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Minutes of the Trust Board Meeting in Public of the Royal Cornwall Hospitals NHS Trust held on Thursday 7 June 2018 at 
12.30 in Room G09, Knowledge Spa, Royal Cornwall Hospitals NHS Trust 
____________________________________________________________________________________________________
Present:  

Mairi McLean  (Chairwoman) Acting Chairwoman 
Catrin Asbrey   (CA)  Director of HR and OD 
Mark Daly  (MD)  Medical Director 
Paul Hobson   (PH)  Non-Executive Director 

Thomas Lafferty  (TL)  Director of Corporate Affairs  
John Lander   (JL)  Non-Executive Director 
Sally May  (SM)  Chief Finance Officer 

Ethna McCarthy   (EM)  Director of Strategy and Business Development  
Rab McEwan   (RM)  Chief Operating Officer 
Kim O’Keeffe   (KOK)  Chief Nurse 
Sarah Pryce   (SP)  Non-Executive Director  

Margaret Schwarz (MS)  Non-Executive Director 
Kate Shields  (KS)  Deputy Chief Executive (items 1 to 9) 
 

In Attendance: 
Jane Urban   (JU)  Interim Head of Midwifery (Item 3) 
Trudy Roberts   (TR)  Clinical Matron for Maternity (Item 3) 
 

1. Welcome & Apologies for Absence 
 

a. The Chairwoman welcomed all  present to the meeting. 
 

b. The Chairwoman advised that she had been appointed as Interim Chair following the resignation of Mr Jim McKenna.   
 
c. The Chairwoman noted that no apologies for absence had been received. 

 
2. Register of Board Member Interests 
 
a. The Board received the Register of Board Member Interests. 

 
3. Patient Story 
 
a. The Board received a presentation relating to a complaint and a shared learn ing opportunity for maternity. Key 

themes from the complaint related to communication pre-birth information, partners staying overnight, care 
assisting a new mother with twins, equipment monitoring in the community, being discharged too early and care 
provision not being personalised.  Following the Trust’s response to the complaint, the family had fed back to the 

Trust that the response had been thorough and compassionate. 
 

b. TR noted the substandard environment on the post-natal ward and outlined a number of improvements that had 
been made. JU provided some details of the difficulty that staff experienced as a result of the age and layout of the 

Princess Alexandra Maternity Wing (PAMW) which was not designed to deal with current demand. There was 
discussion on the development of the Strategic Outline Case (SOC) for the new maternity build.   

 

c. The Chairwoman thanked JU and TR for attending and providing details of the patient story.  
 
4. Minutes of Previous Board meeting 
 

a. The minutes of the meeting held on 3 May 2018 were APPROVED as a true and accurate record, subject to MD 
providing revised wording (for incorporation into the minutes) relating to the work he undertook on behalf of the 
Royal Devon & Exeter NHS Foundation Trust.   
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5. Matters Arising 

 

a. The Board received the Action Log arising from the last meeting and each action was reviewed in turn. 
 

b. Regarding 3a, and the number of elective cancellations, RM advised that this item related to capacity lost over the 
winter months as a result of emergency activity. 300 elective operations had been cancelled in January, February and 

March compared to the same time the previous year which was 5% of normal elective capacity. 
 
c. In relation to 4e, and national breast screening, RM advised this had been discussed at QAC.  Teams had responded 

well to the additional demand in the breast screening service as a result of the national recall  programme. All  

outstanding screening would be completed by October. The Trust had proceeded at risk as it had been assured that 
national funding would be received from the Department of Health (DoH).  In relation to additional cost for the Trust, 
this would range between £100-200k.  

 
d. In respect of 7d, and the incorporating of the views of patients into the business case relating to the PAMW 

development, KOK provided details of a ‘Whose Shoes’ event that had occurred.  The outcomes from the event were 
displayed within the entrance of PAMW.   

 
e. For 7j, and national benchmarks being used for key quality KPIs, MD advised that information had been included 

within the incident report.   

