rehabilitation alongside wide-ranging
stakeholder development.
The plan submitted in January 2021 was given agreement with approval of
transformation funds of £2.4 million in year one which is due to be released in
summer 2021.
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A number of trials were carried out in 2020 focussing on improving access to
community mental health services and treatment guided by the CMHF principles.
These tests have involved working closely with GPs and have been coproduced with
individuals with lived experience.
Changes to the adult directorate structure were implemented in spring 2020 to
enable an increased locality focus and align with the Devon local care partnership
areas. The Covid-19 response led to a delay in a team structure review across adult
and older adult teams but this has now taken place and recommendations have
been made. The proposals aim to improve how teams are aligned and the formation
of local relations across organisations with the shared interest of improving mental
health treatment and support for that population.
As we progress into 2021/22 we will continue to embed team structures that enable
core mental health assessment and treatment to be delivered in an integrated way.
Locality focussed implementation structures are also being established to enable
local ownership across agencies to allow development based on local needs and
opportunities.
Collaborative groups are developing:









A comprehensive plan to ensure good quality coproduction with experts with
experience across localities which is underpinned by our Together approach.
A CMHF outcomes framework and reporting mechanisms which are clinically
meaningful and seek to demonstrate outcomes experienced by the health and
social care system as a whole and recognises the experience of people who
use or work within our services.
A clear understanding of the Digital opportunities and challenges to new ways
of working and integrated working across health social care and the voluntary
sector.
System wide workforce plan, in particular looking to establish a
comprehensive training plan which spans primary care, secondary care and
the voluntary sector to support CMHF implementation.
System wide approach to routine communication which supports
understanding and engagement in the developing community approaches to
mental health care and treatment across agencies and in the community.

Communication and engagement with GPs, Supported living providers, voluntary
sector, user and carer forums and staff groups across the trust have been an
important part of the work so far and have set the foundations for the next phase
of development in establishing multi-agency teams and partnership working.
Establishing clear representation within the developing local care partnership
forums and establishing locality networks across all our services has been an
important aspect in building the relationships and ethos required to implement the
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CMHF as a key element of integrated care, this will remain a key focus as we
progress.

Devon Recovery Learning Community
The Devon Recovery Learning Community (DRLC) is a free, open access and nonclinical service offering opportunities to adults over the age of 18 to learn about
mental health and recovery. The service provides a holistic range of courses (free of
charge) within a bespoke recovery curriculum designed to increase knowledge,
understanding and skills to equip people with the tools to live a meaningful,
productive, and fulfilling life.
Our approach is educational, informed by the values and principles of recovery that
aim to instil hope, opportunity, and control. The service believes that through
education people can learn how to take care of themselves, and others, more
effectively. Courses are not an alternative to therapy, and DRLC does not provide
clinical treatments or interventions.
Prior to March 2020, DRLC only offered courses in-person. March 2020 saw the
publication of its Spring/Summer prospectus advertising just under one hundred
courses to be delivered across Devon. However with the onset of the Covid-19
global pandemic and the UK’s first lockdown, all courses were cancelled as was the
Recovery Library and three weekly drop-in sessions held in Exeter, Honiton and
Tiverton. This meant that the service adapted quickly to support its students, tutors
and staff.
DRLC decided to approach the lockdown as an opportunity and developed its
website to create an online platform to deliver Recovery learning. Within two weeks
after cancellation of its prospectus, its website was substantially changed as an
accessible home for Recovery learning online offering: an efficient online course
calendar and booking system for enrolling on webinars; access to the Recovery
library catalogue; links to other online courses, tutorials; links to Recovery inspired
puzzles and games; downloadable activities and Recovery resources.
The Exeter, Tiverton and Honiton weekly drop-in sessions were combined and held
online and Tutors phoned regular attendees, as well as students who were not able
to access the courses or resources on the website. WhatsApp groups with students
were also formed to continue support and maintain contact. Tutors adapted courses
that they would have delivered in-person and by April 2021 over a dozen courses
were running as online webinars using Zoom. In the first few months of lockdown,
students were booking to attend online courses such as Djembe drumming, Learning
Guitar for Wellbeing, Managing Anxiety and Panic, Dance to Relax, Guided
Mindfulness Practice, Creative Writing, Self-Care and Resilience.
Crafting, photography, sewing, and other creative courses delivered online were
developed to include postal packs, a sort of blended learning that proved especially
popular with students who appreciated receiving physical resources through the post
when self-isolating without other forms of contact.
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Tutors also made creative use of Zoom in innovative ways that included silent Zoom
sessions where students felt connected, attending in the company of others to sew in
relative silence and without conversation.
DRLC tutors and tutors from partner organisations from the Burton Museum and Art
Gallery, Barnstaple Museum, and the X-system (Connections through Music)
created YouTube channels where they uploaded short tutorials applying music, art
and creative activity to support mental health and wellbeing.
Other tutors created downloadable activities and resources for the courses they were
not able to deliver in person, including creative writing prompts; Lost Words activity
packs; and a how-to guide to using Google Earth to record archaeological sites
developed by our partners at the University of Exeter’s Department of Archaeology
supporting students to connect with the history and heritage of Devon as a way to
establish a greater sense of belonging and purpose. Our admin team stepped up to
plate to design online puzzles, word searches and jigsaws.
Over the course of lockdown, Esther Waring, a Bank Peer Trainer with the DRLC
wrote weekly ‘musings’, that were accompanied by graphics designed by Tim Croft,
Bank staff on our own admin team and published as a digital flipbook.
Tutors delivered well over three hundred online courses between March 2020 and
March 2021, with further contributions towards Recovery learning provided by
partner organisations mostly from the third sector, including Exeter Community
Initiatives, Horsemanship for Health, Significant Seams, Meridian Raw, Double
Elephant, and Make Space (LGBTQ+). Since March 2020 the DRLC registered more
than six hundred new students, added seven hundred more followers to its
Facebook page and initiated several new community partnerships to support
Recovery through learning across Devon.
The DRLC is looking forward to strengthening its provision of Recovery learning both
online and in-person and developing a long-term, sustainable business plan to take
the service forward as a key player in the delivery of the Community Mental Health
Framework.

