
 

 

SUMMARY REPORT 

TRUST BOARD 1st December 2016 Agenda Number: 
10 

Title of Report CQC Compliance and Improvement Plan Update Report 

Accountable Officer Christine Perry, Director of Nursing 

Author(s) Christine Perry, Director of Nursing 

Richard Johnson, Head of Clinical Governance 

Purpose of Report To inform the Board of progress with implementation of the 
CQC improvement plan and the self-assessed status against 
CQC regulations. 

Recommendation  The Board is recommended to: 

 Receive and note this report. 

Consultation 
Undertaken to Date 

CQC compliance and progress against the improvement plan 
reviewed at Quality Assurance Committee November 2016. 

Next Steps CQC improvement plan progress will continue to be monitored 
at CQC response group meetings, Directorate Performance 
Meetings and Quality Assurance Committee. A focused review 
day is being held on 8th December 2016. 

  

Executive Summary 

The Care Quality Commission (CQC) undertook a planned comprehensive inspection of 
Royal Cornwall Hospitals NHS Trust in January 2016 and reported in May 2016 on their 
assessment of the Trust, producing a balanced report on the many areas of good standard 
as well as those requiring improvement. 

 

The report listed 32 actions that must be followed through.  The Trust submitted a plan to 
address these with action delivery dates over the year to March 2017.  The Trust has made 
good progress in implementing most of the actions, although sustaining some improvements 
remains challenging due to continued emergency patient pressures and continued delays in 
onward patient care. 

 

The Trust has been providing verbal progress updates to the CQC and will use CQC 
methodology to further self-assess progress against four priority services in December 2016. 

 

The framework that the Trust uses for internal monitoring of compliance to CQC regulations 
has been refreshed, using the principles of the CQC’s assessment methodology.  The 
thirteen regulations that have undergone detailed self-assessment have been self-rated as 
either good or requires improvement with none rated as inadequate. 
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Financial Risks All expenditure in respect of CQC compliance is being notified 
to the Finance Director. 

Key Risks  The Board Assurance Framework includes an entry on CQC 
compliance risk. 

Disclosure Statement Information to support the ratings has been made available to 
action and regulation leads.  This information is drawn from 
central and local sources and is then triangulated against Trust-
wide performance reporting. 

Equality and Diversity 
Statement 

There are no specific equality issues identified within the report. 
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CQC Compliance and Improvement Plan Update Report 
 

1.  Introduction 

1.1. The Care Quality Commission (CQC) undertook a planned comprehensive 
inspection of Royal Cornwall Hospitals Trust (RCHT) in January 2016.  The 
outcome of the inspection was a rating of requires improvement with 32 ‘Must do’ 
actions identified in Requirement Notices against five regulations. 

1.2. The plan submitted to the CQC in June 2016 had timescales for delivery of actions 
from immediate to March 2017.  The purpose of this report is to provide an update 
on the delivery of the actions in the improvement plan. 

1.3. The Trust has not as yet been notified of a planned follow-up inspection but has 
been providing regular verbal progress reports to the CQC.  The Trust will use 
CQC methodology to further self-assess progress in four key services (Urgent and 
Emergency Care; Medical Care; End of Life Care; and Maternity) at an internal 
quality and safety review day scheduled for 8th December 2016. 

1.4. Monitoring of compliance against CQC regulations is undertaken by the Quality 
Assurance Committee.  The framework for monitoring used by the Trust has 
recently been updated and the Quality Assurance Committee received its first 
report under the updated framework in November 2016. 

1.5. This paper sets out progress with delivery of the CQC improvement plan and the 
current self-assessment of compliance against regulations. 

2. Self-assessment of compliance against regulations 

2.1. The Quality Assurance Committee received a detailed report on self-assessment 
against 13 of the 15 applicable CQC regulations.  These have been rated by the 
responsible Senior Lead as five green (good) and eight amber (requires 
improvement).  The amber rating implies that there are further actions required to 
achieve a good rating rather than implying the regulation is being breached.  
Actions to address the amber rated areas and to continually improve the green 
rated areas were reviewed by the Quality Assurance Committee. 