 
f. In relation to 7l , and an improved RTT trajectory, RM reported that the Trust had engaged the assistance of the NHS 

Intensive Support Team who had helped regarding scheduling within theatres.  This should result in an impact on RTT 
performance and 52 waits.  Recovery work was continuing within specialties for RTT 52 week waits.   

 
g. In respect of 7p, and system wide flow KPIs, revised KPIs and a winter performance dashboard was due to be 

received by the A&E Delivery Board.  
 

h. For 7g, and data collection processes, SM would ensure that IPR graphs were updated to show ‘breaks’ where there 
had been a change in data calculation for any KPI . 
 

Action: SM 
 
i . In relation to 8d, and resourcing the Culture & Leadership and Communications & Engagement workstreams, a 

review of the Trust’s communication and engagement functions had been completed and a draft proposal would be 

received by the Executive Team at the end of June.  Information would be brought to the Trust Board in due course.     
 
j. In respect of 10c, and the Trust’s stroke mortality position, MD advised that the report from a Royal College review 

was due shortly so that a proposal could be compiled and received by the Trust Management Group and then the 

Quality Assurance Committee in June.   
 
k. In respect of 11c, and fines against quality KPIs, MD confirmed that no potential fines were due from the KCCG so he 

would ensure that future incident reports were amended to reflect this. 
Action: MD 
 

5i. Sepsis Management Report 

a. Concern was expressed regarding sepsis performance and the decrease in  IV antibiotics being given within the hour 
for inpatients, as well as screening for inpatients.  MD advised that there was a need to accurately record information 
in the patients’ notes and on their discharge summary.  MD reported that work had been ongoing with the Lead 

Sepsis Nurse and ED staff to improve compliance and detailed the introduction of a new IT platform which would be 
in place from September 2018.   
 

5ii i . Quality Accounts – Delegated Authority 

b. KOK advised that the Quality Accounts were due for publication at the end of June.  Delegated authority was 

requested for approval to be provided by QAC.  This was APPROVED.   
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5iv. NHS Provider License Self-Certification 

 TL briefed the Board on the sel f-certification required against the Provider Licence following discussion initially held 
at an extraordinary Trust Board meeting.  TL advised that approval to the G6 licence requirements had been obtained 
via the e-governance process.  In relation to FT4, the majority of Trust Board members had confirmed agreement but 
JL had raised some valid points required to be addressed.  TL would liaise with JL to update and then recirculate the 

document for Trust Board approval.  
 Action: TL 
 
6. Chairwoman’s Report 

 
a. The Chairwoman advised that Mr Jim McKenna had resigned in order to focus more fully on his Council and 

Councillor duties.  Thanks were extended to Mr McKenna for his work since his appointment to the Trust in January 

2017.  
 

b. In relation to meetings and events, PH advised that he had attended the opening ceremony for the CT scanner at 
West Cornwall Hospital (WCH) and the opening of the hybrid Gamma Camera at RCH. 

 
c. The Chairwoman shared details of a letter received from a patient providing gratitude following a recent ankle 

fracture.  The patient had fed back how kind, efficient and effective the staff involved in his care were.   

 
d. Two NEDs had now concluded their tenure with the Trust and a recruitment process was in place and the 

Chairwoman would provide updates at future meetings.   
 

e. The Chairwoman advised that a questionnaire regarding how to better involve the public attending Trust Board 
meetings had been circulated to members of the public in attendance and she would welcome this being completed 
and returned.   