Pharmacy and Medicines Optimisation
Using medicines safely and effectively has a large impact on a person’s treatment,
experience and outcomes and it plays a significant role in the care that 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.
2020 has been a busy and challenging year with the Covid-19 pandemic and we
have embraced our new ‘online and remote working’ worlds, balancing this with the
need for the majority of Pharmacy and Medicines Optimisation team to continue to
be on site to maintain core face to face clinical pharmacy services especially within
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our inpatient services. We have seen a number of new and unexpected benefits
which include:


Improved access to senior pharmacy team leadership by improving visibility
and connectivity to the wider team through daily online ‘whole’ team checkins. We are retaining an element of these regular check-ins as we recover
and return to business as usual. This has enabled the whole team to have a
better understanding of operational and other challenges across other teams
and services; enabling us to proactively identify and work together to support
each other more to mitigate and manage emerging risks and issues.



We have developed our daily checks-ins, regular supervisions and have
moved our regular Pharmacy Advisory Committee (PAC) to online. This
includes weekly smart survey stress ‘temperature’ check and promoting ways
to wellbeing. Actively discussing, promoting and sharing ways in which we
can all help each other to protect our own health, safety and wellbeing. This
includes completing all Covid-19 related risk assessments, individual and
environmental, including making reasonable adjustments for people who have
been shielding and / or have suffered long Covid.



New virtual cross locality Medicines Incident review groups have now been
set up and established for all directorates and new online medicines
optimisation training developed and implemented. Excellent compliance
achieved and positive feedback has been received.

We are also continuing to proactively support the successful delivery of the staff and
inpatient Covid-19 vaccination programme. We are also actively supporting work
through the Devon inequalities cell to ensure that our services continue to offer help
and support to optimise equal access to the vaccine for all people with severe mental
illness (SMI), Learning Disabilities and / or Autism within all of our local communities.
As we reported in 2019 we completed a full service and structure review and we are
in the process of recruiting to this new agreed structure. Further work to support new
and emerging service needs in respect of medicines optimisation through the new
Community Mental Health Framework (CMHF) is still to be agreed and progressed.
As of April 2021, the Trust is pleased to report continued compliance with all of the
required statutory and regulatory requirements in respect of pharmacy and
medicines Optimisation.
We remain committed to working together to support people to use medicines safely
and effectively. We regularly and proactively review and update our Risk Register
and related mitigation and action plans.