2.2. The two regulations (Dignity and Respect, and Consent) that have yet to undergo 
a detailed self-assessment both have previous positive assurance to support 
compliance with the regulation.  The detailed assessments will be completed 
before the next quarterly report to Quality Assurance Committee. 

3. Progress with Delivery of RCHT Focused Actions 

3.1. Appendix I provides detail of the status of actions identified in the CQC 
improvement plan, and a RAG rating of the impact on outcomes for patients.  
Good progress has been made on delivery of RCHT focused actions with only one 
area currently requiring further remedial intervention to deliver the required 
outcome. 
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3.2. Sustaining improvements that have been made in a number of areas remains 
difficult due to on-going challenges in patient flow; the Trust has continued to 
experience high levels of emergency patient activity, combined with increasing 
numbers of patients whose care should be provided in other settings.  Clinical and 
operational staff have continued to give priority to CQC improvements during 
times of increased pressure.    

3.3. The following amber rated areas are those most affected by the continued patient 
flow pressures: 

o Cancellation and re-booking of Surgical Patients 
o Timely discharge of patients from Critical Care 
o Emergency Department improvements in triage times and sepsis 

management 
 

3.4. The amber rated areas of training and appraisal compliance are receiving 
enhanced Executive and Senior Management oversight and this has shown to be 
effective in recent compliance rate improvement. 

3.5. Improvements in end of life care have been focused initially on key ward areas 
with full implementation in December 2016. 

3.6. Outpatient improvement actions are scheduled for completion in December 2016; 
therefore improvements in cancellations are not expected to be fully realised until 
early 2017. 

3.7. The falls prevention programme will be refreshed in December 2016 with support 
from NHS Improvement. 

3.8. The improvement actions within the plan have not produced sustained reductions 
in the backlog of patients awaiting Cardiology procedures; this is the area that 
requires further remedial intervention.  The Trust continues to utilise a private 
provider until additional actions identified from a detailed review of the capacity 
required to meet increasing demand can be implemented.  The main additional 
action is to increase Consultant staffing by two Cardiologists.  This will be 
achieved through substantive recruitment with locum support, where available, 
employed in the interim.  Safety of patients on waiting lists is being assured 
through risk assessment review of patients by clinical staff. 

4. Progress with delivery of Health System Focused Actions 

4.1. Appendix II provides detail of the status of the Health System focused actions 
within the improvement plan.   The collaborative work on admission avoidance 
and discharge improvement is now being overseen by the A&E Delivery Board; 
this Board is chaired by the RCHT Chief Executive Officer.  The impact of 
admission avoidance and discharge improvement programmes is yet to be seen, 
although recent collaborative escalation meetings with Provider Executive 
leadership have begun to show some benefit. 

5. Conclusion 

5.1. The revised framework for self-assessment of compliance to CQC regulations 
shows the Trust to be requiring improvement or good with actions aimed at 
improving all regulations to a minimum of good. 

5.2. Overall progress with the CQC improvement plan is good, despite the continued 
pressures of increasing emergency demand and patients awaiting onward care.  
The one area requiring remedial intervention (Cardiology) has further achievable 
actions identified.  
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6. Recommendations 

6.1. The Board is recommended to receive and note this report. 
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Appendix I 

CQC INSPECTION 2016 ACTION PLAN UPDATE SEPTEMBER 2016 

Requirement Notice: Regulation 9  (Person Centred Care)  
 

 

Ref 
and 
overall 
RAG 
rating 

Action  Completion 
Date 

Action RAG 
rating 

Commentary  

MD 17 Ensure that medical patients are admitted to the most appropriate specialty ward, according to their clinical needs. This should include 
the review of the outlier policy and the consistent application of bed management and escalation policies and processes designed to ensure 
that stroke and cardiology patients receive prompt and appropriate care and treatment. 