 

7.  Chief Executive’s Report 
 
a. The Board received the Chief Executive’s Report. 

 
b. KB advised that the National Guardian’s Office (NGO) had visited the Trust in May 2018 to undertake a review of the 

Trust’s Freedom to Speak Up process. The review focused on the Trust’s performance as an employer and how it 
l istened and responded to staff who highlighted concerns.  KB reported that she had been heartened by the informal 

feedback received by the NGO team.  There was a need for the Trust to util ise fu lly the feedback within the report 
once received.  
 

c. In relation to Emergency Care Access standards , KB advised that the Trust had achieved spectacular turnaround 

performance in ED.  It had been over 5 years since the 4-hour access standard had been met for a whole month, and 
this had been due to the tremendous response from staff and partners in the wider system who had worked 
together to improve patient flow.  Although some difficulties had been experienced over recent weeks , the Trust was 

committed to regaining control, whilst noting that it was at the beginning of the summer influx of visitors to 
Cornwall.  

 
d. KB reported that CA had resigned and would be leaving the Trust at the end of June.  CA had worked in the Trust for 

18 months. KB noted that CA had made a substantial difference to the Human Resource service and thanks were 
extended to CA for her hard work.  The Trust Board wished CA well in her new role.  

 

8. Trust Quality Improvement Plan 
 
a. The Board received an update on the progress of the Trus t Quality Improvement Programme.   
 

b. In presenting the report, KS reported that an update on each of the workstreams had been undertaken through the 
Quality Improvement Delivery Board (QIDB).  
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c. In relation to strong governance, KS noted that the number of open incidents had reduced from 2,000 to 700.  There 
was a need to ensure that this position was maintained and good practice was embedded. Duty of Candour 
compliance required further work as only 18% compliance had been achieved. This was a legal requirement and the 
Trust needed to achieve 100% by the end of June.  KOK and MD had issued a letter to all  professional staff reminding 

them of their accountability.   
 
d. In relation to tackling delay, the ophthalmology backlog continued to grow.  A further analysis was required to ensure 

the safety of patients was maintained following two further SIs reported for April  2018.  In relation to 

Ophthalmology, assurance was sought by SP that the root cause of problems was being determined. KS  reported that 
a ‘deep dive’ review was being undertaken. The review comprised 3 parts; the first was to obtain a clear 
understanding of the risk in ophthalmology for patients waiting for follow up appointments (clinically led), the 

second would focus on implementing a fail -safe booking mechanism process  and the third was a capacity and 
capability review at a Cornwall and Isles of Scil ly level.   

 
e. Accountability of staff was discussed, particularly in relation to Duty of Candour compliance, and SP sought assurance 

that steps were being taken to support staff in a non-punitive way.  KS advised that staff are encouraged to report 
Duty of Candour on Datix and triggers were being implemented, and systems and processes improved.  The Board 
discussed the need for cultural change and reference was made to the leadership programme (LEAD) which focused 

on developing managers and their styles. 
 
9. Integrated Performance Report 

 

c. The Board received the Integrated Performance Report 
 
Quality: 

d. With regard to infection control performance, KOK reported that there had been 5 cases of C difficile reported and a 

further 4 for the month of May giving a total of 9 (annual tolerance was 22).  A C difficile recovery plan had been 
devised.  KOK provided further information on the steps being taken to review patients and, in particular, antibiotic 
management.  

 
e. KOK reported that a lead from NHSI/E would be visiting the Trust to talk about E-Coli and a ‘fresh eyes’ approach in 

due course. There would be a review of training, particularly looking at antibiotic prescribing by junior doctors and 
high risk patients. A SIGHT poster had been displayed across wards and departments (Suspect, Isolate, 

Gloves/Aprons, Handwashing, Testing) to remind staff of the key requirements for reducing infection.    
 

f. KOK advised that in relation to complaints all  but one (complex case) had been acknowledged within 3 working days.  
Over recent months Divisions had focused on SIs so this had resulted in only 38% of complaints being answered 

within 30 days which was unacceptable.  A strong message had been given that complaints must be responded to on 
time and the flow of responses to KOK had since increased. Assurance was sought that there was appropriate 
complaints resource.  KOK confirmed that additional staff had been recruited to the central and divisional teams.   

 
g. The FFT response rates for ‘Emergency’ and ‘Birth’ remained below target so greater focus was needed.  

Inpatient/day case responses had achieved the highest results wi th 25% in quarter 1. 
 

h. Pressure ulcer performance continued to be below the national average. The Trust saw the lowest performance in 
April  since working with the National Collaborative.   