Clinical Audits for Improvement
Despite challenges with Covid-19 pandemic during the 2020/21 clinical audit year,
the Quality Improvement (QI) team have continued work to improve the blend
between clinical audit and improvement. This has included on-going work to
streamline the clinical audit programme, which now sits within a larger Quality
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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. Clinical audits
and quality improvement initiatives which require QI team support are registered on
the central Quality Improvement Programme, and monitored through regular contact
between the QI team and the project 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
Governance Assurance Committee, and on a quarterly basis to the Audit Committee.
The QI team saw success at last year’s Clinical Audit Awareness Week (CAAW)
which the team rebranded to Quality Improvement and Clinical Audit Awareness
Week (QICAAW) to promote the link between audit and improvement. The QI team
successfully coordinated Devon Partnership Trusts first virtual Quality Improvement
and Clinical Audit Awareness Week (QICAAW) in November 2020. The week
included a number of virtual QI and clinical audit coaching and training sessions, as
well as the promotion and marketing of a range of tools available to support QI.
The 2020/21 Clinical Audit Programme consisted of:
National Audits
 National Clinical Audit of Psychosis (NCAP) – Early Intervention in Psychosis
Services re-audit 2020/2021
 Falls and Fragility Fractures Audit Programme (FFFAP)
 Prescribing Observatory for Mental Health (POMH-UK) – Prescribing
Valproate
 Prescribing Observatory for Mental Health (POMH-UK) – Prescribing
Clozapine
 NACEL (National Audit of Care at the End of Life)
 Prescribing Observatory for Mental Health (POMH-UK) - Antipsychotic
prescribing in people with a learning disability
Directorate Level Clinical Audit
 Rapid Tranquilisation on Inpatient units – Medications Management
 Reduction of DNA rates in clinical appointments – Torbay and Central CMHT
and Exeter CMHT – Adult Directorate
 Contact with Community Team Patients during Covid-19 Pandemic – Adult
and OPMH Directorate and learning disability services.
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Key findings from Unannounced Care Quality Commission
Inspections - 2020
During June through to August 2020, the CQC carried out an unannounced, focused
inspection reviewing the Safe and Well-led domains on our adult inpatient wards Delderfield ward (Cedars, Exeter) and Moorland View ward (North Devon District
Hospital, Barnstaple) and our medium secure inpatient wards, Ashcombe (admission
ward) and Holcombe based in the Dewnans Centre at Langdon Hospital. As these
were focused inspections, the services were not re-rated during this inspection.
On the adult inpatient wards, the CQC shared concerns specifically identified on
Delderfield Ward around the management of environmental risks and patient
observations on and the lack of immediate and evidenced response to audits and
learning from serious incidents across adult inpatient wards. Whilst the inspectors
noted a good induction process on Moorland View where agency staff were
monitored during their shifts, there was concern about the lack of a robust system to
ensure agency staff were inducted onto Delderfield ward. The lack of staff training
around ligature risk assessment and management was raised however, it was noted
that Delderfield ward has recently implemented a daily security check which was
found to help raise staffs awareness of ligature risks on the ward.
CQC requested the Trust confirm immediate improvements to address these areas
of concern. The Trust submitted an action plan detailing the immediate action that
had already been taken, along with longer term improvement action we would
undertake to ensure the continued and sustained safety of our patients.
Since the CQC’s findings were reported, the Trust has implemented a wide range of
improvements to include:
-

an enhanced Engagement and Observation Policy

-

enhanced combined Resuscitation and Ligature Management Training now
being delivered in inpatient settings

-

a (minimum) weekly audit of engagement and observation

-

Enhanced local induction processes to ensure that agency staff receive local
induction before every new shift

-

Simulation training in ligature risk assessment and management now
implemented and over 100 staff have been trained to date

-

Commenced the implementation of anti-ligature door sensor technology in all
wards

-

Safe from Suicide Team (SfS) in place and 84% of staff trained in suicide
prevention awareness