MD 17 Extension of Stroke Specialist Nursing service to 24/7 31/12/16 
 
 

Complete 
 

There has been a sustained improvement 
in the care of patients on the stroke 
pathway with over 80% of patients now 
being admitted to the specialist stroke 
ward within four hours and, therefore, 
achieving over 90% of their stay in this 
specialist area.    

 
 

Analysis of all breaches of stroke patients not being 
admitted to the Stroke Unit within four hours to inform 
improvement actions 

31/05/16 
 

Complete 
 

Strict enforcement of the protected bed policy for Stroke 31/05/16 
 

Complete 
 

MD34 Review of the bed complement allocation for specialty 
and activity with consideration of how care of the elderly 
wards could be configured to mirror locality based 
arrangements outside of hospital 

31/07/16 Complete  
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MD18 Take immediate steps to ensure that the backlog of patients awaiting cardiology procedures is eradicated. 

MD 18 Continue to utilise private provider for cardiology cases Completed 
 

Complete  Initial improvement in numbers of 
patients awaiting cardiology procedures 
has not been sustained, despite the 
continued use of a private provider and 
the protection of beds.  Review of 
capacity and demand has indicated a 
need for increased Consultant staffing 
and this is being pursued. 

Redesign of Cardiology Service to maximise day case 
capacity 

30/09/16 
 

Red 

Strict enforcement of the protected bed policy for 
Cardiology 

31/05/16 
 

Complete  

MD 20 Provide care and therapy to patients to enable them to receive an enhanced recovery from orthopaedic surgery. 

MD 20 Complete recruitment to Early Supported Discharge 
(ESD) Team 

30/09/16 
 
 

Green 
Recruitment to additional therapy staff to 
provide enhanced recovery from 
Orthopaedic surgery has been completed 
and the service will be fully operational 
from this month. 

Implement 7 day working at both RCHT and St Michaels 30/06/16 Complete  

MD 21Improve bed management for elective surgery patients to ensure it is meeting the needs of all patients needing surgery in a timely, safe 
and responsive way. 
 
MD 22 Ensure all patients whose surgery is unavoidably cancelled are treated within 28 days of their cancellation. 

MD 21 
 
MD 22 

Further increase elective surgical activity at Michael's 
Hospital 

30/09/16 
 
 

Complete 
Elective capacity has been increased at 
both St Michaels and West Cornwall 
Hospitals.  The number of cancellations 
due to bed availability has declined and 
work is now focusing on reasons for 
cancellation other than bed availability.  
The overall trend line is improving, 
although the number of 28 day re-
booking breaches is not yet at zero. 

Maximise the use of Surgical facilities at West Cornwall 
Hospital 

30/09/16 
 

Green 

 Develop a 23 hour short stay surgical facility at Treliske 
site 

30/09/16 
 

Complete  

MD 23 Ensure the access and flow of patients in the rest of the hospital reduces delays from critical care for patients admitted to wards. 
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Reduce the risks of this situation not enabling admission of patients when they need to be, or being discharged too early in their care. Reduce 
the unacceptable number of patient discharges at night. Ensure staffing levels safely support all commissioned beds. Reduce occupancy levels 
in critical care to recommended levels. 

MD 23 Increase critical care bed capacity to 10 level 2 and 7 
level 3 beds 
(staffing levels addressed in MD 18) 

30/09/16 Green 
Critical care bed capacity is being 
increased in a phased manner as staffing 
levels are increased, with further 
increases planned over winter 2016/17.  
Challenges within patient flow continue to 
impact on the ability to discharge 
patients, however, there is a focus on not 
discharging patients at night. 

MD 28 Ensure that patients considered to be need of end of life care have the designated documentation completed. 
 
MD 24 Ensure that all patients personalised end of life wishes are discussed and recorded. This should include their preferred place of dying 
and any spiritual needs. They should ensure that a patients unmet emotional needs are identified and discussions with patients and relatives 
around end of life wishes are appropriately recorded. 