 

i . The position with regards to mortality and the Trust remaining under the national average was noted.  The rates for 
weekday and weekends had slightly deteriorated. Further work would be undertaken in order to improve the Trust’s 
position.   

 

j. The Trust remained an outlier in relation to acute cerebrovascular disease. An external peer review report was 
awaited.  The Trust would be creating a hyper acute stroke unit. There had been no further increase to the position 
relating to cardiac arrests.  Acute physicians are l iaising with teams regarding escalation plans.   

 

k. Operational Performance: 
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With regard to operational performance, RM reported that progress had been made on emergency care flow and this 
had been a whole system effort supported by the excellent work of clinical and management teams.  In terms of 
metrics, crowding had reduced in ED during April  as a result of improved patient flow.  Ambulance handover and the 

times for patients to be seen and treated had also improved.  There had been a reduction in ED performance in May 
(93%) compared to April  (97%) as a result of pressure within the system which had continued into June.   
 

l . The Trust had undertaken more elective work as a result of the result of the improvement with emergency 

performance.  Delayed transfers of care were at 5% in April  compared to 8 -9% for the same month in the previous 
year.   
 

m. All stroke access indicators were achieved as a result of improved patient flow. Cancelled operations on the day 

reduced to 28 where this had previously been between 50-60 per day.  There was only one cancellation dur ing April  
due to the lack of availability of a critical care bed. 

 

n. In relation to diagnostic and inpatient RTT performance, this had not improved as anticipated and remained under 
plan. The 18 week backlog did not increase. The 52 week wait performance had reduced from 234 to 202 and there 
were also some signs of improvement in respect of the elective programme.   

 

o. PH sought assurance that system partners continued to operationally support the Trust to deliver what was required.  
RM advised that the Council was in the process of making improvements so that people could be cared for at home 
as the aim was not to use care home capacity when it can be avoided.  Additionally care home capacity had been 

increased over recent months.   
 

p. PH sought clarification on why theatre activity had reduced from 73 per working day in April  2018 compared with 76 
in April  2017, particularly when the Trust had improved the position with regards to patient flow.  RM explained that 

work with the Intensive Support Team had included refining scheduling theatres activity.  
 

q. PH asked about progress in relation to equipment tracking and EM advised that RFID had been rolled out according 
to plan in relation to larger items of kit. The next phase would look at smaller items of equipment.  

  
r. TL asked whether running Gold Command for a long period had desensitised its impact and attributed to the current 

flow issues.  RM advised that different people were now involved and Gold Command needed to continue a while 

longer whilst the appropriate ‘trigger and thresholds’ are determined.  The aim was to avoid stepping up from Bronze 
to Gold in the future.  An escalation framework was being devised and would be received by the A&E Delivery Board 
shortly.  The Trust was currently operating an OPEL level 3.   

 

s. The Chairwoman acknowledged the improvements made to date as a result of Gold Command and asked whether 
there was a correlation in the dip in performance during May and half term and this was confirmed.  RM explained 
that the arrangements for staffing during half term had been a contributing factor, together with poor performance.  
It was agreed that proactive planning for key holiday seasons needs to occur at all  times.  KB sought ass urance that 

with the August Bank Holiday approaching planning was being made to ensure there was appropriate staff cover and 
assurance was given by RM.  It was noted that the introduction of the medical e-rostering system would ensure that 
the management of leave Trust wide was more robust in future.   

 
t. JL requested that in relation to graph 57 (RTT waits for incomplete pathways ) there was a trajectory l ine which 

showed the Trust’s planned target so that it could monitor performance. RM advised that he was happy to update 
the graph for the Board or discuss further the Finance Committee.   