-

Improved Personality Disorder Pathway
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The inspectors highlighted the positive and pro-active leadership on Moorland View
and felt that risks were managed well. Staffing levels were safe on both wards and
they noted the active recruitment programme that was being undertaken. The CQC
noted that handovers were effective on both wards and were detailed and covered
the dynamics between patients, physical health risks and patients’ levels of risk.
They observed that all patients, carers and families were involved in discharge
planning, along with being enbabled to have contact throughout the pandemic where
possible. The inspectors noted that carers and families felt the staff were helpful,
supportive, caring and respectful.
On Ashcombe and Holcombe Ward at Langdon Hospital, the inspectors reported
that they had observed good multi-disciplinary team working and that staff treated
patients with compassion and kindness, respected their privacy and dignity, and
understood the patients’ individual needs, actively involving them, their families and
their carers in care decisions. The inspectors also noted that staff have developed
holistic, comprehensive and recovery-oriented care plans and risk assessments
informed by a comprehensive assessment. The inspectors were told that there is a
good culture on the wards and that staff are encouraged to speak up and to learn.
The CQC noted our challenges around staffing (high numbers of vacancies and high
turnover of staff at the medium secure wards) and in ensuring each ward has a
suitable amount of qualified, skilled and experienced nursing staff on duty in order to
meet the patients' care and treatment needs. The impact this has had on staff
wellbeing particularly during the Covid-19 pandemic, is something we are addressing
and continue to focus on, to include access to a dedicated Wellbeing Lead for
Langdon Hospital and routine input from the Trust’s independent Freedom to Speak
Up Guardian. The CQC did recognise the Trust’s active and targeted recruitment
programme which continues to work to address the shortage of staff at Langdon.
Concerns were raised around records of staff observations of patients containing
gaps. The Trust has reviewed and updated the patient observation recording tool to
ensure observation practice and recording is improved. In addition, an observation
competency framework had been introduced to ensure all staff thoroughly
understood the reasons for diligent and effective observation practice.
As had been recognised by the Trust following a serious incident, the CQC noted the
issue of there not being clear lines of sight to enable staff to have a good view of all
ward areas, which had resulted from changes made to the wards to respond to the
immediate impacts of the Covid-19 pandemic. The Trust has actively addressed
these issues affecting lines of sight through the management of unsupervised patient
access to certain areas and movement and reconfiguration of spaces. Additional
training has also been provided to staff to enhance environmental safety practices
and a capital programme is underway.
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Mental Health Act Findings from Compliance Visits and Audits
The CQC published its annual report on ‘Monitoring of the Mental Health Act for 201920’ in November 2020. This report focuses on the challenges arising from the
pandemic which initially involved managing technology, access to personal protective
equipment and responding to whistleblowing complaints made by staff about their
health and safety and the health of patients they looked after. The CQC’s concern was
to ensure the voice of the patient was heard as visits from Independent Mental Health
Advocates and Second Opinion Appointed Doctors, family and carers were having to
be limited and new ways of managing this were being swiftly put in place.
Early evidence from the pandemic has shown that people from ethnic minority
backgrounds have been disproportionately affected by Covid-19, with people from
black, Asian and minority ethnic backgrounds more likely to die as a result of
contracted Covid-19. As part of the CQC’s well-led assessments moving forward,
attention will be focussed on how organisations are dealing with the health inequalities
that exist in their organisations and communities, and the degree to which they have
considered and acted on these effectively.
The report also provides mental health and learning disability Trusts with some
guidance to areas of current national concern which are also of particular importance
during a time of national restriction.
These include:
 Good discharge planning which has its centre patient and carer
empowerment and involvement
 The emphasis is on care plans being coproduced with family and carers
which ensures better outcomes.
 Evidence of patient empowerment and involvement in any type of care
planning including section 17 leave, advance statements, section 117
discharge planning all of which are key areas where the voice of the person
and that of family members and carers is of paramount importance. This is an
area where the trust can make improvements, increasing the use of advance
statements and providing the opportunity for patients to create their own
advance statements are good practical examples of the principle of
empowerment.
There have been seven CQC Mental Health Act (MHA) compliance visits to the Trust
inpatient units from April 2020 to March 2021; three to Adult inpatient wards (Haytor,
Moorland View and Delderfield), four to Secure inpatient wards (Ashcombe,
Holcombe, and Cofton) and one to the Additional Support Unit. There have not been
any visits to older persons’ inpatient units, Russell Clinic, the Haldon or Jasmine
Lodge during 2020/21.
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From March 2020, as a result of the Covid-19 pandemic the MHA compliance visits
took place ‘virtually’ using online platforms, and continued to be coordinated by the
MHA office, including the provision of information to the inspectors in advance of
visits taking place.
There have been many positive feedback themes coming from the CQC MHA visits
during 2020- 2021; in all of the visits the inspectors commented that patients have
praised the staff for being helpful and caring, and have stated that they felt safe and
supported. Carers also commented that staff will ‘go above and beyond’. The visits
took place when the Covid-19 pandemic made visiting to inpatient units extremely
difficult and staff were praised for being creative in facilitating contact between
patients and carers in other ways, at a time when it was very important to maintain
contact.
In all three visits to the adult inpatient units patients told the inspectors that they felt
supported with their physical health needs and that staff were able to describe how
they worked hard to ensure both patients’ and their own safety during the pandemic.
All staff wore scrubs and masks and full personal protective equipment (PPE) as
needed.
Most patients were found to have had a good understanding of their leave
arrangements and of their care plans. Patients also had a good understanding of
their legal situation; Informal patients understood they may leave the ward and
information was provided to patients about this on admission to the ward.
However, the Mental Health Act compliance visits to the Trust during 2020/21
identified the following areas for improvement:
 Inconsistency in recording and a lack of recording of Mental Capacity Act
assessments of consent to informal admission and consent to treatment
(Delderfield, Haytor, Moorland View, Additional Support Unit.)
 Person centred Care Planning - (Delderfield, Cofton, Holcombe)
 Section 132 rights (if a patient is detained they must be given
their rights orally and in writing, unless it is not practicable at that time.) –
revisiting with patients to ensure understanding is achieved - (Moorland,
Haytor) and this was raised in relation specifically to a Deaf patient on the
Additional Support Unit.
 Communication with family - (Cofton, Haytor, Holcombe, Delderfield)
 Section 17 leave (planned leave from hospital, usually an important part of
preparing for discharge)- patients and carers not receiving a copy or
understanding their leave plan (Haytor) and s17 escorted leave being
cancelled (Holcombe)
 Food - meeting individual dietary needs (Ashcombe, Holcombe, Haytor)
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The main compliance concern relates to completing a Mental Capacity Act
assessment for informal admission and consent to treatment, which has been raised
with the Trust on seven occasions during this reporting period.
The issue of enabling communication with family as identified on Cofton, Haytor,
Holcombe and Delderfield has been especially pertinent in 2020/21 as a result of the
pandemic which has meant that patients have felt very isolated from family
members.
Following receipt of the feedback from CQC, provider action statements are
completed by the inpatient units and monitored by the Operational Directorate
Governance Boards to ensure that actions to remedy compliance are completed
within the timescales agreed. In addition, the Trust MHA office and Trust Compliance
Manager work with inpatient units regarding the provider action statements to ensure
that the required improvements have been made.
The Trust has a robust programme of focussed audits that are reported through the
Mental Health Act and Mental Capacity Act (MCA) Scrutiny Committee. The
programme incorporates areas which the CQC identified as issues of concern – for
example audits of section 132 rights, Advance Statements, restrictive practice,
physical health checks and IMHA/IMCA referral. Findings from the MHA/MCA audit
programme are shared with the Directorate Operational Governance Boards to
ensure that necessary actions are in place to resolve issues and drive
improvements.
In 2020/21 the Trust further enhanced its governance and assurance arrangements
in relation to the management and oversight of MHA compliance, through the
development and implementation of an operational sub-committee of the MHA/MCA
Scrutiny Committee, which is now a Board Committee. Implementation of the MHA
Operational Committee is to ensure greater focus on implementing the operational
changes required as a consequence of the findings of both our internal MHA and
MCA audit programme and the findings from the CQC MHA Compliance visits. The
aim of the Committee will also be to ensure the Human Rights Act and principles of
Fairness, Respect, Equality, Dignity and Autonomy (FREDA) are embedded in
patient care, and that there is a comprehensive strategy in place to reduce the use of
restrictive practice and to anticipate the Mental Health Units Use of Force Act.