MD 28 
 
MD 24 

Implement redesigned end of life care documentation 
with training from end of life care facilitator 
 

31/08/16 Amber Revised end of life care documentation 
has been introduced on the seven wards 
where deaths most occur with full 
implementation expected December 
2016.   
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MD 25 Take further action to reduce the number of clinics that are cancelled for avoidable reasons 
 
MD 33 Ensure the outpatient improvement board is effective in addressing the challenges to ensure patients have timely access to first and 
follow up outpatient clinics for all specialities and that clinics are run and booked to reduce cancellations. 
 

MD 25 
 
MD 33 

Dedication of a service improvement team to the 
Outpatient Improvement activity 

31/12/16 Complete The oversight of improvement in this area 
is being managed through the Outpatient 
Improvement Board chaired by the Chief 
Operating Officer.  The booking tool 
implementation is delayed by one month 
only. 

Centralisation of Outpatient Leadership arrangements 31/12/16 Green 

Implementation of an electronic booking tool 31/12/16 Amber 

Implementation of an electronic roster system for Doctor 
unavailability planning 

31/12/16 Complete 

Role and membership of OP Board to be refreshed for 
enhanced leadership 

31/12/16 Green 

Chief Operating Officer to Chair the OP Board 31/12/16 Green 
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Requirement Notice: Regulation 12   
 

 

Ref 
and 
overall 
RAG 
rating 

Action  Completion 
Date 

Action RAG 
rating 

Commentary 

MD 1 Ensure all patients are clinically assessed by a competent member of staff within fifteen minutes of arrival in the emergency department. 

MD 1 Band 7 Shift Coordinator to be consistently in place for 
overview of triage times to proactively respond to spikes 
in demand.   

31/05/16 
 
 

Complete Compliance with triage times has 
improved and although the target of 95% 
of patients triaged within 15 minutes is 
still to be met, average triage times 
continue to decrease and are below 15 
minutes. Fully embed the Rapid Assessment and Treatment 

Model 
31/07/16 Amber 

MD 2 Ensure deteriorating patients are recognised and treated quickly and are monitored effectively in the emergency department. 
MD 6 Ensure patients’ pain is assessed on arrival in the emergency department, treated quickly and re-assessed regularly 

MD 2 
 
MD6 

All ED nursing staff to receive further training in 
recognition of the deteriorating patient. 

31/07/16 
 

Amber Monthly training for staff in recognition 
and rescue of the deteriorating patient 
continues due to recent recruitment.  
Monitoring of use of early warning and 
pain scores shows continued 
improvement which has been sustained 
during periods of increased activity 

Additional weekly 'sense check' audit to be carried out 
and feedback to staff at governance meetings. 

Completed 
 
 

Complete 

Introduction of E-Obs systems 31/12/16 Green 
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MD 3 Ensure staff are trained to recognise sepsis and that sepsis guidelines are followed in the emergency department. 

MD 3 A training programme for recognition of sepsis and the 
deteriorating patient will be delivered to all staff  

31/07/16 
 

Complete Improvements in practice continue to be 
affected during times of high activity 
within the Department.  Funding has 
been made available for enhanced IT to 
support early identification of sepsis 
patients.   

A patient group direction for antibiotic administration will 
be introduced 

30/06/16 
 

Complete  

Sepsis session on Junior Doctor Induction Programme 10/08/16 Complete 

MD 5 Ensure there are systems in place to prevent repeat doses of medicines being given in error in the emergency department. 

MD 5 All prescribers will be instructed by the Clinical Director 
to only prescribe using EPMA (the Trust's electronic 
system).  This will include all locums and new starters 
with immediate effect. 

Completed 
 
 

Complete  
Controls on training and revised paper 
records have ensured that electronic 
prescribing systems are being used 
100% of the time in the Emergency 
Department. 

All staff will complete EPMA training before starting work 30/07/16 Complete  

MD 31 Ensure the effectiveness of the isolator used for blood labelling used in nuclear medicine are monitored and that this equipment is 
maintained. 
MD 32 Ensure that the environments where diagnostic testing takes place are adequately maintained so as to enable adequate 
decontamination to occur. 

