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Purpose 

To present the draft Operational Plan for 2016/17as currently determined , and 
aligned with current contract  assumptions. 

Receive  

Approve ✓ 

Trust Objectives 

Quality People Partnership Resources 

✓ ✓ ✓ ✓ 

Executive Summary  

 

A full Executive Summary is provided within the plan, however the following points of context 
are worthy of specific mention. 

 

The Operational Plan 2016/2017 is presented as draft as the contracts with NHS Kernow 

(NHSK) and NHS England (NHSE) have still to be signed, and there is a significant financial 
gap in the health economy which might yet impact on the Royal Cornwall Hospitals NHS 
Trust.  Furthermore the continuation of black status and the resultant operational /financial 
pressures are such that high impact plans, to address the short fall in capacity, are still under 
discussion both, internally and externally.  In this context therefore the key points of note are: 

i)  Our strategic aims remain unchanged, however the Trust Board is absolutely 

focused on the improvements to be made with regard to  Emergency Department 
(ED) / Flow, reduction in the number of hospital deaths, and delivery of our financial 
targets; 

ii) The financial ambition is to return to operational surplus in the next 2 years , but in 

year,  the  expectation is to set a budget which limits our  deficit to £17m. This 
requires  £12m CiP; 

iii) To date CiP plans to the value of £8.8m have been identified, although £3.5m are 
assessed as red risk; 

iv) The workforce plan is at the early stages of development, with detailed 
consideration expected in April; 

v) Despite the above, our capital programme provides much needed investment in 

facilities, for example maternity and neo-nates, and also in exciting projects in E-
Health, which will directly support the achievements of our quality priorities; 
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vi) The Trust is working with all partners in Cornwall and IOS to develop a 5 year 

Sustainability and Transformation Plan ( STP), which also affords the opportunity 
for the Trust Board to refresh its key underpinning strategies. This will align with the 
work of Provider Consortium ( RCHT,  CFT and Kernow CIC) , to accelerate the  
development of  integrated care.  

 

The Trust Board’s investment in a Trust wide Transformation Team, will bring new skills and 

resources, and allow us to embed quality improvement within service redesign and drive both 

quality and productivity gains. The outputs from this team, will be critical to closing the CIP  

gap.  

 

Given the factors identified above the Plan will need to be refined as the financial envelope 

and contractual requirements are confirmed, and the Board will need to consider the impact 
of these and any consequences in terms of risks to the achievement of our objectives. 

Key Recommendations 

To Trust board is asked to : 
 

I. Approve the Plan as set out in order that The Budget can be confirmed and the Executive 
mandated to progress all aspects of the Quality, People, Partnership and Finance 
objectives; 

II. Note that further consideration will be required , prior  
III. Support key workforce planning initiatives  including the consideration of a MARS scheme 

and the recruitment of Apprentices as our expected norm, for all band 1 – 4 posts; 
IV. Note that priority actions will determine the specification of our Board level performance 

indicators , and be reported in a transparent and  concise way at Public Board meetings 
 

Assurance Framework 

The strategic risks to delivery will inform the Board Assurance Framework 2016/2017.  

Next Steps 

i. Resolution of the  contracts with NHSK and NHSE , and confirmation of associated 
income . 

ii. Final Board approval , dependent on the above 
iii. Submission of the Operating Plan template, and supporting work books for activity, 

finance and workforce, to NHSI ( TDA)  on 11 April 2016 

Corporate Impact Assessment 

CQC Regulations Delivery of the plan will ensure compliance. 

Financial Implications Plan is to limit deficit to £17m. 

Legal Implications None. 

Equality & Diversity EQIA to be completed. 

Workforce and Staffing Sets out the initial workforce plan. 

Performance Management  Objectives to be measured and tracked through the Board 
Performance reporting. 

Communication  Trust wide communication will follow. 

Acronyms / Terms used in Report  

CIP Cost Improvement Plan 

ED Emergency Department 

EQIA Equality and Diversity Improvement Assessment 
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NHSE NHS England 

NHSK 
NHSI 

NHS Kernow Clinical Commissioning Group 
NHS Improvement  

RCHT Royal Cornwall Hospitals NHS Trust 

STP 

MARS 

Sustainability and Transformational Plan 

Mutual Assisted Voluntary Redundancy Scheme 
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1.  Executive Summary  

 
The Operational Plan sets out clear objectives for 2016/17, consistent with our strategic vision. 
 

‘Working together to achieve outstanding care’ 

 
To achieve our vision the Trust Board has agreed four strategic aims, which are translated each year 

into specific objectives. The way in which we will work, is framed by our values, which have been 
developed with our staff and which provide the basis of Board to ward governance.  In setting our plan 
for 2016/17, the Trust Board have reflected on the events of 2015/2016, and thus set our priorities 
accordingly. This is depicted below: 

 
 
 
 
 
The people of Cornwall will be aware of some of the issues; in particular the high level of demand for 
urgent and emergency care and the increased number of delayed discharges, which have impacted 

significantly on the experience of our patients.  The Trust Board is committed to doing everything in our 
power to improve internal efficiency, and we will seek to ensure that our partners, in health and social 
care, are also fully engaged in the work to put sustainable solutions in place. These issues should not, 
however, completely overshadow the high standards that have been achieved in many other areas. For 
example, the Royal Cornwall Hospitals NHS Trust (RCHT) is one of the best NHS Trusts in the county 
for cancer standards, we have achieved waiting time standards for planned care and we have 
continued to increase the number of patients recruited into clinical trials.  All of these are to the credit of 
all the RCHT team, whose work is very much appreciated by the Trust Board and widely recognised 
through the excellent feedback we receive from our patients. 
 
The Trust Board will be accountable for the delivery of objectives and the key performance measures 
which we will use include: 

 

 Emergency Department (ED) Standard – expect to achieve 85% by October 2016; 
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 Remain compliant with RTT at 92%; 

 Reduce the number of deaths (our priority measure is hospital standard mortality ratio (HSMR; 

 Increase our overall staff engagement score to at least the national average; 

 Control costs within budget and achieve CiP of £12m. 
 
The Trust is operating within an uncertain environment, and at the time of writing, NHS Kernow (NHSK) 
have still to agree a financial plan with NHS England (NHSE) and, therefore, the Trust’s plan is based 

on an estimated contract value and associated activity levels.  The Trust Board will need to consider 
the impact of any changes, if and when they arise. In order to meet expected demand, we will need to 
accommodate more medical patients and be creative in how we provide elective surgery, making more 
use of West Cornwall (WCH) and St Michael’s Hospitals (SMH). The Trust Board have invested in our 
capacity to deliver transformational change, and we will use local and national intelligence e.g. The 
Lord Carter report, to drive quality improvements and cost reductions.  
 
The Trust is currently rated overall by the Care Quality Commission (CQC) as ‘Requires Improvement’, 
with WCH and SMH both being rated as ‘Good’. We have a clear and comprehensive ‘Patient Care 
Improvement Plan’ to address our priorities.  We are awaiting the outcome of the most recent 
inspection in January 2016, and will be proactive in taking any actions required of the Trust.  
 
The 2016/17 plan represents year one of a 5 year planning period for which all health systems have to 

develop a single Sustainability and Transformation Plan (STP).  This must demonstrate how all 
partners will look to explore opportunities offered through changes in national policy e.g. the Five Year 
Forward View (5YFV), and be creative in the redesign of pathways and care models to achieve the 
triple aim of: better health, transformed quality of care delivery, and sustainable finances.  All of the 
actions and improvement plans in 2016/17 will provide the foundation for future transformation to be 
described in the STP.  It is also timely, therefore, for RCHT to review its key strategic plans, in 
particular, the Clinical and People Strategies, to ensure they are fully aligned with the future vision for 
integrated care in Cornwall and the Isles of Scilly (CIOS). 
 
There are significant risks to the delivery of the plan: operational (e.g. in relation to demand levels), 
workforce (e.g. recruitment potential and moral), financial pressure (e.g. agency costs) and capacity to 
accommodate urgent care patients, should demand continue to rise.  The Trust Board has therefore 

strengthened our risk management and governance processes to ensure risks are identified early and 
effectively mitigated.  Our intent is also to work with partners to improve system wide governance, 
developed shared understanding of system risks and thus inform the priorities within the 5 year STP. 
 
The Trust Board places great value on the engagement and communication with our patients, the 
public, partners and stakeholders.  We will develop our reporting processes so that they are clear, 
transparent and ensure that all views shape our plans to improve the quality of the care we deliver. 
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2.  Introduction 

 

2.1 Review of  2015/16 

 
2.1.1 Our plan for 2015/16 sets out clear objectives for the year for RCHT under our strategic themes: 

(Quality, People, Partnership and Resources.) The highlights of our achievements and on-going 
challenges are summarised below. All issues which require on-going improvement are 

addressed within the relevant section of this plan. 
 
2.1.2 Quality 
 

We are proud to have achieved all of our cancer targets, diagnostic standards as well as the 
Referral to Treatment (RTT) standard.  A number of new services have been introduced for our 
patients during 2015/16 which have included, for example, the opening of Tintagel ward to 
support admissions to general medicine and eldercare medicine, the refurbishment of Eden 
Ward providing an upgraded environment and improvements in privacy and dignity for patients 
accessing gynaecology services.  Partnership working with Age UK to enhance discharge 
arrangements at West Cornwall Hospital (WCH), a new alcohol liaison service and the launch of 
the ‘Mobile Chemotherapy Bus’, in partnership with the Cancer Charity ‘Hope for Tomorrow’. 

 
However, like many other NHS Trusts, RCHT has experienced a difficult year in 2015/16, in 
which we have seen a substantial increase in demand for emergency and urgent care services, 
combined with delays in the discharge, or transfer of patients requiring on-going community 
health and social care support.  This has caused significant disruption to the provision of 
elective services, placed staff under immense pressure and most importantly has impacted on 
the quality of care and the experience of patients in our care.  It is the absolute priority of the 
Trust Board to accelerate our work with other partners in Cornwall, to address this on-going and 
unacceptable situation. 

 
The Trust had two visits from the Care Quality Commission (CQC) in 2015/16; an unannounced 
visit focused on safety in June 2015, and a full planned inspection in January 2016.  A 

substantial programme of work has been undertaken to reduce the number of deaths and 
therefore our overall mortality rate (as measured by the Hospital Standardised Mortality Ratio - 
HSMR), but we remain an outlier with an HSMR of 114 compared to the expected norm of 100 
for acute hospitals in England. 
 