Action: RM 
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Finance: 

u. SM advised that the Trust was in a position where its plan had been agreed with NHSI.  This was a deficit of £11.9m 
with a CIP programme of £12m which was 3% of the total programme.  A £5m allocation for service developments 
was available and decisions were being made on what was critical to promote improved financial planning and 
quality improvement to services. The Trust was off target at Month 1 and CIP performance was lower than 

anticipated and a different approach with the Divisions was being taken with the first of many workshops held. The 
Trust was in its first year of a block contract with KCCG so in respect of income levels this would allow results to be 
delivered. The Trust remained on a Payment by Results (PbR) contract with NHS England.  JL highlighted an error 
within the executive summary of the report which referred to £4m so SM would arrange for this to be amended.  

Action: SM  
 
Our People: 

u. CA reported that work continued to improve the vacancy position which involved an international recruitment 
campaign.  The Trust had made and accepted 23 offers for clinical fellow posts.  There were some gaps in T&O but 
better coverage in ED and ITU.  Further adverts would be placed to close the existing gaps. 

 

v. The appraisal compliance rate had increased last month and for May was 77.1%; there was a trajectory of 95% which 
needed to be achieved by November.   

 

w. A new induction programme was anticipated to be in place for July 2018.  This would reduce the time that individuals 
had to attend from three days to two or possibly one.  The aim was to introduce an electronic system within the next 
three months which would allow people to be inducted prior to commencing their employment with the Trust.   

 

x. PH sought clarity on why there had not been greater improvement to the number of staff working full  time.  CA 
reported there had been high sickness during the winter and that there had been a decrease in the medical vacancy 
gap. CA advised that April  agency spend had been reduced. It was noted that the Operational Workforce Group and 
Finance Committee discussed agency expenditure in detail.   

 
Partnerships: 
y. EM advised that the Trust had submitted its Operational Plan and it was consistent with the shared priorities through 

the Shaping our Future (SOF) programme.  The focus was the implementation of new models of care.   
 

z. The goals for Research and Development (R&D) had been reset.  MS asked whether information on the 111/OOH 
contract could be shared with the Board.  EM advised that this had originally been included so it could have been 

removed in error.  It was noted that performance on this contract was good and was reviewed monthly by the 
Finance Committee.  EM would ensure that KPI information was inserted into the next IPR report.  
Action: EM 

 

10. Ward Accreditation 
 
a. The Board received and noted the contents of the Ward Accreditation report. 

 
b. KOK advised that the framework measured the fundamentals of nursing care as well as quality and safety.  ASPIRE 

focussed on staff engagement as a vehicle to improve the standard of care that patients receive. There are 20 
standards and five themes, but it encompassed by the three key pil lars of the Trust’s Quality Improvement 

Programme, as well as l inking to the Trust’s values regarding standards and expected behaviour.  ASPIRE is a peer 
review system so individual areas cannot review themselves. From July Board members would be teamed up with an 
area for 6 months to allow relationships to be built.  By the end of June all  wards would have been accredited once.  

All  teams on the wards will  be observed for compliance with the relevant standards such as infection. The Board 
noted the contents of the report.   

 
c. JL referred to the last sentence under the conclusion section of the report and asked about timeframe and cost.  KOK 

advised that this was an in house programme developed with ASPI RE and roll  out would be in July with no financial 
implications.  
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d. MM asked whether any negative responses had been received to the change in the programme and KOK advised not 

presently.  The Trust would be maintaining QEWS and ASPIRE together whilst all  practice was observed.  KOK advised 
that the programme had been well received within the Trust. 

 
10. NHS Resolution: Maternity Action Plan 

 
a. KOK reported that two years ago the DoH had set a challenging ambition to halve the rate of stil lbirths, neonatal an d 

maternity deaths, and brain injuries that occur during or soon after birth by 2030.  The aim was a 20% reduction by 
the year 2020. It had been identified that the Trust needed to meet 10 key reductions in order that its Clinical 
Negligence Scheme for Trusts (CNST) maternity contributions could be decreased.  

 
b. JL asked whether as part of the cost improvement programme some savings could be built in.  SM advised that this 

would be incorporated as a cost saving when it was defined.  Any anticipated savings would be within three to four 
months of the submission and the premium would be applied during 2019/20. 

 
c. SP referenced the prior issues identified by the CQC pertaining to maternity and asked what assurance could be 

provided that achievement of the 10 categories was sustainable and real. KOK advised that compliance was reviewed 

at the Divisional Governance meetings and bi monthly by the Clinical Director, Associate Director and Head of 
Midwifery.  KOK would exception report slippage against compliance to the People and OD Committee, QAC and the 
Trust Board.   