MD 31 
MD 32 

The white cell labelling isolator in Nuclear Medicine was 
serviced on 1.2.16 and leak tests are performed weekly 

Immediate 
 

Complete  
Environmental and equipment 
improvements have been completed in 
the Nuclear Medicine Department. 

 

The environment in the Discovery 670 gamma camera 
room has been made good – the walls have been 
repaired and painted. 

MD 19 Continue to take steps to reduce the incidence of avoidable harm as a result of falls 

MD 19 Revision of the daily ward safety briefing to ensure 
patients most at risk of falls are identified 

30/06/16 
 

Complete  The rate of falls has been within target 
and below national average until October 
2016.  Targeted support is in place for 
wards identified with higher likelihood of 
falls. 

Focused intervention plans for patients with dementia 
and delirium supported by the Admiral Dementia Nurse 

31/07/16 
 

Complete  
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Continue to implement the falls prevention plan 31/12/16 Amber 

 

Requirement Notice: Regulation 13 
 

MD 26 Ensure critical care staff have sufficient understanding of the Deprivation of Liberty Safeguards so practice meets both the law in this 
regard and trust policy. 
 

Ref and 
overall 
RAG 
rating 

Action  Completion 
Date 

Action RAG 
rating 

Commentary  

MD 13 All critical care staff to receive further update on 
deprivation of liberty safeguards 

Immediate Completed 
Further training on Deprivation of Liberty 
has ensured that mental capacity 
assessment and recording is in line with 
policy for all critical care patients 

 

Requirement Notice: Regulation 17 
 
The Trust Must: 

 

MD 8 Ensure systems and process for quality monitoring and governance in the emergency department operate effectively to identify risk. 
Results from clinical audits must be reviewed and lead to changes in practice to improve patient safety. Performance data must be collected 
and discussed at relevant governance meetings. 

MD 8 Evidence discussion of performance data and actions 
arising in governance meeting minutes. 
 
An audit log and review of associated action plans will 
be a standing agenda item commencing from the next 
governance meeting 

30/06/16 Complete  Governance framework fully implemented 
and operational within the department. 

MD 27 Take effective action to transform how midwives are supported and embed an open, honest, and transparent culture across the 
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maternity services. 

MD 27 External maternity culture review commissioned to 
inform further actions 

31/07/2016 Complete The review has been completed and staff 
are now being consulted on the outcome 
to enable full staff contribution to the plan 
for improvement. 

Implement recommendations from external review March 2017 Green 

MD 29 Ensure that Do Not Attempt Coronary Pulmonary Resuscitation part of the Treatment Escalation Plan is completed when required and is 
signed by the appropriate person and that assessments about patients mental capacity are completed when required and that the reasons for 
the decisions are accurately recorded. 

MD 29 Trust-wide programme of education on use and 
completion of TEP (Treatment Escalation Plan) 

31/11/16 Complete Improvement in full completion of 
Treatment Escalation Plan (TEP) 
procedures has been achieved through 
the education programme. 

MD 30 Ensure that patient records are stored securely. Patient confidentiality must be maintained in accordance with the Data Protection Act 

MD 30 Review of all outpatient and office locations where 
notes may be stored with bespoke actions by location 
included in Information Governance improvement plan 

30/06/16 
 
 
 

Complete Regular monitoring of compliance in non-
ward based areas is in place to provide 
on-going assurance to the Information 
Governance Committee.  

Provision of secure bins for confidential waste items 30/10/16 Complete 

 

Requirement Notice: Regulation 18 
 

 

Ref and 
overall 
RAG 
rating 

Action  Completion 
Date 

Action RAG 
rating 

Commentary 

MD 4 Ensure patients presenting to the emergency department are not re-directed to primary care services before being assessed by a 
competent member of clinical staff. 

MD 4 Instruction to all ED reception staff re not re-directing 
issued. 
 