2.1.3 People 
 

The Trust Board acknowledges the enormous efforts of our dedicated team (staff and 
volunteers) in working relentlessly to mitigate the risks to patients and keep them safe, during 
periods of high pressure. The talents of our staff are demonstrated in many ways, for example 
through our exciting innovation programme, the many thousands of positive compliments we 
receive from patients and carers. The Trust Board recognises though, that our staff have 
reflected concerns regarding aspects of how it feels to work in the Trust and specifically with 

regard to their views regarding reporting concerns. 
 

2.1.4 Partnership 
 

We have taken a significant step forward towards the provision of integrated care through the 
formation of a consortium with Cornwall Partnership NHS Foundation Trust (CPFT) and Kernow 
Community Interest Company (CIC) and have been successful in gaining preferred provider 
status for the provision of Community Services currently providedby Peninsula Community 
Health (PCH). It is intended that CPFT will hold the contract for the services, but that we will 
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work as partners to develop a transformation plan which covers all our services from 1st April 
2016, not just those within the current community portfolio.  
 

2.1.5 Resources  
 

A combination of factors has led to a shortfall in our financial outturn being a deficit of £7.4m, 
compared to a planned deficit of £3.8m. The reasons for this are articulated in the finance 

section of the plan. Whilst some factors were out of our control, for example excess demand 
and imposition of penalties, others for example the shortfall in our savings programme and 
some areas of overspend, are the responsibility of the Trust Board and all budget holders.  Thus 
we recognise that improved financial governance and associated financial control will be a 
priority in 2016/17.  

 
Whilst the revenue position has been a challenge, the Trust Board has continued to invest in 
services, facilities and technology and we have completed a programme of £13.6m.  Key 
projects included IT infrastructure with a spend of £3.4m. 

 
Finally, we are delighted to have secured funding from the Department of Health (DH) to 
become an early adopter for Global Standard 1 (GS1) and Pan European Public Procurement 

On Line (PEPOL1) compliance which will deliver improvements in patient quality and safety as 
well as improving efficiency.  

 

2.2 The Environment and National Drivers for Change 

 
2.2.1 Nationally the NHS is undergoing one of the most challenging periods in its history, facing 

increasing demand from an aging population, with a growing gap between life expectancy and 
healthy life expectancy. Lifestyle choices, socio-economic drivers and childhood obesity are 
only some of the many factors which mean that health and social care resources will be 
extremely stretched in the future, against the backdrop of £30bn efficiency savings required by 
the NHS over the next few years.  Alongside this, there is pressing need to improve quality 
following the Francis1 and Berwick2 reports, comply with safe staffing levels, accommodate 

rising patient expectations and respond to increased regulation and on-going structural changes 
within the NHS. 

 
2.2.2 Planning guidance for 2016/17 calls for organisations not only to produce a one year 

operational plan but to work together (commissioners, health care providers, social care 
providers and the voluntary sector) to develop a Sustainability and Transformation Plan (STP) to 
be submitted to NHS Improvement by July 2016. The STP is intended to describe how health 
and social care will be provided for the population based around need and place rather than 
organisation. As part of this, local leaders are required to set out clear plans to pursue the triple 
aim set out in the NHS 5 Year Forward View: 

 

 improved health and wellbeing; 

 transformed quality of care delivery ; 

 sustainable finances. 
 

2.2.3 Locally, a vision of integrated care has been described by NHS Kernow Clinical Commissioning 

Group (NHSK). The philosophy is based on ‘Living Well’ and the triple aims to improve health 
and wellbeing, improve people’s experience of care and to reduce the cost of care3.   

 

                                                             
1 Francis Report ‘ – Report of the Mid Staffordshire NHS Foundation Trust public enquiry; Feb 2013 
2 Berwick Report: ‘A promise to learn – a commitment to act’, published August 2013 
3 Cornwall and the Isles of Scilly starting well, living well and ageing well Integrated Plan 2014 -2018 
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2.2.4 The Deal for Cornwall describes a set of ambitions and opportunities which would allow the 
County to enjoy more devolved freedoms, exploit economic/social opportunities and attract 
investment.  It includes our ambition to establish integrated models of commissioning and 
provision for health and social care which will reduce duplication, improve accountability, 
increase transparency of outcomes and offer the potential to develop new financing and 
contracting mechanisms. This is consistent with ‘place based’ approach to commissioning.  
However, integration can and must be achieved, regardless of the final outcome for the Deal for 

Cornwall. 
 
2.2.5 The new provider consortium again provides opportunities to fast track some service 

transformations to improve the patient experience of care. The priorities for consortium are 
described later in the plan.  

 
2.2.6 Other significant reports/compliance requirements which will impact on service configuration, 

principles of delivery and compliance requirements include: 

 

 

 

 

 

 

 

 

 

 

 
All of the above have been considered through our business planning processes and actions 
assigned through the relevant Executive Director and operational group.   
 

2.3.2 These priorities are embedded within the specific objectives described below.  All of the goals 
are supported by clear actions, are linked through the performance framework to an 
accountable director/s and have measurable outcomes which will be monitored by the Trust 

Executive, relevant board subcommittee and ultimately reported to the Trust Board. 
  

 The Keogh Review of Emergency and Urgent Care - this sets out a framework 

for tiers of urgent care provision and emphasises the importance of a multi 
professional and system wide approach, to create effective networks; 

 Continued focus on safety following both the Francis and Berwick reports; 

 Lord Carter’s review of efficiency in hospitals identifies savings through 
standardisation, reducing variation and increased productivity; 

 The Rightcare Programme – commissioning for value providing a methodology 

for quality improvement led by clinicians. 
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2.3 Priorities Vision and Strategic Aims, 2016/17 

 

2.3.1 The 2016/17 plan is presented in the context of these local and national drivers, fully 
recognising our performance challenges and the need to achieve sustained improvement. 
 

2.3.2 Our Vision, supporting strategic aims and values are:          

  

2.3.3 Each strategic aim is supported by well defined, priority actions with clear ownership at the 

executive level and reporting frameworks in place. 
 

2.3.4 During 2016/17 the values will continue to become integrated into all of our practices ensuring 
that all staff will be fully aware of, and demonstrate behaviours consistent with, the values and 
thus shaping our culture. For example we have adopted evaluation against our values as part of 
recruitment processes and in the implementation of an associated behaviours framework.  Our 
values continue to be embedded in our daily practice, they are now integrated within our 
appraisal and recruitment processes 

 

2.4  Clinical and Organisational Strategy  

 
2.4.1 Clinical Strategy 

 
The Trust Board updated its five year plan in June 2014 and revisited our clinical strategy, 
however the full clinical strategy is due to be reviewed in 2016/17, which is timely given the 
much clearer direction of travel now towards integrated health and social care: 
 

 we will continue to focus on acute and specialist services; 

 our care models will be designed focusing on patient pathways, and be delivered through 

innovative partnerships; 

 we will seek to attain clinical excellence,  based on the best available evidence, to meet the 
needs and wishes of our patients. 
 

The development of a new strategy will be led by the Trust Board; strengthened by the new 
Chair and Chief Executive Officer (CEO), who bring considerable experience from other health 
systems, where integration is much more advanced. The strategy will be informed by a 
substantial financial and clinical baseline review; and shaped through a comprehensive 
engagement process including patients, staff, partners and stakeholders.  It will need to be 

developed in tandem with the plan for the wider health and social care sector in Cornwall and 
Isles of Scilly. As a District General Hospital (DGH) offering a range of more specialist services 
we will also need to work closely with NHSK, NHSE and other providers across the Peninsula to 
ensure services are clinically sustainable and where they are provided out of county, access 
should be as easy as possible, through the use of technology and by local outpatient services.  
 

 

Quality - To provide safe, effective , 
compassionate  care 

 

Partnership - To collaborate and 
innovate with our partners 

People - To make best use of our 
expert skills and experiences 

Resources - to make efficient use of 
our resources 

Vision 

Working together to achieve 
outstanding care  

            Care + Compassion 
Inspiration + Innovation 

Working Together 

             Pride + Achievement 
  Trust + Respect 
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2.4.2 Organisational Strategy 
 
The Five Year Forward View (5YFV) has offered the opportunity for local health economies to 
explore new system models and move at pace toward the delivery of integrated care, with 
greater focus on prevention than intervention. There is ample evidence that a focus on 
organisation models does not in itself improve the quality of care, but rather it is the impact of 
effective partnerships and integrated provision that enables change.  A first step in this is the 

creation of the Provider Consortium (see section 5.2) which brings health and social care 
providers together. The ambition is to create a contractual vehicle which will enable us to work 
as one organisation, to exploit our joint potential, e.g. responding to the Carter4 report, 
standardising our staff polices to allow more flexible working, attracting investment and service 
redesign across boundaries. The Trust Board will consider the input of RCHT to the Consortium 
and the pace of transition to an integrated care provider model, during the early part of 2016/17. 
  

2.4.3 People and Organisational Development Strategy   
 

The Trust has in place an “Our People 2013-2018” Strategy.  However, the Trust faces different 

challenges in 2016 than those predicted in 2013, and requires a strengthened People and 
Organisational Development Strategy and plan to facilitate the widespread adoption of “new 
ways of working” required to facilitate the required inefficiencies and service improvements.   
 
The Strategy will be developed over the next two months in consultation with staff and will be 
progressed with the People and Organisational Committee in May 2016 then presented to the 
Board in June 2016.  It is expected to include the following themes: 
 

 Workforce Management and Workforce Change; 

 Leadership Development; 

 Staff Engagement and enhancing Listening into Action; 

 Response to the Carter report (Corporate Shared Services).  

                                                             
4 Carter Report – Operational productivity and performance in English NHS acute hospitals: Unwarranted variations; 
February 2016   
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3. Quality  of Care  

3.1  Our Overarching Priorities 

 

3.1.1 Our quality ambition is to be an organisation where everyone from the ‘ward to board, puts 
quality first and makes the quality of care everyone’s concern.  This is driven by the Trust’s core 
values and underpins the Trust’s overall vision of achieving outstanding care. The drive to 
provide excellent patient care is based upon the principles of the ‘sign up for safety’ campaign 

and will ensure that we take a pragmatic, transparent and learned approach to the delivery of 
patient safety, quality and efficient use of resources.   
 