Patient Feedback
In 2020/21 the Experience, Safety and Risk team who manage the feedback process
added a further ten new bespoke surveys for teams to ask about the specific types
care we deliver. Friends and Family Test (FFT) responses which are part of our
feedback surveys continued to be positive and we have worked hard with services to
encourage feedback and increase the response rate.

70

During the Covid-19 pandemic many of our services moved away from face to face
appointments to virtual ones. This has dramatically impacted on the number of
surveys we have received, however during the past year work has been on-going
with IT to facilitate the introduction of an external web link for surveys. This is now
live and there has been considerable work with a number of services to provide them
with an external web link and QR codes so that they can be sent out to patients to
complete surveys. This is now working well with TALKWORKS and a link to the
surveys is also available on the Trust’s website.
During 2020/21, 2,153 people (a 58.42% decrease from 5,179 last year) provided
their comments about their experience of using our services. The percentage of
those who would recommend the service to friends and family has consistently
remained high with an average of 93%. This means that 1,992 responses out of 2,153
recommended us as a place to receive care. Comments from people who use our
services include:
“I was very apprehensive at the start of the appointment but was put at ease once
the process began” – Devon Memory Service
“I got taken seriously and taken care of. I felt that I didn’t have to fight alone” – West
of England Gender Identity Clinic
“They saved me. They listened. They signposted me and gave me good advice and
actions. It was absolutely positive.” – First Response Service
From April 2020, a new question has replaced the original FFT question about whether people
would recommend the service they used to their friends and family. The replacement question
invites feedback on the overall experience of using the service with the opportunity to say why
they gave that answer.

There are also follow up supplementary questions and this approach has been
integrated into Devon Partnership Trusts feedback process.
When comments are received from people who use our services these are
scrutinised by the appropriate teams and discussed at LDU and Directorate Learning
from Experience meetings. Any learning and actions as a result of these are then
added to Directorate action plans.
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Compliments and Complaints
During 2020/21 the Patient Experience Team received 193 complaints which is a
decrease from the 311 received in 2019/20. The chart following shows that during
the first wave of the Covid-19 pandemic the number of complaints received reduced
significantly. Whilst NHS England gave Trusts the option to pause its complaints
function, Devon Partnership NHS Trust did not do this but advised complainants that
investigations could take longer and more focus was given on trying to resolve
issues locally.
The Trust received a further 783 compliments (previous year 754), 14 concerns
(previous year 21), 135 enquiries (previous year 321) and 4 comments (previous
year 7). These are illustrated by month in the graph below which reflects the low
volumes during the first wave of the Covid-19 pandemic.

Patient Experience Contacts by Month - 2020/21
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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 (RMS) locally.
In relation to complaints, the pie chart following shows that of the complaints
received, the majority are related to either clinical care, waiting times or attitude of
staff.
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98% of complaints received during 2020/21 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 substantive Complaints Investigating Officer and Complaints Lead continue to
assist the Directorates by undertaking the investigations of the more complex and
cross directorate/agency complaints. During 2020/21 they have been allocated 134
complaints to investigate.
The annual complaints report will be submitted to the Board in July 2021 as part of
the 2020/21 Annual Experience Report. The Quality Governance Assurance
Committee which is a Committee of the Board receives a quarterly Experience,
Safety and Risk Report which includes complaints activity and learning.