 

d. The Trust Board approved the paper and the submiss ion of evidence to NHS Resolution. 
 

12. Incident Report 
 

a. The Board received a report which summarised the themes, trends and outcomes arising from recently reported 
incidents. 
 

b. MD reported on the main themes of the report advising that the national benchmark profile discussions in relation to 
pressure ulcers was ongoing as different applications were used by Trusts.   

 
c. Falls had reduced in April  2018 and clinical assessment and treatment incidents had also reduced for several months 

in a row. There had been no Never Events and SIs had also reduced. An incident closedown was due to be 
undertaken so it was anticipated the numbers may peak in June as a result of this process.  The Trust had undertaken 
some benchmarking in order to compare itself and assess its grading of incidents.  At present the Trust used national 
and CQC guidance for grading incidents. Complaints information would be added to future reports in order to 

triangulate learning.  TL advised that it would be useful to also add inquest and claims information.  

Action: MD 

d. MS advised that there was a need to encourage people to report incidents even where no harm and low harm had 
occurred as this could be beneficial in terms of learning outcomes.   

 
e. JL highlighted that in relation to trend lines, referencing clinical assessment and treatment, the graph showed the 

number had fallen but the trend line showed that it had increased.  MD would arrange for this to be removed.  
Action: MD   

 
13. Risk Report (including Risk Management Strategy, Corporate Risk Register & Board Assurance Framework) 

 

a. In presenting the report TL advised that TMG and the Audit & Risk Assurance Committee had approved the revised 
Risk Management Strategy.  The aim going forward was that all  policies are user friendly and therefore Appendix 1 
contained a two page strategy document that could be used by staff.  Appendix 2 highlighted the full  changes made 
to the document and the simplified strategy outlined how to escalate risk depending on severity. Appendix 3 

contained the Corporate Risk Register and BAF risks would be aligned to the Operational Plan and the strategic 
objectives of the Trust if agreed.  TL suggested that the Trust Board hold a separate session during August to reset 
the principal risks and the Trust’s ris k appetite which was supported.  
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b. The simplicity of the Risk Management Strategy, particularly the risks by CQC domain , was welcomed. EM advised 
that in relation to corporate risks there needed to be clear emphasis that if a risk escalated to a level where it 
required Executive intervention it should be made clear that local managers continued to have ownership of the 
mitigations.  TL would arrange for some appropriate words to be included within the strategy.    

 Action: TL 
 
c. The Trust Board approved the Risk Management Strategy, the proposal to hold an informal Board session and noted 

the updated Corporate Risk Register. 

 
14. Operational Plan 2018/19 

 

a. The Board received the Operational Plan for 2018/19. 
 

b. In presenting the report EM advised that the plan reflected the Trust’s  priorities and set out the clear objectives for 
2018/19.  The fundamental element of the plan was to improve the quality and safety of care for patients.  Each 

Director had accountability for each of the themes and the measures would form KPIs.   
 

c. There was a need to build on recent improvements following the impl ementation of Gold Command.  New service 

developments were proposed for 2018/19 totall ing £5m to enhance the quality of care being provided and ensure 
that sufficient capacity was in place. Capital investment in terms of facil ities, environment and technology was also 
integral to delivery of the plan and in doing this the Trust would align its work with that of the system.   