3.1.2 The Trust’s strategic aim for quality is to ‘Provide compassionate, safe effective care’ with 5 top 
level objectives for 2016/17 as follows: 
 

 Improve performance against the 4-hour emergency care standard; 

 Reduce the number of hospital deaths as measured by the hospital standard mortality ratio; 

 Improve the consistency of services 24/7; 

 Achieve access standards for planned care; 

 Continue to improve patient experience. 

 
3.1.3 Through our commitment to quality improvement, we will continue our ambition to move from 

our current rating of “Requires Improvement” to that of being rated “Outstanding” by the CQC. 
 

3.1.4 Our patient surveys and CQC ratings for caring show that overall care and the patient 
experience is good and we wish to build on this moving to an outstanding caring experience. 
Our Patient Experience Strategy sets out how we aim to achieve this.   

3.2  Approach to Quality Improvement 

 
3.2.1 The Trust recognises that it is in the delivery of high quality care which is clearly defined and 

measured that our services will be transformed and delivered to the high standards rightfully 
expected by those who commission, deliver and receive our care.  

 

3.2.2 Our Executive leads for the quality agenda are the Medical Director, working in collaboration 
with the Nurse Director.  The Trust is supported by a mix of a central Quality Safety and 
Compliance Team together with an embedded structure of clinical and non-clinical staff in 
Divisions as Quality and Governance Leads. We will continue to invest in, and strengthen, how 
our people are both trained and supported to deliver quality improvement. The resources and 
support of the Academic Health Science Network (AHSN) is fundamental to ensuring that we 
use the latest methodologies on transformation and change management. 

 
3.2.3 Whilst we have a process in place for reporting and learning from incidents, our national staff 

survey results show that staff are not as confident as they should be in raising concerns, 
similarly staff do not perceive that our procedures for reporting errors, near misses and 
incidents are as fair or effective as they should be.  It is essential that our quality strategy moves 

us to being an open transparent and learning organisation and that staff feel confident not only 
to report concerns but to take action themselves to address concerns that they identify. 

 
3.2.4 The Trust has laid out its comprehensive plan within the Trust Quality Accounts for 2016/17. 

These Accounts describe our specific commitments to improve quality in the coming year.  
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3.3  Our Quality  Goals for 2016/17 

 
3.3.1 Our priorities for the forthcoming year are led clinically with a clearly defined set of measurable 

actions. These key focus areas will be underpinned with existing quality monitoring and 
improvement activities at patient care level, including the nursing audit, clinical audit and 

effectiveness, and digitalisation programmes (e.g. implementation of e-observations).  They will 
also be underpinned by a continued focus on implementation of professional standards 
including the identification of the Responsible Clinician and Named Nurse to all in-patients. The 
priorities for 2016/17 are described below. 
 

3.3.2 Reducing deaths; we have an elevated Hospital Standardised Mortality Ratio (HSMR) at 114 
(where the norm for an acute DGH is 100). The areas of highest priority are improving the 
identification and timely treatment of sepsis, recognition and management of the 
deteriorating patient, improving management of patients with hip fracture, improving clinical 
pathways compliance for chronic obstructive airways disease, heart failure and acute 
kidney injury as well as ensuring care of patients with stroke is at the highest level.  

 

All deaths are reviewed individually with learning being shared between specialties and 
appropriate actions taken. These reviews will be strengthened for 2016/17 to introduce the 
definition of “avoidable deaths”, thereby strengthening our understanding of clinical activity that 
requires review.  

 
We have established clear governance arrangements for our improvement plans that have 
resulted from findings on mortality reviews. The following diagram sets out how we are assured 
that we respond to any issues in a timely and appropriate manner.  
 

Clinical Performance Group reporting structure 

 

 

The purpose of the above structure is to ensure that there is clinical leadership (Chair) of each 
subgroup and an agreement between the Chairs with regard to the terms of reference and the 
proposed individual KPI’s. 



Draft Operational Plan 230316        Page 12 of 36 

 

3.3.3 We have seen improvement in our performance in time to surgery for patients with a fractured 
neck of femur (#NOF) during the last 2 quarters of 2015/16.  This has been achieved through 
the implementing the work of the Listening in Action focus group (LIA).  During 2016/17 we plan 
to maintain this focus and introduce a new Trauma rota to provide increased continuity of care 
for non-elective patients (including patients with #NOF) and 16 hours of additional trauma 
operating per week aimed at reducing delays in access to theatres.  These measures are 
anticipated to improve the mortality as well as reduce length of stay and improve patient 

experience. 
 

3.3.4 Improving patient experience; we must improve the response rate from our patients on the 
Friends and Family Test which currently stands at 20%. This is lower than the national average 
and being a key source to identify areas that needs improvement we are committed to 
increasing this beyond the national norm in order that we provide the experience of care that 
our patients deserve. We will monitor the improvements in-year with the Friends and Family 
Test for both patients and will indeed be strengthening the range of measures we use to 
understand patient experience.   

 
Key improvements that will be tracked during 2016/17 include: 

 increased uptake of the ‘Hello my name is’ campaign to improve overall 

communications with patients;  

 continuing to improve our patient environments with a major capital project to relocate 
the neonatal unit and the completion of the Cove (Cancer survivorship unit) planned; 

 introducing facilities for carers to stay overnight with patients;  

 introducing a therapy led ‘joint school’ at SMH to prepare patients waiting for elective 
hip and knee replacements for surgery; 

 and introducing support for patients with mental health requirements when they attend  
outpatient clinics. 
 

3.3.5 Reducing the levels of avoidable harm; our current performance of 92% of harm free care, 

showed by the national benchmark of the Safety Thermometer, is below the national average of 
94%. This will drive our focus on actions to reduce all avoidable harm to patients including those 
of falls, pressure ulcers, deep vein thrombosis and catheter infections.   

 

3.3.6 Seven day consistent services: we will strengthen 7 day services.  We have focused on the 
four clinical standards identified by NHS England and the Academy of Royal Colleges as having 
the most impact on weekend mortality for action in 2015/16 given the Trust’s mortality position 
and these will continue to be our focus in 2016/17. Specific priorities are: 

 Access to Consultant-directed interventions – We are responding to a mortality alert for 

patients who have fractured their femur and to the need for improved care for patients who 
need emergency laparotomy surgery by reviewing both our Trauma and General Surgical 
emergency consultant rotas, this will increase consultant input during evenings and at 
weekends.  For patients with fractured femurs this will improve their care before operation 
leading to a faster recovery post-operatively.  For patients requiring laparotomy surgery this 
will ensure that Consultants will undertake emergency operations in the evening. 
   

 Time to Consultant Review and On-going Review - Respiratory and Cardiology 
pathways are a key priority within our plan to address mortality.  We are investing in both 
Cardiology and Respiratory Medicine consultants and specialist nursing posts enabling 

rosters to be reviewed and 7 day cover improved.  
  

 Access to Consultant-directed Intervention and Time to Consultant Review .  
Improving the Stroke Pathway for patients is a key priority within our mortality plan.  We will 
increase our acute physician establishment to enable an increase in sustainable weekend 
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cover including investments in Neurology and Endocrinology.  This will enable us to 
increase the number of hours allocated for ward rounds and inpatient reviews. 

 
3.3.7 Responding to CQC Reports: we were rated by the Care Quality Commission (CQC) as being 

inadequate for safety and requires improvement for responsiveness in 2015 following an 
unannounced visit.  We have met the requirements of the Warning Notice issued with regard to 
safe staffing levels and we will continue to improve, moving towards a good or outstanding CQC 

rating. 
 
We are currently rated overall by the Care Quality Commission as requires improvement and 
have a clear and comprehensive improvement plan to respond to all areas of concern.  We are 
awaiting the outcome of the most recent inspection in January 2016.  The current priority areas 
to address are: 
 

 Ensuring our patients being seen as emergencies are seen and treated promptly, being kept 
safe particularly when our hospitals are very busy and the demand for urgent care peaks, 

(see section 3.1); 

 providing treatment in a timely way for elective patients with cardiac conditions and 
minimising any disruption to their care due to delayed elective treatments (see section 3.1); 

 ensuring our patients that are suffering from stroke are always in the most appropriate 
setting to receive the specialist stroke services they require,(see section 3.2.) 
 

2.3.8 Clean and Safe Environment; The Trust holds a contract with Mitie Plc for the provision of a 
range of hotel services including cleaning. There have been a number of shortfalls in the service 
provision in 2015/16 when set against the contract standards. The Trust will continue to ensure 
that there is rigorous monitoring in place but we will also work closely with senior Mitie staff to 
address issues where we have shared responsibility. The Trust’s’ in house Estates team are 
responsible for on-going maintenance of our buildings and facilities and will continue to inform a 
risk assessment which process then informs our investment decisions. The priorities for 
investment in 2016/17 are referred to in section 6. 
 

3.4 Quality  and Use of Resources 

 
3.4.1 Our aim is to deliver the best possible care within the resources available. To achieve this we 

triangulate our position against quality, workforce and performance indicators. Cost 

improvements and investments are considered using a robust quality impact assessment 
methodology. The process is led by the Medical and Nurse Director, and considers the domains 
of Patient Safety, Clinical Effectiveness and Patient Experience.  We will also ensure that the 
benefits of investments are released and tracked. 

 

.   
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4.  Quality  – Operational Performance  

 

4.1      Emergency Department (ED), Urgent Admissions and Hospital Flow  

4.1.1 The greatest challenge to operational delivery during 2015/16 has been patient flow which has 
impacted negatively on urgent admissions (particularly medical admissions), Emergency 
Department performance and patient experience.  This performance is attributable to a number 
of factors which include: 

 

 an increase in numbers of patients presenting to ED;  

 an increase in non-elective (urgent) admissions, particularly medical admissions; 

 increased length of stay across the Trust as a result of delays in transfers of care.  
 
It should be recognised that ED has achieved a number of the national ‘supporting standards’ 
which includes a median time from arrival to treatment of 43 minutes (standard < 60 minutes) 
and  2% of patients have left the department unseen in the last year (standard <5%). 