Putting Things Right for People Making a Complaint
The priority of the Patient Experience Team is to try and resolve the situation 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 Trustwide and local Learning from
Experience Groups or equivalents. This Trustwide group comprises the Heads of
Profession and Practice from each Directorate and other corporate leads from
central support functions such as the Risk Department, Patient Experience Team,
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Medicines Optimisation 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 Trustwide 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 (RCA) Investigations and presentations from various leads, for example,
safeguarding, medicines management, resuscitation lead, engagement and
Information Governance.
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:


A collection of three complaints identified that there were some errors in how
individual's Section 117 aftercare rights were reviewed and people were
discharged. This highlighted a need for additional training for staff in relation
to the Mental Health Act (MHA) and as a result the MHA training package for
the Trust was reviewed and the training was made compulsory for all clinical
staff.



Since April 2019 the Trust has been responsible for the Child and Adolescent
Mental Health Service (CAMHS). A complaint was made regarding the
CAMHS to adult transition. As a result a piece of work was commissioned to
review the process by which this occurred, to ensure that CAMHS referrals
were completed efficiently and effectively. This was also added to the
Experience, Safety and Risk Learning briefing made available to all staff via
Daisy.



A complaint was received from a member of staff who had been admitted to
an inpatient bed. As the person was a member of staff they were admitted to
a Devon Partnership NHS Trust contracted bed, where they unfortunately
came across a patient they had nursed and this was difficult for both parties.
As a result of this and to ensure this is not repeated, the Bed Management
team created a new Standard Operating Procedure for the process of
admitting a staff member to hospital.
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Speaking up – Raising concerns
In 2020/2021, 89 staff contacted our dedicated Freedom to Speak up Service. The
Speak up Guardian Service is a free, independent and confidential service available
24 hours a day, 7 days a week for staff who have concerns about work and in
particular issues that may potentially have an impact on patient care.
Our Guardian Service conducted 41 promotional visits across the Trust
in 2020/2021 and has presented at all of our Trust Induction sessions. They are also
regular attendees at our staff ‘our journey events’ to raise awareness of the service.
They provide information how to raise a concern, and what happens when a concern
is raised including the process for feedback which is provided via the Freedom to
Speak up Guardian or via the named manager to whom the concern was raised.
Our Freedom to Speak up Guardian also presented to our Board in
November 2020 which is scheduled as a regular yearly activity. We continue to
develop our vision and strategy for the freedom to speak up to ensure staff know
how to and are supported to raise concerns and then thanked for raising their
concern. Alongside our Freedom to Speak up Guardian we have a named Executive
and Non-Executive Lead for raising concerns and our raising concerns policy is
aligned to the national policy, developed in partnership with the Freedom to Speak
up Guardian.
We participated in the national Freedom to Speak up month in October 2020 and
actively encourage staff to raise concerns in a number of ways which are illustrated
below.
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Duty of Candour
The aim of the Duty of Candour regulation is to ensure that providers are open and
transparent with people who use services and other ‘relevant persons’ (people acting
lawfully on their behalf) in relation to care and treatment.
There are specific requirements that we must follow when things go wrong with care
and treatment which include informing people about the incident, providing support
and truthful information and an apology.
We promote a culture that encourages candour, openness and honesty at all levels.
We believe that this is an integral part of a culture of safety that promotes learning
both for individuals and the organisation. There is also a commitment to being open
and transparent at Trust Board level.
During 2020/21 our compliance with the regulation was a priority to us and we
worked closely with teams to provide support when they needed to use the Duty of
Candour. We also developed e-learning for staff to make it easier to understand
what they are required to do and when.
Our compliance with the process is closely monitored within the Trust and education
and support for staff is continuous. Reports are provided to the Board of Directors
and the Experience, Safety and Risk team monitors incidents and provides safety
briefings and leaflets to staff to remind them about best 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 Serious Incident investigation compliance with
the Duty of Candour is measured. This is fed back to teams and on to the
Commissioners routinely.
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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
2020/ 21 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 Partnership Trust Quality Report Commentary 2020/2021
NHS Devon Clinical Commissioning Group (CCG) would like to thank Devon
Partnership Trust (DPT) for the opportunity to comment on its quality account for
2020/21. DPT is commissioned by NHS Devon CCG to provide a range of secondary
and integrated community mental health services across Devon and Torbay. We
seek assurance that care provided is safe and of high quality, that care is effective
and that the experience of that care is a positive one.
As Commissioners we have taken reasonable steps to review the accuracy of data
provided within this Quality Account and consider it contains accurate information in
relation to the services provided and reflects the information shared with the
Commissioner over the 2020/21 period.
The 2020/21 period has been a year like no other with the COVID 19 pandemic
affecting all parts of health and social care system. Despite this, the quality and
safety of services provided throughout this period has remained at the forefront of
everyone’s mind and remains key as organisations move into ongoing recovery,
ensuring patients are seen in a timely manner and those who have to wait are
supported appropriately. It is recognised the pandemic will have affected all
organisations plans for 2020/21 yet at the same time facilitate and recognise other
areas for potential quality improvement, utilising potential new ways of working and
alternative methods of delivery. We would like to thank DPT and its staff for the
flexibility they have shown over the last year in providing support to the local
population, working in ways or environments that they may not usually find
themselves in.
DPT are involved in System working across numerous work streams and this way of
working will be pivotal with Devon becoming an Integrated Care System (ICS) on 1
April 2021. Working as an ICS will allow for early discussion and support and
implementation of key strategies such as the Patient Safety Strategy over the
coming year.
During 2020/21 we recognise that DPT, as well as other system partners, are
experiencing long waits for patients for planned assessment, treatment and therapy,
delays that have been exacerbated by the pandemic. We would like to thank DPT
for continuing to work as part of the system to try and address long waits in the
fairest and most equitable way possible, sharing resources and specialist opinion.
A specific mention should be made of the role DPT have played in supporting front
line staff during the pandemic. DPT have offered staff timely access to free and
confidential talking therapies. This has allowed staff to develop tools and techniques
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to improve their resilience over the last year, improving their well-being and ensuring
services are maintained.
Despite the impact of COVID 19, the Quality Account highlights a number of positive
results against key objectives for 2020/21. These include:


Working towards Zero Suicides: The Trust have continued to work towards
this national and local ambition, implementing their Safe from Suicide team in
February last year. The work undertaken within the Trust is evidenced
through the training on offer to staff but also in the way the Trust reviews
incidents and aims to learn. When such incidents occur the immediate
support to staff and any others affected is immediately evident



Serious incident Process: The Trust have continued to work on addressing
the number of outstanding Root Cause Analysis investigations that are
overdue through the year and have come into this next financial year in a
much improved position. This means investigations, and the learning, are
done in a timely way, allowing change to be made where needed but also
reducing the time those affected have to wait for an outcome for the
investigation. This work will also feed into the longer term changes coming as
a result of the Patient Safety Incident Response Framework.



Clinical Audit: The Trust continue to have a strong audit and assurance
process, consistently being involved in National audits as well as developing
their own internal audits. What is evident is how the Trust then analyses
these results, developing action plans where needed to improve the services
provided and how they will be monitored.



The use of service user feedback and engagement: despite the impact of
COVID 19 the Trust have continued to gain service user feedback achieving
consistent positive responses. The Trust also seek to gain feedback in a
variety of ways, evidenced in the development of alternative surveys to cover
a range of service. The use of peer support on wards and engagement with
people with lived experience is also noted when services are being designed
and developed ensuring key voices are heard.



Supporting Staff: The Trust recognise the importance of supporting their
staff and the benefit it brings, highlighting areas that are currently going well
but also areas they are still trying to improve on such as supervision and
appraisal rates.

The CCG recognises the work undertaken and progress made through the 2020/21
period but also that there remain challenges to DPT and the wider System which
continue to be worked on, such as Inappropriate Out of Area admissions, ensuring
physical health checks for those with severe mental illness and management of long
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waits. The CCG looks forward to continuing to work alongside DPT in trying to
address such areas.
The CCG welcomes the 2021/22 priorities outlined by DPT in their quality account.
Each program will continue to evidence and improve quality and safety work across
the Trust in all clinical settings, support patients, families, carers and staff.
Care Quality Commission (CQC) involvement:
We can confirm that as a commissioner, we have worked closely with DPT during
2020/21 and will continue to do so in respect to all current and future CQC reviews
undertaken, in order to receive the necessary assurances that actions have been
taken to support continued, high quality care.
During 2020/21, the CQC carried out unannounced, focused inspections reviewing
the Safe and Well-led domains on 2 adult inpatient wards and two medium secure
inpatient wards across the Trust. As these were focused inspections, the services
were not re-rated during this inspection however feedback was provided by the CQC
and DPT evidenced appropriate actions being taken.
The Trusts last rated CQC inspection took place in 2019, the current CQC rating of
‘Good’ remains (inspection undertaken June-July 2019, report published 8th October
2019).
The Trust aspire to continually improve quality of care, of both patients and staff, as
evidenced within this quality account. We can confirm it reflects our experience as
commissioner.
The CCG looks forward to working with DPT in the coming year, in continuing to
make improvements to the quality of the services provided to the people of Devon.