 

d. The plan had been submitted to the Trust Board for approval and once approved the IPR would be updated to reflect 
the objectives required to be delivered, and a refreshed look at risks would be undertaken. EM proposed that 
assessment of achievement against the plan occurred each quarter. It was noted that the technical content of the 
plan had already been submitted to NHSI. 

 
e. JL raised concern about the content relating to One Vision on page 27 and that the information contained did not 

concur with his understanding.  EM advised that One Vision was a strategic plan for servic es and RCHT formed part of 

the Partnership Board supporting its delivery and the objective of integrating care.  There was some discussion in 
relation to the delivery model specifically for the Council, but this did not affect the work being undertaken with 
CFT/RCHT and the Council.   

 

f. MS advised that the Trust would be affected by the way that the Council commissioned services and this would have 
significant implications for children’s services.  SM referenced public health nursing currently within CFT whi ch would 
go across to the Council.  EM advised that this formed part of an agreed plan with a commitment to integration.  

  

g. PH referred to the staff promotional fl iers and asked how the Trust was going to inform staff about the Operational 
Plan and highlight how they had helped devise it. EM explained that the Trust was not going to undertake an 
additional campaign as there was one specifically related to quality safety, tackling delay, urgent care etc which was 

integral to the plan.  Further engagement would be undertaken with the Divisions to ensure that their plans 
supported the Operational Plan, thus enhancing the quality improvement programme work.  The ‘plan on a page’ 
summarised the key objectives and this would be communicated through the Team Brief process. 

 

15i Finance Committee: April 2018 
 
a. The Board received a summary of the key outcomes arising from the April  2018 Finance Committee meeting.  

 
b. In presenting the report, JL drew the Board’s attention to a discussion regarding the performance of Mitie which had 

greatly improved compared to the previous year.  JL added that Mitie’s annual figures had been produced and the 
level of losses and debt was rising. However, Mitie had just been awarded a £55m contract with West Hertfordshire 

Acute Trust over 5 years so they were taking steps to recover their position. 
 
15ii Quality Assurance Committee 
 

a. The Chair provided a verbal summary of the key outcomes arising from the May 2018 Quality Assurance Committee 
meeting. 
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15iii Audit & Risk Assurance Committee 
 

a. The Board received a summary of the key outcomes arising from the May 2018 Audit & Risk Assurance Committee 
meeting. 
 

b. In presenting the report, MS reported that the Committee had focussed on reviewing the financial statements for 

2017/18 so that the appropriate assurance on their content could be provided to the Trust Board to formally 
approve. 

 
15iv Charitable Funds Committee: April 2018 

 
a. The Board received a summary of the key outcomes arising from the April  2018 Charitable Funds Committee 

meeting. 

 
b. In presenting the report, PH advised that the meeting occurred every 3 months.  The mechanisms to allow people to 

donate to the RCH Charity required enhancement.  The team were worki ng at the Royal Cornwall Show and PH 
advised it was a good opportunity for people to visit them to see what they do, and how they do it.   

 
16. Board Calendar of Meetings 
 

a. The Board received and noted the Calendar of Meetings. 
 
17. Board Forward Plan 
 

a. The Board received and noted the Board Forward Plan. 
 
18. Questions from the Public 
 

a. A member of the public provided some feedback on the efforts involved in the development of the public Trust 
Board meeting papers and highlighted the anticipated time and resource required to produce this each month.  The 
Chairwoman accepted the comments provided advising that the Trust was bound by legislation to produce the 

information. 
 

b. A member of the public referred to discussions earlier during the meeting of no centralised way to monitor annual 
leave/absence for medical staff. CA explained that there were rules at a local level within each department thus 

controls were in place.  The aim of procuring an electronic system was to provide overarching Trust level oversight.  
MD added that a system to provide central visibil ity of data was important.  KOK explained that every Division had 
information but l ike nursing, there was a need to centralise information on an electronic system, therefore medical 
staff would move across to such a system in the future. 

 
c. The Chairwoman suggested that at the end of future meetings a ‘how did we do reflection’ was undertaken.  This 

would be added to future agendas so that members of the public could also contribute.   

Action: TL 
 
Date of Next Meeting – 5 July 2018 
 

The meeting was closed at 15:32. 
 