 
4.1.2 The Trust is concentrating its efforts on improving hospital flow.  In 2015/16 we started to use 

the SAFER patient care bundle, this is an acronym to remind staff of important factors in patient 
care, this acronym stands for; 

 

S – Senior Review, all patients will have a Consultant Review before 12 midday; 
A – All patients will have a Planned Discharge Date;  
F – Flow of patients will commence at the earliest opportunity.  Receiving from assessment 
units will commence before 10 am daily; 
E – Early discharge, 40% of our patients will be discharged from base inpatients wards before 
midday;  
R – Review, a weekly systematic review of patients with extended lengths of stay (<7 days) to 

identify the issues and actions required to facilitate discharge.   
 
In 2016/17 we will further embed the use of the SAFER patient care bundle, this includes 
increased accuracy of estimation of discharge date to enable better discharge planning.  
 

4.1.3 The Trust has agreed a trajectory with commissioners to improve our ED performance against 
the 4-hour standard and specifically to reduce delays for patients requiring admission to 
hospital; this will require us to agree solutions with our partners particularly in reducing the 
number of patients who are waiting for transfers of care into either social care or community 
hospital facilities.  By October 2016 we have agreed to sustain a performance of 85% against 
the 4-hour standard. We will increase the number of beds dedicated to the management of 
medical patients by transferring a surgical ward to medical use on the Royal Cornwall Hospital 

(RCH) site, this is made possible by increasing elective surgical activity at both SMH and WCH.  
 
4.1.4 We will build on the work of the Acute Frailty Network to deliver comprehensive geriatric 

assessment within 1 hour of admission and re-establish an acute frailty team in ED with the 
ability to liaise with our community partners to avoid admissions and safely discharge the frail 
elderly. 
 

4.1.5 In addition we are reviewing a number of other options which include: the scope of the acute 
care at home services; pathway improvements, integration of the discharge team; maximising 
nursing home and domiciliary care capacity. Actions being considered with external partners 
include; a therapy led community facility; overnight district nursing service; one GP one care 
home initiative; and a review of out of hours doctors service in the context of the impact on 
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demand in ED.  The implementation of these schemes will be critically dependent upon funding 
and also the availability of the right staff. 
 

4.2   Stroke Pathway  

4.2.1 Although there has been some recent improvement our performance against the stroke pathway 
standards it continues to be challenging, specifically in relation to patients spending 90% of their 
time on the stroke unit and patients admitted directly to the stroke unit where the Trust remains 
well below the national average.  This will remain a focus for 16/17; investments are planned to 
increase nurse specialist roles and therapy support as well as overall improvements in hospital 
flow impacting positively on the stroke pathway.  More positively access to head CT remains 
excellent for stroke patients with 70.7% of patients requiring urgent CT receiving it within an 
hour. 

4.3   Elective Performance  

4.3.1 The Trust has maintained performance in 2015/16 for elective access (92% incomplete 
pathways and 6 week diagnostic access). However during the year the number of patients 
waiting over 18 weeks from referral to treatment has grown significantly, particularly in 
orthopaedics, cardiology, general surgery and respiratory medicine.  The reasons for this have 

been lower than planned levels of elective activity, on-going patient cancellations due to the 
difficulties in emergency patient flow and recruitment challenges in some specialties. 
 

4.3.2 We have agreed a provisional activity plan with NHSK for 2016/17 which if confirmed, and 
delivered in full, will allow for a reduction in the over 18 week waiters for the challenged 
specialties and continued delivery of the RTT standards. To reduce the number of cancelled 
operations and to improve the patient experience we will: 
 

 Increase surgical activity by 900 cases per annum on both the SMH and WCH sites 

where dedicated surgical beds/day case facilities are available.  This will include  more 
major orthopaedic operations being carried out at SMH, which also enables patients to 
benefit from the enhanced therapy available at SMH; 

 Improve theatre list utilisation at WCH, and ensure a continued focus on moving cases 
to day surgery (in line with British Association of Day Surgery Guidance); 

 Continued focus on reducing on the day cancellations, improving communications with 
patients and pre-operative assessment.  

 

4.4 Cancer Standards 

4.4.1 Our overall performance against the cancer standards remained strong, with the Trust meeting 
all mandated cancer standards quarterly since 2010/11.  However, inpatient capacity shortfalls 
in some specialties are emerging (including urology and gynaecology oncology) which threaten 
the delivery of the 62 day standard. These areas will to ensure that capacity is closely monitored 
and actions taken to address concerns in a timely manner. 
 

4.4.2 There are frequent shortages in two week wait outpatient capacity, specifically with respect to 
gynae oncology, dermatology, gastroenterology and lung referrals.  There are a number of 
service initiatives to improve capacity which include: 
 

 Expansion of the nurse endoscopist upper GI straight to test diagnostic service for 

gastroenterology; 

 Additional consultant and nursing capacity approved for respiratory management; 
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 Discussions with partner organisations and GPs in particular to expand capacity for 
dermatology referrals; 

 Recruitment planned to fill gynae oncologist vacancy. 

 
4.4.3 We aim to deliver best practice in respect of understanding the reasons for delays in cancer 

pathways by continuing to undertake root cause analysis on all pathways over 104 days and 
delivering the 62 day standard for treatment. 

4.5 Children’s Services 

4.5.1 A number of operational improvements have been made within children’s services during 
2015/16.  NHS Kernow supported investment in additional paediatric consultant time which has 
delivered increased out of hours consultant cover of non-elective admissions and is anticipated 
to decrease the admission rate for children over the forthcoming year. 
  

4.5.2 We continue to work with our partner organisations to improve Children’s services including the 
implementation of new nursing roles across organisational boundaries, such as the Well Child 

Nurse. We have strengthened the provision of psychology and Child and Adolescent Mental 
Health Services (CAMHS) expertise into the acute service by working with partners in CFT.  We 
have agreed 3 priority pathways to develop joint up services with our partners. 
 

4.5.3 ‘Facing the Future – Standards for Acute General Paediatric Services’ were updated in 2015, 
and we are benchmarking our services against these new standards to understand and identify 
opportunities for improvement. Investments in both the consultant and nursing workforce during 
2015 are being embedded to ensure robust 7 day services are provided in hospital.   

4.6 Maternity Services 

4.6.1 The number of births in 2015/16 has remained relatively stable averaging around 360 per 
month.  We have performed strongly on the percentage of women receiving one to one care in 
established labour following an investment in midwives during 2015/16, averaging 98.8% in 
2015/16.   
 

4.6.2 We intend to focus attention on our maternity services during 2016/17 by increasing our 

obstetrician hours from 40 up to 60 hours per week on delivery suite in line with Safer 
Childbirth5 guidance.  This report sets out the essential minimum staffing standards required to 
support women in labour and is anticipated to improve the patients experience, reduce 
complications from birth for mother and baby as well as improving 7 day consultant cover.    
 

4.6.3 The National Maternity Review – Better Births, Improving outcomes of maternity services in 
England6 and Saving Babies’ Lives7 have both been published in March 2016.  We will be 
benchmarking our services against the recommendations in these reports and taking 
appropriate actions to improve compliance in 2016/17.  

  

                                                             
5 Safer Childbirth - Safer Childbirth: Minimum Standards for the Organisation and Delivery of Care in Labour’; October 2007  
6 The National Maternity Review – Better Births, Improving outcomes of maternity services in England; March 2016 
7Saving Babies’ Lives – A care bundle for reducing stillbirth; March 2016 
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4.7 Quality:   Priority  Actions to Achieve Objectives  

 
Strategic Aim: Quality – ‘To provide compassionate, safe, effective care’ 

 

Improve performance against the 4 hour emergency care standard  

1. Create additional medical capacity to meet the  needs of patients awaiting transfer or complex 
discharge.  

2. Application of the SAFER patient flow bundle across inpatient ward areas; specifically improve the 
accuracy of date of discharge estimates. 

3. Develop and implement a standard for comprehensive geriatric assessment. 

8.  Enhance speciality cover at weekends in target specialties, specifically in relation to both Trauma 
and CEPOD operating. 

9. Appoint into new Respiratory Medicine and Cardiology posts to increase 7 day cover. 

10.  Implement specialist nursing and therapies for 7-day stroke service. 

Achieve access standards for planned care 

11. Treat a minimum of 900 more surgical patients at SMH and WCH.  

12. Identify solutions for capacity shortfalls in gynae oncology and urology to ensure the cancer 
standards are met. 

13. Ensure sufficient capacity is in place to meet elective service standards for outpatients, 
diagnostics and elective treatments. 

Continue to improve patient experience  

14. Enhance our sources of patient feedback, to ensure that we learn consistently and act accordingly 
in order to improve patient care.  

15. Use the 3S electronic Friends and Family feedback system to improve response rate, understand 
the views of our patients and address the issues this raises. 

16. Make greater use of feedback received through the National Patient Reported Outcomes 
Measures (PROMs). 

17. Take action to reduce harm to patients (falls, pressure ulcers, DVT and catheter infections. 

18. Increase the proportion of patients with stroke who spend 90% of time on the stroke ward. 

 

 

Reduce deaths and improve the consistency of services over 24/7 

4. Continue to implement electronic solutions to aid identification of the deteriorating patient (e-
observation). 

5. Ensure full compliance with the protocol for the multidisciplinary handover of our highest risk 
patients, day & night. 

6. Improve recognition of the deteriorating patient and recognition and management of sepsis.  

7. Achieve pathway changes which will improve management of patients with hip fracture and 
delivery of stroke standards.   
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5. Our People  

 
The Trust’s workforce has continued to grow during 2015/16, and we now employ about 5,000 
people (headcount), which equates to 4500 substantive full-time equivalents (FTE).  Registered 
nurses and midwives make up 28% of our staff, and 13% are medical and dental professionals.  

The Trust spends £204m per annum (i.e. 60%) of its total budget on staffing costs.  In addition, 
and to help us meet the increasing demand for our services, we use staff from our own internal 
bank, called “Kernowflex”, and agency staff.  Temporary staffing usage such as this represents 
8.8% of our total FTE staff in post. 
 