Darryn Allcorn
Chief Nursing Officer
NHS Devon Clinical Commissioning Group
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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 Trust’s Quality Account for the year 2020/21.
All references in this commentary relate to the reporting period of the 1 April 2020 to
the 31 March 2021 and refer specifically to the Trust’s relationship with the Scrutiny
Committee.
The Scrutiny Committee commends the Trust on a comprehensive Quality Account
for 2020/21 and believes that it provides a fair reflection of the services offered by the
Trust, based on the Scrutiny Committee’s knowledge.
In terms of the priorities for 2020/21 Members appreciate the significant efforts
undertaken by the Trust to improve patient safety and experience including working
towards zero suicides, zero incidence of restraint and seclusion in inpatient services,
and eliminating inappropriate out of area placements.
The Committee recognises the Trust is still facing a significant challenge recruiting to
key posts, notably in the medical and nursing professions, which is undoubtedly a
factor in long waiting times particularly for gender services, autism/attention deficit
hyperactivity disorder services and adult community services.
The Committee also supports the wide range of improvements that the Trust has made
specifically to the Delderfield adult inpatient unit following the unannounced Care
Quality Commission inspections in July and August 2020.
The Committee supports the Trust’s assertion that due to the Covid-19 pandemic and
the urgent need to reallocate resources the Trust has agreed that the quality priorities
for 2020/21 will continue to be their focus until the end of 2021 and the completion of
the review of the Trust Strategy. The Committee expects that the Trust will continue to
safeguard patients and provide the very best quality care the Trust can.
The Committee is grateful for the Trust’s continuing hard work in the face of the
pandemic and recognise that managing the significant impact of the disease on the
population has adversely affected performance. Members are hopeful that the Trust
can continue to make good progress in terms of service transformation.
Members anticipate that regular information on the progress of the Trust’s 2021/22
goals will be shared by the Trust.
The Committee welcomes a continued positive working relationship with the Trust in
2021/22 and beyond to ensure the best possible outcomes for Devon residents.
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Response to Devon Partnership NHS Trust Quality Account
Healthwatch in Devon, Plymouth & Torbay (HWDPT) welcomes the opportunity to
provide a statement in response to the quality account produced by the Devon
Partnership NHS Trust (DPT) for the year 2020/21. Our statement is based on our
knowledge of the Trust and its services and the feedback we have received about
the quality of the services DPT provides.
Priorities for 2021/22
Healthwatch in Devon, Plymouth & Torbay (HWDPT) understands that the past year
has changed the focus of the Trust’s resources and that the priorities agreed for that
period are just as important now as they were before the pandemic, we look forward
to seeing the service improvements that are offered by these priorities and the
patient’s response to them, namely:










Reviewing medication within 72 hours of admission to hospital
Follow-up within 48 hours after discharge from hospital
Reducing falls
Reducing the use of seclusion in inpatient care
Ensuring yearly reviews for people supported using the Care Programme
Approach (CPA)
Reducing incidents of restraint
Reducing waiting times for assessment
Reducing delayed discharges from hospital
Reducing length of stay in hospital.

The pandemic has of necessity escalated a rapid change in service delivery through
digital means. Although this was not predicted at the time, modernising the
technology infrastructure was without doubt, a timely decision. As services recover,
patients who are unable to use or access digital services should not be inadvertently
excluded from accessing the range of services provided. Alongside this HWDPT is
aware that local people are concerned that they will lose the face-to-face
consultations they value, especially where the digital world is not part of their life.
Healthwatch in Devon, Plymouth & Torbay is keen to further the relationship with the
Trust by liaising directly around patient experience to ensure that the patient voice is
heard at service design and decision-making level.
Healthwatch in Devon, Plymouth & Torbay
June 2021
Healthwatch Bristol, North Somerset & South Gloucestershire
Healthwatch Bristol, North Somerset & South Gloucestershire have responded with
the following attachment and online map which details information about Dementia
Carers Support.
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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 2019/20 and supporting guidance.
The contents of the Quality Report is not inconsistent with internal and external
sources of information including:

o
o

Board minutes and papers for the period April 2020 to May 2021
Papers relating to quality reported to the Board over the period April
2020 to May 2021
o
Feedback from Bristol, North Somerset & South
Gloucestershire Healthwatch dated 05 July 2021
o
Feedback from NHS Devon Clinical Commissioning Group (CCGs)
dated 02 July 2021
o
Feedback from Devon County Council Health and Adult Care Scrutiny
Committee dated 13 July 2021
o
Feedback from Healthwatch Devon and Healthwatch Torbay dated 02
June 2021
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 in August 2021
o
The 2021 Community Mental Health Survey dated November 2020
o
The 2020 National NHS staff survey dated March 2021
o
The Head of Internal Audit’s Annual Opinion of the Trust’s control
environment dated 08 June 2021
o
CQC inspection report dated 08 October 2019
 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
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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.


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

………………………………………

………………………………………

Andy Willis
Chairman

Melanie Walker
Chief Executive

20 July 2021

20 July 2021

84