A guideline for redirection of patients at triage has been 
developed 

Immediate Complete  Audit of practice and compliance to policy 
has shown the guideline to be fully 
embedded 
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Ref and 
overall 
RAG 
rating 

Action  Completion 
Date 

Action RAG 
rating 

Commentary 

MD 9 Take action to improve substantive staffing levels across the clinical divisions and reduce reliance on temporary staff who may not be 
suitably skilled or experienced. This will reduce the risk that patients’ care and treatment is delayed or compromised. Also ensure nursing staff 
levels enable managerial staff to fulfil their responsibilities. 

MD 9 Extend Kernowflex hours of operation to 7 days  Action 
complete 

Complete  Use of agency nursing staff has reduced 
since April 2016.  Safe staffing across the 
clinical divisions is assured through 
twice-daily staffing review meetings 
utilising a nationally recognised electronic 
acuity and dependency system. 

International recruitment programme to continue to be 
implemented 
 

31/09/16 Amber  

Local recruitment days to be continued 1/10/16 
 

Complete 

Non-Ward based nurses to be rostered for clinical 
activities 

31/10/16 
 

Amber 

Include 5 ‘Must do’ checklist to local induction for 
agency nurses 

Immediate Complete 
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MD 11 Must ensure there are sufficient numbers of medical staff in obstetrics and gynaecology and the emergency department to provide care 
and treatment to patients in line with national guidance. 
MD 12 Ensure there are sufficient staff in the clinical decision unit and children’s emergency department. 

MD 11 
 
MD 12 

Re-launch ED recruitment including overseas 
advertising 

30/06/16 
 

Green The ED medical and nurse staffing 
models have been reviewed and adapted 
to meet activity requirements.  
Recruitment to ED Consultant staff is on-
going and locum staff continue to be 
used to ensure safe staffing levels. 

Recruit to Obstetric Consultant post 31/11/16 Green 

Review of workforce model and leadership roles in ED 31/07/16 Complete  

MD 13 Take action to ensure that all staff are supported and enabled to undertake regular mandatory and professional training. 

MD 13 Prioritisation of areas where compliance has been 
below 50% and individual staff over one year out of 
date through line management. 

30/06/16 
 
 
 

Complete  Training compliance levels have 
improved but are not yet reaching the 
Trust target.  Compliance continues to 
receive close oversight by the Executive 
and Senior Management Teams to 
ensure continued improvements can be 
made and sustained. 

Implement policy for withholding non mandatory study 
leave if non- compliant with mandatory training 
requirements. 

31/08/16 
 
 

Complete 

Strengthen oversight of statutory, mandatory training 
topic areas at Divisional Performance review 

30/06/16 Complete  

Focused improvement programmes and trajectories for 
safeguarding, infection control and health and safety 
training 

30/09/16 
 

Complete 

Personal invitations to non-compliant staff to book onto 
training 

30/06/16 Complete 
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MD 15 Ensure that staff receive regular supervision and performance appraisal in all divisions. 

MD 15 Prioritisation of areas where compliance has been 
below 50% and individual staff over one year out of 
date through line management. 

30/09/16 
 
 
 

Completed Appraisal compliance in November 2016 
has reached the highest level for three 
years although is not yet at the Trust 
target of 100% of eligible staff.   
 
Achievement of the Trust target 
continues to receive Executive level 
oversight. 

Implement policy for withholding non mandatory study 
leave if non-compliant with appraisal. 

31/08/16 
 
 

Completed 

Undertake monthly cross-check of appraisal  
compliance data quality 

30/06/16 
 

Completed 

Personal invitation to staff for non-compliant staff 30/06/16 Completed 

MD 16 Ensure that staff who set up syringe driving equipment are appropriately trained. 

MD 16 Ensure 24/7 access to syringe driver training through 
medical device training and site team 

Immediate 
 

Complete  

Further syringe driver training programme following 
training needs analysis 

30/09/16 Complete 

MD 10 Strengthen the nursing levels and reduce the number of agency staff used in critical care to reduce pressure on substantive staff. 
Alongside this, ensure there are full time managerial supernumerary roles, including the role of the clinical nurse educator, in line with the 
recommendations of the Faculty of Intensive Care Medicine Core Standards. 