5.1 Our Achievements in 2015/16 
 
5.1.1 Demand for staff increased considerably in 2015/16 and although this meant an increase in our 

use of agency staff, we also carried out a successful campaign to recruit nursing staff from 
Europe and the Philippines.  This will mean that in 2016/17 we will have a higher level of 
substantive staff in post to care for our patients.  The Trust has been actively recruiting 
apprentices, we currently have 31 apprentices.  We are also pleased to report that the trust’s 

staff survey results are now improving, although the trust remains in the bottom 20% of acute 
trusts on a number of the key findings.  More work is still to be done in 2016/17 to enhance the 
Listening into Action (LiA) programme which has enabled the improvements in results. Staff are 
reporting a greater degree of empowerment to make change in their own areas of practice to 
benefit patients.  A further achievement has been the increased number of our staff who have 
had an appraisal this year.  Following the introduction of a new and simpler appraisal document, 
more staff than ever before (73.3%) have now had an appraisal with their line manager, and 
next year we will aim to improve this even further towards our aspiration to have 100% of 
appraisals completed.   

5.1 Workforce Management and Workforce Change  

5.2.1 A key strategic objective for the Trust remains our ability to supply a workforce that makes best 
use of the expert skills and capabilities to deliver high quality services for the population of 
Cornwall and the Isles of Scilly (CIOS). Given the Trust’s financial challenges we will focus on 
redesigning our services and workforce utilisation in the most cost effective way.  New service 

improvement facilitators have been appointed and they will focus on getting the best value from 
our workforce in a way which transforms services for patients. 
 

5.2.2 From April 2017 an apprenticeship levy will be introduced by the government which means that 
employers with a pay bill of more than £3m will need to pay a levy of 0.5% of pay bill to fund 
apprenticeships nationally.  Employers can then draw down this funding by employing 
apprentices.  For RCHT the levy will be c.£1m. This money will be lost if apprentices are not 
employed.  In addition there will be a target for employers to employ 2.3% of its workforce as 
apprentices.  For RCHT this would be around 115 people. Given our very positive experience of 
the use of Apprenticeships, and this new financial driver, the Trust Board will adopt the 
recruitment of Apprentices in band 1 – 4 posts as our default position.  

  
5.2.3 In summary the focus for 2016/17 will be on: 

 

 A controlled reduction in WTE staffing in non-clinical areas; 

 Redeployment of the Trust’s own talent, to supplement  rather than recruitment externally; 

 Increasing usage of apprenticeship opportunities, enabled through recruitment into band 1 -4 

posts; 

 Achieving a reduction in the premium rate workforce; 

 Achieving better value from the existing workforce; 

 Workforce redesign relating to service transformation;  
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 Specific response to the efficiency opportunities  in those services, clinical and non-clinical, 
which were identified by Lord Carter as areas of opportunity for NHS acute trusts[1] ; 

 Enabling workforce change through the introduction of schemes such as the Mutually Agreed 

Resignation scheme (MARS), subject to appropriate approval from regulators. 
 

5.2.4 A comprehensive programme of organisational development to support the transformation will 
also be developed. 

 
5.2.5 New governance arrangements have already been put in place to manage these changes.  An 

Operational Workforce Group will agree the programme of work which will be monitored and 
measured by the new People and Organisational Development Committee, which is a formal 
sub-committee of the Board. 

5.3 Staff Engagement and Wellbeing 

5.3.1 Following the success of the Listening into Action (LiA) programme last year, in engaging our 
staff in making improvements to our services, the trust will now launch further LiA 

initiative.  These projects include the following work: 
 

 To ensure a more efficient process for getting patients to theatre on time;  

 To reduce the number of people who do not attend appointments; 

 To improve the referral to hospital for our dementia patients; 

 To understand better why staff leave our organisation, and take action to improve staff 
retention.   
 

5.3.2 We know that a key element of staff satisfaction relates to clarity in role and objectives for 
individuals.  Having already simplified the appraisal process we will now drive increasing 
compliance with the new process to 100%, but more importantly, ensure appraisals are focus 
are meaningful and high quality conversations.  
 

5.3.3 The health and wellbeing of our staff is critical to the success of the Trust and especially so at 
times of organisational change.  We know that some of our staff experience high levels of stress 
in their work or home lives, and are absent from work due to ill health for a range of reasons.  
The Trust closely monitors absence related to ill health and has put in place a range of activity 
to facilitate return to work promptly and make reasonable adjustments for staff where 
appropriate.  The Trust sickness rate varies between 4 and 4.5%, and we aim to get this down 
to 3.75% within the next 12 months. 
 

5.3.4 In 2016/17, we will also refresh our Health and Wellbeing Strategy and actions to support our 
staff will include promoting healthier food options, increased opportunities to attend exercise 
classes, increase health check opportunities and reduce the incidence of musculoskeletal injury 
due to work.   

 

5.4 Learning, Development and Leadership 

5.4.1 One of the areas which the CQC assesses is the “well-led” domain.  By this they mean “that the 

leadership, management and governance of the organisation assures the delivery of high 
quality person-centred care, supports learning and innovation and promotes as open and fair 
culture”.  The Trust already has a strong programme of learning and development opportunities 
which are available to all staff.  The Trust works with Heath Education England to ensure quality 
training programmes for our clinical professionals, supported by a comprehensive programme 

                                                             
[1] Operational productivity and performance in English NHS acute hospitals: Unwarranted variations (An independent 
report for the Department of Health by Lord Carter of Coles), February 2016 
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of development for our non-registered/non-clinical workforce e.g. enhancing skills of health care 
assistants, developing assistant practitioners and apprentices.   

 
5.4.2 Some staff already access the national leadership development programmes for the NHS, and 

in 2016/17 the Trust will develop an internally delivered bespoke leadership programme to 
support multi-professional leaders at all levels.  This will enable a focus on the organisational 
and cultural development needed to manage the transformational changes required over the 

next few years.  We will support the Trust’s service delivery priorities through the development 
of skills and competencies for clinical staff in those areas which are being reviewed and 
improved. For example, in 2016/17 we will see enhanced roles and development particularly for 
nurses in the Emergency Department, General Surgery, Rheumatology and Trauma.  In 
addition we are also increasing the deployment of pharmacists into areas where they are able to 
support existing staff and benefit the patient journey.   

 
5.4.3 All staff are required to do varying levels of statutory and mandatory training.  Our aim is that 

this year, compliance levels will be increased to 95% to allow for flexibility when service 
demands must take priority. 
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5.5 Priority  Actions to Achieve Objectives  

 
Strategic Aim: Quality – ‘People – ‘Attract, develop and retain excellent staff’ 

 

 Implement a strategic workforce plan to support service transformation 

3.  1. Reduce our Agency Workforce costs to within the NHS Improvement ceiling set for 2016/17.  

1.  2. Deliver a controlled reduction in whole time equivalent staff numbers in non-clinical areas of 3%.  

2.  3. Fill 30% of Trust vacancies through internal recruitment and selection opportunities. 

3.  4. 90% of externally recruited Band 1- 4 roles within the Trust will be sourced as apprenticeship 
roles. 

4.  5. 100% of Trust areas will be utilising electronic rosters by March 2017. 

5.  6. Realise the opportunities both clinically and corporately, as set out by Lord Carter. 

6.  7. Deliver a clear performance and governance structure for delivery of the Workforce Cost 
Improvement Programme by April 2016. 

 Improve staff engagement and wellbeing to make RCHT a better place to work 

 

8. Refresh the Trust Health and Wellbeing Strategy and Plan focussing specifically on reducing 
absence related to work related stress, musculoskeletal problems reducing absence related to 
sickness to 3.75%. 

 9. Further embed LIA as the methodology for all staff engagement activity – via 12 new projects 
initiated by May 2016. 

 10. Divisions to review staff survey outcomes and target LiA plans, to address specific feedback 
concerns by May 2016. 

 Ensure the organisational development strategy drives a well led, learning organisation 

 

11. Achieve 95% compliance with mandatory training requirements. 

 12. 100% of staff will take part in a high quality meaningful annual appraisal, linked to the  delivery 

of their teams objectives. 

 13. Ensure clinical development programmes are commissioned in line with the Trust Service 

delivery priorities by September 2016. 

 14. Design and deliver a multidisciplinary leadership and management development Programme 

focussed on leading through change by July 2016. 

 15. To improve performance in the national Learning from Mistakes League into the median group 

of Trusts by March 2017. 
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6.     Partnership 

6.1  Cornwall and Isles of Scilly  (CIOS) 

6.1.1 The new vision for health and social care in Cornwall and I.O.S is being determined through the 
joint preparation of our 5 year Sustainable Transformation Plan (STP). Partners include all 
health providers in Cornwall, the Councils for Cornwall and I.O.S, voluntary sector, with strong 
links to organisations in the wider sector e.g. housing and education. We must, collectively, face 
and address the health and wellbeing gap, the care and quality gap and the finance and 

efficiency gap – all of which are substantial over the period. 
 

6.1.2 The Cornwall and I.O.S health and social care economy has and continues to face 
unprecedented challenges in meeting the increasing demand for urgent care services across all 
sectors. This has been exacerbated by shortfalls in the provision of social care support, both in 
the community and in the care sector resulting in patients (most of whom are frail elderly 
people) staying in hospital far too long. The hospitals then become full and RCHT is unable to 
receive, asses and treat new patients in the way we would want to, and which patients are 
entitled to.  A further consequence is the need to cancel and defer elective surgery, which has 
led to an increase in our waiting list size and our patients who wait over the 18 week standard.  
RCHT has ensured that actions to avoid urgent admissions, enhance capacity, and enable more 
expedient simple, discharges, are the highest priority within the Care and Quality work stream of 

the STP, with solutions expected for 2016/17.  However, the provision of suitable social care 
packages and complex health care packages remains a significant risk, both in the short and 
longer term. 
 

6.1.3 The STP must be credible and reflect true joint working, demonstrating the implementation of 
integrated commissioning and provision, in order to satisfy the requirements for the release of 
£9m transformation funding. The Health system’s shared mission (Start Well, Live well, Age 
well), remains in place, but will be developed further following public engagement events being 
undertaken in March 2016. We remain committed to provide as much of each care pathway as 
close to patients’ homes as possible, but recognise we have to live within the tight public finance 
constraints.  The STP will be entirely consistent with the wider and long term goals of 
Devolution. We have continued to play a proactive role in Public Sector Group and have seen 

significant progress in some areas e.g. in the development of a shared estate strategy, and in 
joint educational initiatives. The group is now the Cornwall Executive Committee and is leading 
on the devolution business case. 

6.2 Cornwall Health Providers 

6.2.1  The Trust Board absolutely accepts that we play a critical role in CIOS and must lead our 
system wide work to ensure that acute care pathways are as effective and as efficient as 
possible. Our specialist clinicians continue to work with colleagues in primary and community 
care to develop initiatives with the support GPs to help avoid unnecessary attendance at 
hospital and provide for alternatives to discharge into community hospitals.  A variety of 
initiatives are already in place and we will continue to expand and redesign our offer to patients 
and GPs in 2016/17. 

 
6.2.2 The opportunity afforded by the award of the Adult Community Services 2 year contract to the 

Consortium comprising RCHT, Kernow Health (the GP community interest company in 
Cornwall) and led by CFT, facilitates the first steps towards an Integrated Care Organisation of 

some type. This now must progress to make a step change in the transformation of clinical 
pathways and the determination of a system plan which sets out a coherent and sustainable 
way forward, supported by strong governance structures. 
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6.2.3 All three providers have committed to delivering clinically led and financially viable service 
improvements using common quality improvement methodologies. These initiatives will range 
from short term, capacity enhancements through to new service models, working across 
organisational boundaries.  Whilst the initial focus will be on 6 priority pathways which support 
existing key performance challenges (Urgent Care, Frailty, Integrated Care, Stroke, Diabetes, 
End of Life) the integration of back office services, including Estates and wider shared services 
will also be fundamental in the delivery of joint financial objectives.  

 
6.2.4 To deliver the key strategic objectives stakeholder groups, including the voluntary sector, 

specialist charities and Cornwall and IOS Councils, will be engaged to ensure the strategic and 
operational plans fit local need in the context of the NHS England requirements for ‘PLACE’ 
based systems of care. 

6.3 Education, Research and Partnerships 

6.3.1 The Trust aims to become an organisation whose operation is underpinned by evidence, 
research and innovation to deliver the highest standards of clinical care. We have been 
recognised as a top recruiting site for clinical research, exceeding expectations from the 
regional Clinical Research Network.  In the next year we aim to improve on our metrics for 
delivering clinical trials to time and to recruitment targets, this is a national objective set for all 
trusts by the networks. 
 

6.3.2 We will encourage our staff to innovate by providing them with support from the Trust Innovation 

Leaders to develop their own ideas and to adopt best practice from other organisations.  We will 
further embed the Innovation Strategy ensuring that our staff are aware of the benefits of 
working with us to develop their innovative ideas including the staff benefits of intellectual 
property share and access to support from other agencies e.g. South West Academic Health 
Science Network. 
 

6.3.3 We recognise the importance of joint collaboration with a range of other partners including; 
academic institutions in support of research, education and recruitment; third and voluntary 
sector organisations to supplement the work of our staff. This includes the development of 
collaborations with regional partners for Research and Clinical Trials e.g. University of Exeter - 
Peninsula Collaboration for Health Operational Research and Development (PenCHORD), 
University of  Plymouth – Peninsula Clinical Trials Unit (PenCTU).  RCHT forms part of the 

regional collaboration of ‘prime site’ trusts which have a ‘special’ relationship with Quintiles, a 
locally based international organisation which manages commercial studies on behalf of our 
partners in industry across the globe. Consequently we are offered the opportunity to participate 
in more studies before they are offered to other sites in the UK. 
 

6.3.4 We intend to continue to develop our well established partnerships with regional education 
providers. Learning and Development offer modules with the University of Plymouth for post 
registration nurses, including dementia, tissue viability and the management of critically ill adults 
and prevention and control of infection.  Collaborations with local further education colleges are 
also in place: Cornwall College already support customer care, IT and payroll vocational 
qualifications.  Truro and Penwith College provide courses to support training for medical 
secretaries, business administration and accountancy 
 

6.4 Specialist Services 

 

6.4.1 The Trust provides a range of specialist services outside the portfolio for a standard DGH that 
account for 17% of Trust income (£69 million).  These include, for example, specialist vascular 
surgery, specialist eye surgery, a range of cancer procedures and treatments.  As well as these 
pathways we provide services and treatments locally as part of more complex arrangements 
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with other providers e.g.  Stem Cell Pathway and the Renal Transplant Service at Plymouth  
NHS Trust. 
 

6.4.2 We have invested in additional vascular consultant surgeons to ensure that the service is 
compliant with the requirements of the specialist commissioners which has enabled us to 
expand our current service offer up to Stratton Hospital to improve care closer to home for these 
patients and secure a viable clinical model. 

 
6.4.3 A priority for the Trust for 2016/17 is to invest in Oncology services to meet the growing demand 

from patients as well as the aspirations of the guidance for 2015 ‘Achieving World-class 
Outcomes’ a strategy for England 2015-2020.  This together with the development in ‘The Cove’ 
(Cancer Support and Information Centre) for patients with Cancer in partnership with Macmillan 
will further enhance our offer for cancer services in Cornwall. 
 

6.4.4 The diagnostic capability within the Trust is also being strengthened during 2016/17 which will 
support complex pathways, this includes a PETCT services on site from May 2016 and an 
additional MRI scanner which will be on site from Q4 2016/17. 
 

6.4.5 As part of our longer term planning we will work with Commissioners and other providers to 

assess the clinical and financial viability of our more specialised services, in line with emerging 
national guidance. 

6.5 Priority  Actions to Achieve Objectives 

Strategic Aim  Partnership : Offer integrated care as close to home as possible 

Drive the formulation of a sustainable service plan for C.I.O.S 

1. Play a leading role in the development of the STP and the five year strategy and for Cornwall and 
Isles of Scilly. 

2. Develop the Consortium partnership and consider a future business model for providers. 

3. Identify opportunities to build on our relationship with Kernow CiC and improve  the primary care / 
acute interface. 

Redesign Urgent care Pathways 

4. Design Integrated Care models for Urgent Care, Frailty, End of Life, Stroke, Diabetes, Therapy 
and Integrated services. 

5. Exploit our joint potential in CIOS to drive cost savings identified in the Carter report.. 

Offer patients prompt appropriate discharge 

6. Simplify process sand increase the number of timely, simple discharges.  

7. Fully implement therapy led early supported discharge.  

8. Develop shared use of IT systems and information across providers and explore options for   
patient held records.   
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7.  Resources 

7.1    2016-17 Financial Plan and Review of 2015/16 Financial Performance  

7.1.1 Due to the operational and financial challenges faced in 2015/16, after evaluating the income, 

costs, risks and savings potential, the Trust Board will consider a deficit plan of £17.5m.   
However, it should be noted that the Trust Board is determined that the only sustainable 
position is to return to surplus in order to generate funds for future investment. We will seek to 
achieve this over the next 2 years. 

 
 

 
 

 
 

 
 
 
 
 
 
 

 
7.1.2 The Trust originally planned to deliver a £5.5m deficit in 2015/16 although this reduced to a 

£3.8m deficit part way through the year to reflect the financial pressures on the NHS.   The 
Trust expects to report a £7.6m deficit as of 31st March 2016, although this includes £5.7m of 
non-recurrent income received in February 2016. The adjusted deficit is therefore £13.3m.  
 
The shortfall in the year was due to: 
 

 failure to deliver the CIP; 

 continued significant over spending in clinical divisions;  

 a significant amount of non-elective income being received at a marginal rate of 30% (a loss 
of £1m above that expected); 

 high levels of expenditure on variable pay and in particular agency staff. 

 
The sections below set out the investment included in the 2016/17 financial plan and the level of 
savings required.  
 

7.2      Key Elements of the Financial Plan 

 
7.2.1  The Trust’s contract with NHSK has not yet been signed although the expectation at this stage 

is that income of £247.6m will be received during 2016/17. This is an increase of £14.7m from 
the 2015/16 plan due to the higher levels of non-elective activity experienced during 2015/16, 
demographic growth, tariff inflation and increases in Non-PbR activity.  

 

Income and Expenditure
2015-16 

budget 

(£m)

2015-16 

forecast 

(£m)

2016-17 

budget 

(£m)

Income 342.6 349.1 365

Expenditure -348.1 -356.7 -382.5

Reported surplus / (deficit) -5.5 -7.6 -17.5

CIP target / delivery (£m) 15 7 12

CIP target / delivery v income (%) 4.4% 2.0% 3.3%

. The financial plan assumes: 

 Delivery of savings target of 

£12m (3.3% of income);  

A 0.4% reduction in non-

elective activity and a 2.11% 

increase in elective activity;  

 Continued impact of robust 

cost controls to reduce 

variable costs; 

 Achievement of planned 

elective activity. 

 Contingency of £3.7m 

representing 1% of the Trust’s 

income. 
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7.2.2 The contracts with NHS England (NHSE) regarding specialised services, screening and oral 
services have not yet been agreed. Though it is anticipated that the NHS England specialised 
contract value is likely to be lower than currently assumed, the contract is still expected to be 
PbR-based (where the Trust will be paid for achievement). Their finalisation is not therefore 
expected to impact materially on the financial plan in relation to the Trust’s overall deficit, 
however, there may be an impact from any system wide financial recovery plan. 
 

7.2.3 The contract with NHSK and NHSE includes full delivery against Commissioning for Quality and 
Innovation (CQUIN) targets with associated income of £6.7m included in the financial plan. 

 
7.2.4 The achievement of improved productivity is essential to underpin the delivery of these volumes 

within Trust resources and within target access times. The delivery of CIP will be challenging, 
and requires close alignment with activity planning 

 

 
 

7.2.5 The increasing level of non-elective activity is of increasing concern to the Trust, resulting in 
significant pressures on medical bed capacity and the associated impact on the Trust’s ability to 
improve elective activity throughput. Emergency admissions also continue to increase with 
2015/16 activity being 3.7% higher than in 2014/15.  The Trust will continue to work with 
partners to help reduce the volumes of emergency attendances and inpatient admissions, and 

to ensure the clinical and financial sustainability of services going forward. 
 

7.3  Activity  and Capacity Modelling 

 
7.3.1   As in previous years a detailed activity and capacity planning process has been undertaken for 

2016/17 with enhancements around the modelling techniques used for the theatre model, bed 
model and outpatient plans.  