MD 10 Agree funding to increase establishment to include a 
clinical nurse educator and 2 band 6 nurses per shift in 
a supervisory capacity; this is in addition to the Band 7 
Sister posts being supervisory. 

30/06/16 
 
 
 
 

Complete Staffing is now in line with the core 
standards.  Agency staff continue to be 
used as necessary to ensure safe staffing 
whilst recruitment to permanent posts 
continues.   

Permanent staff recruited to the additional posts to 
support the increased bed establishment. 

31/10/16 Amber  

MD 14Ensure staff working with children in the outpatients and diagnostic services are adequately trained in safeguarding children level three 
as recommended by the intercollegiate guidelines published by the Royal College of Paediatrics and Child Health in March 2014. 
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MD 14 Refresh training needs analysis to ensure that the 
correct level of safeguarding training has been applied 
to their roles. 
 
Bespoke in-house training programmes to continue to 
run in 2016 

31/11/16 Green Full compliance is expected by the action 
completion date. 
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Appendix II 

System wide actions agreed at Quality Summit 
 

Ref Action  Responsibl
e 
Organisati
on Lead 

Completion 
Date 

Progress update 

HS 
MD 1 

Complete and act on modelling of 
capacity requirements across all 
elements of the Stroke Pathway 
to enable timely onward care 
transfer of stroke rehabilitation 
patients  

Kernow 
Clinical 
Commission
ing Group 

31/10/16  Health System Task and Finish Group established to assess 
options for the optimal configuration of out of hospital stroke 
care provision, to include increasing discharge capacity and 
also stoke rehabilitation bed capacity at Bodmin Hospital 

 Stroke Pathway Board Terms of Reference being refreshed, to 
focus on; 

o Stroke care provision and atrial fibrillation 
o TIA 
o Post stroke re-enablement services 
o Operational Flow 

HS 
MD2 

Delivery of the work streams 
within the Cornwall System 
Resilience Group (SRG) demand 
management work stream with 
particular focus on: 

 Integrating 111 and Out of 
Hours 

 Reducing Care Home 
Admissions 

 Implementing Right Care 
Pathways 

Kernow 
Clinical 
Commission
ing Group 

As per work 
stream dates 

 A&E Delivery Board has replaced the Cornwall System 

Resilience Group 

 CEOs from each organisation are members 

 Accountability and actions have been agreed and allocated 

to all members of the group particularly focussing on 

demand pressures and winter planning 

HS 
MD3 

Implement a process for hospital 
contact with GP practice for 
emergency admissions patients  
  

Royal 
Cornwall 
Hospital 
NHS Trust 

31/08/2016 
 

 This action has been re-focused on frailty patients.   

 The live frailty register has been adjusted to highlight the 

frequent readmission frail cohort of patient. Specialist frailty 

nurses are new nurses along with our two frailty specialist 

nurses are targeting this cohort of patients in the Emergency 



 

19 
 

Department and Medical Assessment Unit, making contact 

with community staff – General Practitioners and 

Community Matrons to put recommendations in place for 

future admission avoidance (where appropriate). Impact 

assessment of this and other frailty pathway interventions 

will be monitored through the Acute Frailty Network Group, 

reporting to the Patient Flow Board. 

HS 
MD4 

Develop and implement a 
programme of awareness 
sessions for staff on services to 
raise awareness of ‘Home First’ 
philosophy and support prompt 
discharge of patients 

Royal 
Cornwall 
Hospitals 
NHS Trust 

30/08/2016  A series of workshops were held in September, aimed at 

OTs and Physiotherapists to improve awareness of the 

Home First philosophy. 

 Safer Care Bundles, within which the ‘Home First’ principles 

are included, continue to be rolled out across the Trust and 

a further series of workshops are being held during 

December. 

 The Choice Policy is being reviewed by all partners to 

amplify the Home First principles with the aim of ensuring all 

staff are clear on the expectations on this changed approach 

to planning and delivering care. 

 