 
7.3.2 Key activity and capacity challenges for 2016/17 are as follows:  

 

 Theatres – to manage demand within existing baseline capacity it is essential that 

productivity levels are increased.  The vehicle for improving theatre productivity is the 
Elective Surgical Productivity Programme (ESPP). If productivity remains at current levels 
an additional 10.7 theatre sessions per week would be required to manage demand. 
Whilst this can be delivered through additional weekend and outsourced capacity, this is 
at high cost and there remain shortfalls in orthopaedics and breast surgery (refer to 
section 3). 

 Hospital Beds – The Trust needs to ensure that the bed allocation is sufficient to meet 
demand at a specialty level.  It is essential that initiatives to avoid admissions facilitate 

effective discharge and reduce length of stay (e.g. seven day working, acute care at 
home) – are effective to sustain elective admissions and meet ED targets. The Trust’s bed 
modelling currently shows a shortfall of an average of 30 beds on the RCH site, which 
would increase to 43 if non-elective demand continues at the rate seen since October 
2015 in 2016/17(refer to section 3). 

2015-16 2016-17 %

Projected Plan Change to

Activity Type FOT Outturn

Non Elective 43,747 43,577 -0.4%

Elective 63,786 65,143 2.1%

Outpatients - New 169,392 171,031 1.0%

Outpatients - Follow Up 327,408 333,475 1.9%

ED Attendances 83,855 87,687 4.6%



Draft Operational Plan 230316        Page 27 of 36 

 

 Outpatients – plans are in place to redesign services and enhance capacity to 
accommodate potential capacity shortfalls.  

 
7.3.3 The impact of Quality, Innovation, Productivity and Prevention (QIPP) plans of 0.9m has been 

reflected in the Trust’s agreed contract with NHSK and the Trust remains committed to 
supporting the health system delivery of financial, operational and quality schemes in 2016/17. 
 

7.3.4 Under the terms of the national contract there is the potential for fines to be imposed up to the 
value of £2.1m and this has been provided for in the financial plan. The areas of greatest risk 
are ED 4 hour standard and ambulance handovers greater than 15 minutes, thus we will 
continue to focus our efforts, and invest as needed and as can be afforded, to deliver quality 
services, meet the standards and avoid fines. 
 

7.3.5 Provision of £1.7m has been made within the plan to deliver growth in activity to achieve 
2016/17 draft contract agreements. In addition, the Trust has provided for core investments 
based on prioritised statutory s and unavoidable costs and previously supported business cases 

to a value of £1.3m.  A further £1.6m has been set aside in relation to priorities around mortality, 
discharge and flow and financial improvement. For these priority areas as cases individual 
cases for investment are formally assessed. Potential investments include additional critical 
care capacity, nursing and therapy support for the Stroke services and a move to 24/7 critical 
care outreach services.  Contingency of £3.7m has been included in the financial plan to fund 
other urgent investments, fund the costs in relation to additional capacity during the winter 
period, and mitigate for non-delivery of savings 
 

7.3.6 The revenue plan that has been put forward for approval has been fully risk assessed and is 
realistic and challenging in its assumptions. The key financial risks have been set out clearly in 
the plan and these will be monitor through reports on financial performance as well as through 
the Trust’s risk register.  Core Trust Board sub-committees, including the Finance, Performance 

and Investment Committee, the Governance Committee and the People and OD Committee will 
monitor the relative risks of the plan on a monthly basis.  The BAF will provide overall 
assurance to the Board around delivery of the Trusts strategic aims.   
 

7.4     Cost Improvement Plans 

 
7.4.1 Savings in the Trust are becoming increasingly difficult to achieve and this is reflected   in the 

year on year reduction in savings delivery over the past 4 years. Nonetheless, the Trust is 
operating with a financial deficit and must recover to a breakeven position as quickly as 
possible. A savings target of £12m has been set for 2016/17. This is 3.3% of the Trust’s income 
and is in excess of the national expectation of a savings target of 2% in acute Trusts. The target 
is therefore challenging but also deliverable. 

 

7.4.2 The chart below provides a high level summary of the CIP Programme for 2016/17. 
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7.5 Delivering Transformation Savings Schemes 

 
7.5.1 The savings programme for 2016-17 and future years relies heavily on transformational and 

productivity savings schemes. These will focus on the key themes of Theatre Productivity, 
Discharge and Flow, and Outpatient-related savings.  In order to achieve these savings and 
develop further savings for 2017-18 on beyond, the Trust has invested in a substantive Service 
Transformation Team.  This team will support Divisions and departments and be aligned to 

each  transformational theme. The team will support Divisions and departments to identify and 
embed best practice, including that identified in Lord Carter’s report on Productivity and 
Efficiency in the NHS. 
 

7.5.2 Workforce savings will be enabled through a joint HR and Finance-led Workforce savings 
programme. The programme will provide the necessary support and tools to enable change and 
reduce pay costs.  The Non-Pay savings programme is overseen by the Trust’s Non-Pay 
Programme Board, led by a Consultant Surgeon. The Board’s work programme focuses on 
ensuring the best price for products used as well as standardising product use to reduce costs. 

 

7.6      Governance for the Savings Programme  

 

7.6.1 The COO as the Executive Director responsible for the new Transformation team will be the 
overall accountable Execute for delivery of CIP, being closely supported by all the Directors, 
who will also be accountable for savings within their own functions. Governance will be 
executed through the performance management framework, including escalation as 
appropriate, reporting through divisional performance meetings, personal performance review,  
as well as Trust Management Committee meetings. Monthly reports will be prepared for the 
Finance, Performance and Investment Committee and Trust Board. 
 

7.6.2 Financial targets for 2017/18 and beyond have not yet been agreed. However, depending on 
changes to the Tariff, and resolution of the system wide deficit, savings of c£12m per year 
would result in the Trust achieving an in-year surplus by 2019-20. 

 

7.6.3 During 2016/17 the Trust will continue to fail to meet its statutory target to breakeven on a 
cumulative basis, a position which regulators and our auditors are aware of. 

 

7.7    Capital Expenditure  

 
7.7.1 A capital programme for 2016/17 and the following four years is included within the financial 

plan.  For 2016/17 total capital expenditure is planned to be £22.5m which enables considerable 
baseline investment in the Trust’s estate, medical capital equipment and information technology 
infrastructure, linked to the delivery of the ‘E Health’ Strategy. The programme also allows for 
investment in loan funded schemes for the Neonatal Unit and Midwife-led Birthing Centre, a 
new CT scanner and Catheterisation Lab, and implementation of a Radio Frequency ID system 
to track medical equipment.  Additionally, Macmillan are grant funding the Cove Cancer 

Information and Support Centre and a Carbon & Energy Fund Project is underway that will 
reduce the Trust’s energy bills and carbon emissions with capital repayment being made from 
guaranteed energy savings.  The programme includes £0.5m in the programme for investment 
in capital projects that will bring revenue savings.  
 

7.7.2 Capital funding in the NHS is now extremely limited and so capital programmes for years 
2017/18 to 2020/21 have been prepared on the basis of funding from internally generated 
resources only. This brings some risk given the aging estate and expectation of significant 
progress from an E-Health perspective, and so the Trust will explore other funding streams over 
the coming year.  
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7.8      Balance Sheet and Cash 

 
7.8.1 The Trust’s cash balance deteriorated considerably in 2015/16 in line with the reported deficit. 

Whilst cash support was received, this is repayable and is interest bearing.  
 

7.8.2 The planned £17.5m deficit for 2016/17 will further increase the Trust’s revenue debt, and the 
Trust will work with NHS Improvement to determine the most affordable way to access cash 

support. In total, the Trust’s revenue debt will increase by £21.8m, this being the revenue deficit 
plus the value of loan repayments and non-cash income. 
 

7.8.3 The Trust’s cash and cash support profile is shown in the table below: 
 

 
 

7.8.4 The net assets of the Trust will decrease in line with the planned deficit. The only other material 
change expected to the Balance Sheet is the impact of reductions in the Trust asset values 
which take place each year. Other current and non-current assets and liabilities are expected to 
remain consistent year on year. 
 

7.9 E-Health Investments 

 
7.9.1 The 2016/17 e-Health programme represents a major step towards full digital enablement for 

the Trust in line with the national target for a fully digital NHS by 2020. In 2015/16 the trust 
invested in the necessary underpinning infrastructure including the upgrade of wireless 
networks. 
 

7.9.2 This year’s programme will see the implementation of key Trust wide digital systems including: 
 

 E-Notes: the replacement of traditional health records with a scan and deliver digitised 
health records service leading to a paper light organisation; 

 E-Observations: completion of the bedside digital recording of patient observations with built 
in decision support and escalation pathways to identify deteriorating patients thereby 
reducing length of stay and the number of patients escalating into intensive care an 

important part of our reducing mortality plan; 

 PAS: preparation for replacement of the 30 year old Trust Patient Administration System 
(PAS)  with a planned go live of May 2017 that will require significant preparation effort in 
2016/17;  
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 Digital Dictation/Voice Recognition: will replace and re-engineer the dictation and 
transcription process with a faster and more efficient clinical letter generation process; 

 
7.9.3 In addition to Trust wide systems, we are investing in digital support for departmental and 

specialist systems, this includes, maternity, systems for renal medicine and cardiology, 
extension of the ophthalmology system which will all deliver improvements in internal 
governance and patient care.  We are also implementing GP order communications to replace 
the paper based systems GP use to request pathology samples for testing enabling GPs to 
track and trace sample progress with the subsequent improvement in patient care. 

 

7.10 Priority  Actions and to Achieve Objectives 

Achieve financial recovery and deliver a surplus in 2 years 

1. Apply effective budgetary control to ensure that expenditure is kept within plan.  

2. Deliver the planned level of activity within agreed budget and capacity. 

3. Develop a cash management plan to maintain cash flows with the planned level of deficit. 

Improve the use of our resources to increase quality and save £12m 

4. Deliver pay productivity schemes, identified within the Workforce savings programme.  

5. Implement Lord Carter’s recommendations on Productivity and Efficiency in the NHS. 

6. Carry out benefits realisation for CIP-related investments to ensure that all investment is delivering 
the expected benefit.  

Maximise clinical and financial benefits from the £22m capital programme 

7. Develop funding streams for capital investment in the absence of DH supplied capital. 

8. Maintain effective risk assessments to inform investment priorities, balanced with the need to 
invest to generate cost efficiencies. 

9. Maintain longer term plan, to inform the case for borrowing to support critical investments 
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8.    Governance, Risk Management and Assurance 

8.1 Governance 

 
8.1.1 The section below summarises our overarching governance framework and the highest level 

risks. The risks link with the 2015/2016 Board Assurance Framework (BAF) but are also informed 
by a refreshed forward look, including the assessment of the external environment. The actions 
map back to those described in the plan. A critical element of the Trust Board’s governance will 

be the continued use of our Patient Care Improvement Plan, which is a single format for tracking 
progress against our key improvement goals. 

 
The Trust Board commissioned a Governance review in 2015/16, which has been accepted and 
implementation will be completed in 2016/17. The Trust Board receives assurance directly and 
through the Non-Executive chaired Committees which include Governance Committee, Finance 
Performance and Investment Committee, and the People and Organisational Development 
Committee, We proactively manage our risks, which are described in the Board Assurance 
Framework (BAF), considered at Trust Board.  

 
The key Governance improvements which will be fully embedded in 2016/17: 

 

 The establishment of a new Board Committee ‘People and Organisational Development’; 

 Streamlining of the Trust Executive Committee structure; 

 Clarification and refocus of the remit of Finance Committee, and Governance committees; 

 Substantial review of Trust Board reporting on risk, demonstrated through a more 

substantial  Board Assurance Framework; 

 Streamlining of  supporting operational processes e.g. business case decision making; 

 Changes to the conduct of Board meetings – with more time and attention on Staff and 

Patient stories, public questions and transparent reporting; 

 Streamlining the Performance review meetings with Divisions. 
 
8.1.2 Furthermore, the Board to ward connection has been strengthened, for example through an 

extended programme of Director visits, cascade of team briefings, and involvement in our 
Listening into Action programme. The Board is clear that these changes represent the 
beginnings of a programme to improve the quality of leadership, in order that the Trust is best 
placed to address the challenges ahead. 

 

8.2   External Context and Risk Exposure  

 
8.2.1 The Governance arrangements within Cornwall and IOS are as critical now, as those within the 

Trust. The partners within the health economy are charged with the development of the 5 year 
plan, which will require improved governance, to underpin new partnerships and funding/risk 
share mechanisms. This must lead to CIOS being better able to make the best use of resources 
right across the health and social care system. This work is being led by the Chairs and Chief 
Executives and will require detailed Board consideration as proposals emerge. 

 
8.2.2 At present there is considerable risk in the wider system – both financial and operational: 

 

 NHSK has been placed under Legal Directions and therefore restricted in their decision 

making powers, and under pressure to recover the financial deficit; 

 The community transaction (Transfer of PCH services to CFT) is due to complete on 1st  
April 2016, and thus time will be needed to ensure all new management and operating 
policies are in place and effective; 
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 Primary care remains the bedrock of healthcare provision – but is becoming increasingly 
fragile and a number of localities are experiencing difficulty with the continued provision of 
the traditional form of primary care;  

 Social care provision is not keeping pace with demand, and faces further funding 

challenges in the future 
 
8.2.3 The consideration of these risks will be a key part of the Trust’s work in 2016/17, and we will be 

proactive in working with partners to determine system wide solutions, maximise access to 
Transformation funding and eliminate political and administrative barriers to change.  
 

8.3 Strategic Governance 

 
8.3.1 In parallel with our system wide work to develop the 5 year plan for Cornwall and Isles of Scilly, 

the Board will refresh a number of its key strategies and delivery plans, to ensure they are fully 
aligned with our strategic aims. This work will be further informed by the new CEO, and thus 
timings for Board consideration will be agreed in May 2016 

 

Strategic Aim Overarching Document Governance 

   

Quality  Quality Strategy  
Patient care improvement plan 
Clinical Strategy 

TMC  
Governance Committee 
Finance Performance committee  

People Workforce Delivery Plan and 
professional  workforce strategies 
Organisational Development 
strategy  
Leadership Development 
Programme 

TMC 
People and Organisational 
Development Committee 

Partnership 5 year STP 
Consortium Transformation Plan  
( part of PCH bid)  
Organisational strategy, to 
achieve an Integrated Care model  
 
 
 

Cornwall Executive Committee ( was 
Public Sector Group) 
Joint Strategic Executive Committee  
Trust Board 

Resources  Financial Plan  
Capital Investment Plan 

IMT strategy 
Estates Plan 

TMC 
Finance, Performance and 

Investment Committee 
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8.4  Summary of Risks to the Plan and Key Mitigating Actions  

 

Risk Impact  Mitigating Actions 

Increasing urgent 
care/emergency demand 
 
 

This will adversely affect the quality 
of care, and potentially safety of 
patients, e.g. cancelled and delayed 
treatments, the 4 hour standard and 
a number of specific impacts e.g. 
non-delivery of some aspects of the 
stroke pathway. 
 

Increased medical capacity 
Consortium work on urgent care  
pathways 
Improved internal efficiency   
 

Continued high  
mortality   

 

Potential harm caused to patients, 
impact on reputation and 

confidence of patients and public, 
escalated risk of further inspection 
 

Transparent Board reporting on 
avoidable deaths; Focus on 100% 

compliance with pathways; 7 day 
plan; extended mortality review 
process;   roll out or ‘E 
Observations technology  

Shortfall in the  
deployment of  key 
clinical  and other 
professional staff, with 
the right skills, in the 
right place at the right 
time. 
 

In ability to deliver consistently high 
quality, patient - centred care; lack 
of headroom to create new service 
models, and high agency usage, 
with risk to compliance 
requirements. 
 

Workforce Resourcing plan ; 
agency controls; service 
transformation programme to 
redesign ; improved governance 
through the People and OD 
Committee 

Insufficiency of actions to 
strengthen compliance 
with regulatory 
requirements, including 

those of the CQC and 
the HSE 

Quality of patient care and staff 
wellbeing and could reduce public 
confidence. It may also lead to 
prosecution and/or regulatory action 

Executive led action plans, 
programme to strengthen staff 
engagement and the continued 
development of a culture of 

‘speaking up’. 

Improvements in staff 
engagement will be 
threatened as the Trust 
addresses its clinical, 
operational and financial 
challenges, at the pace 
required  

Quality of patient care and staff 
wellbeing and could reduce public 
confidence, the ability to attract high 
calibre staff. Further risk to 
stakeholder confidence   

Build on LIA, ensure staff have a 
voice that is heard, engage staff in 
decision making, deliver service 
transformation 

Delay in the  whole 
system   integration of 
the commissioning and  
provision of health and 
care services  
 

Failure to achieve the benefits of 
integrated care; 
Failure to use resources efficiently 
and effectively across the system;  
Poor experiences for patients and 
service users 

Provider leadership through  the 
Consortia 
NHSE system oversight through the 
STP  and access to transformation 
funds 
Chair/CEO escalation 

Finance – Contracts with 
NHSK and NHSE not 
agreed, with material 
income risk. Demand 

levels create risk to cost 
control and CIP. Wider 
system deficit , and 
potential impact on Trust 
 
 

Fundamental impact on ability to 
fund critical  quality investments 
Affordability of activity to achieve 
RTT, with negative impact on 

waiting times.  
Wider consequences for 
organisational performance, and 
reputation.  

System wide financial planning – in 
context of STP and possible system 
intervention 
Internal appraisal of cost reduction 

options 
Cash management strategy 
Board oversight of the financial 
position and agreement of final 
control total 
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Bb 

9.    Conclusion 

 
9.1 The 2016/17 Plan is presented as draft as at 31st March 2015/16 March 2016 as the financial 

envelope and contract terms with NHSK and NHSE are not yet agreed.  However, the Trust 
Board is clear that the improvements in care and treatment, described in this plan, must be 
delivered alongside our financial targets. Performance against our objectives will be measured 

through transparent and concise reporting at our public Board meetings. The Board will review 
and approve a final plan, once the outstanding issues have been resolved.  
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10.  List of acronyms 

 

Acronym Meaning 

AFN Acute Frailty Network 

AHSN Academic Health Science Network 

BAF Board Assessment Framework 

CAMHS Child and Adolescent Mental Health Services 

CIC Kernow Community Interest Company 

CEO Chief Executive Officer 

CEPOD Confidential Enquiry into Perioperative Deaths 

CFT Cornwall Partnership NHS Foundation Trust 

CIOS Cornwall & Isles of Scilly 
CIP Cost Improvement Plan 

COO Chief Operating Officer 

CQC Care Quality Commission 

CQUIN Commissioning Quality and Innovation (Payments) 

CRN Clinical Research Network 

CT Computed Tomography 

DGH District General Hospital 

DH Department of Health 

DTOC Delayed Transfers of Care 

DVT Deep Vein Thrombosis 

ED Emergency Department 

ESPP Elective Surgical Productivity Programme 
FPI Finance, Performance & Investment Committee 

FTE Full-time Equivalent 

5YFV Five Year Forward View 

GP General Practitioner 

GS1 Global Standard 1 

HR Human Resources 

HSE Health & Safety Executive 

HSMR Hospital Standardised Mortality Ratio 

IOS Isles of Scilly 

IPR Integrated performance Report 

KPI Key Performance Indicator 

LiA Listening into Action 
MRI Magnetic Resonance Imaging 

NHS National Health Service 

NHSE NHS England 

NHSK NHS Kernow Clinical Commissioning Group 

NIHR National Institute of Human Resources 

NOF Neck of Femur 

PAS Patient Administration System 

PCH Peninsula Community Health 

PENCHORD Peninsula Collaboration for Health Operational Research and 
Development 

PENCTU Peninsula Clinical Trials Unit 

PEPOL1 Pan European Public Procurement On Line 

PET CT Positron Emission Tomography–Computed Tomography 
PROMS Patient Reported Outcomes Measures 

QEWS Quality Early Warning System 

QIPP Quality, Innovation, Productivity and Prevention 
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RCH Royal Cornwall Hospital 

RTT Referral to Treatment 

SAFER Secure and Fast Encryption Routine 

SMH St Michael’s Hospital 
STP Sustainability and Transformation Plan 

TMC Trust Management Committee 

WCH West Cornwall Hospital  

WTE Working Time Equivalent 
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