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Minutes of the Trust Board Meeting in Public of the Royal Cornwall Hospitals NHS Trust held on 
Thursday 4 October 2018 at 12.00 in G09, Knowledge Spa, Royal Cornwall Hospital, Treliske, 

Truro, Cornwall 
Present:   
Mairi McLean  (Chairwoman)  Acting Chairwoman 
Mark Daly  (MD)   Medical Director 
Kerry Eldridge  (KE)   Interim Director of HR 
Bernadette George (BG)   Interim Director of Integrated Governance 
Paul Hobson   (PH)   Non-Executive Director 
Thomas Lafferty (TL   Director of Strategy and Performance 
John Lander   (JL)   Non-Executive Director 
Sally May  (SM)   Chief Finance Officer 
Kim O’Keeffe   (KOK)   Chief Nurse 
Phil Orwin   (PO)   Interim Chief Operating Officer 
Sarah Pryce  (SP)   Non Executive Director   
Kate Shields  (KS)   Chief Executive  
 
Observers: 
Simone Girdham    Executive Liaison Officer  
Alison Tong     Director of Improvement  
 
1. Welcome & Apologies for Absence 

 
a. The Chairwoman welcomed all present to the meeting.   
 
b. The Chairwoman noted apologies for absence had been received Margaret Schwarz, Non-

Executive Director 
 

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 from Jane Michell, Clinical Matron for Emergency Care.  The 

focus of the presentation was highlighting concerns raised by a patient regarding the attitude and 
perception of staff in ED.  Due to the individual’s mental health condition, they frequently attended 
ED and Jane was concerned to receive their feedback regarding their experience and the staff 
perception and judgements.  Jane spoke of the immediate steps to engage with the Lead Clinician 
in ED and the Psychiatric Liaison Clinician to raise awareness with staff of this individuals 
experience and the immediate actions through training and learning events.   
 

b. The Board received the presentation and assurances on the actions taken, and TL sought clarity 
on who would receive the training and feedback from this patient experience, to which Jane 
confirmed the whole MDT would receive the feedback.  
  

4. Minutes of Previous Board meeting 
 
a. The minutes of the meeting held on 6 September 2018 Trust Board meeting in Public and the 

Annual General Meeting were APPROVED as a true and accurate record subject to the following 
amendment: 
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13.c – “The FTSU Guardian was working closely with the Trust Guardian of Safer Working 
Practice and the GMC to ensure junior doctor awareness on how to raise concerns “ 
 

5. Matters Arising 
 

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

b. Regarding 8, it was noted PO would review, at pace, the style and content of patient clinic letters.  
The Board would receive an update on progress in November 2018. 

 
c. With regard to 17i – the Finance and Performance Committee were not assured regarding the 

Agenda for Change Pay Award implications.  KE and SM were working together on a report for 
the Committee and KS noted the complexities and that the Royal College of Nursing (RCN) had a 
vote of no confidence regarding the pay deal. 

 
d. JL highlighted that regarding 8m, the Finance and Performance Committee had received a report 

on third party due diligence and it was recognised that further work was required to provide the 
level of assurance.  A report would be presented to the Committee in 3 months. 

 
e. Lastly, MD advised that relating to 11d, the Quality Assurance Committee have had oversight of 

the Harm Review process.  MD advised that specifically relating to the 52 week waiters, there was 
only one patient that had suffered moderate harm as a result of being on the waiting list. 
 

6. Chairwoman’s Report 
 

a. The Chairwoman advised that the Trust had successfully interviewed for a Non Executive Director 
and an Associate Non Executive Director in September and continued to work closely with NHS 
Improvement regarding the appointment. 
 

b. In relation to meetings and events, the Chairwoman noted that she attended the NHS Providers 
Chair and Chief Executive event which was a good opportunity to network with colleagues and 
peers regarding national issues.   

 
c. Lastly, the Chairwoman noted that she had attended Trust Committee meetings as well as 

meetings with system colleagues and local MP’s.  Key topics discussed included system wide 
bids for funding to support local services. 

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

 
b. KS reported that with regards to operational performance the Trust was meeting the local 

trajectory and would continue to be ambitious to see further improvement and eliminate the 52 
week waits. 

 
c. KS noted that Trust had failed the Quarter 4 target for cancer services which was in part attributed 

to access to diagnostic imaging.  KS provided assurance that the Trust was back on track to 
deliver the next quarter. 
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d. The CQC undertook a full hospital inspection in September and the Trust had received high level 
feedback which indicated that the Trust was making good progress.  KS spoke of the open, 
transparent and active discussion and engagement between the staff and CQC during the 
inspection.  The Trust anticipates receiving the draft report for factual accuracy in November 
2018.  KS acknowledged the organisational journey and noted that with regard to the Section 29a 
Warning Notice that was issued in July 2018, the Trust had received confirmation that all actions 
and concerns were addressed with exception of critical care and governance.   

 
e. Several teams within the organisation had extended their core hours to provide better services for 

patients and staff, KS noted that this included palliative care and end of life as well as the 
Cornwall IT service.  KS also congratulated staff for their efforts in raising £42,000 for the Royal 
Cornwall Hospitals Charity. 

 
f. Lastly, KS formally thanked Mr Rab McEwan for his valued contribution as Chief Operating Officer 

following his resignation in September 2018.  Mr Phil Orwin would take on the role as Interim 
COO for the next 6-9 months.  

 
8. Integrated Performance Report 

 
a. The Board received the Integrated Performance Report 

 
Quality: 
 

b. With regard to falls, KOK reported that the Trusts overall fall harm rate was 0.30% compared to 
the national average of 1.50% and noted that the Trust had a robust approach to falls prevention 
using the national model. 
 

c. KOK highlighted that with regard to infection control, there were 6 cases of MSSA in month, 3 of 
which were line related.  KOK referred to a similar issue last year and the infection control team 
were working with staff regarding line care documentation as well as hand hygiene.  A thematic 
review of the 6 cases was being undertaken to understand any similarities.  

 
d. KOK reported that in relation to the friends and family test, the inpatient response rate increased 

but ED performance was at its lowest.   KOK advised that she visited ED to see how easy it was 
to take contact numbers for patients, but this had identified some complexities that were being 
addressed. 

 
e. KOK advised that in relation to complaints, the Trust was addressing a backlog and efforts 

continued to address the 30 day response rate.  Areas of concern had been identified as surgery 
and medicine, KOK provided assurance that the Patient Experience Team were working closely 
with the Surgery Division to close down the outstanding complaints.  TL suggested that through 
the new divisional structure and the introduction of the care groups, it was aimed that there would 
be improvements in compliance with responding to complaints. 
 

f. Discussion ensued regarding the Care Opinion and SP noted that this was a very helpful tool but 
noted that the tool did not demonstrate the data very well.  KOK provided assurance that the 
majority of stories received through Care Opinion were positive and as such no learning was 
required.   

 
g. MD advised that with regard to serious incidents, there were 20 SI’s reported in August 2018 and 

one Never Event.   JL noted that the number of SI breaches had increased and sought assurance 
on when the position would improve, MD advised that the Trust was taking several different 
approaches to improve compliance.  With regard to Sepsis, MD advised that compliance had 
improved to 89% following improved engagement with Junior Doctors.  The Sepsis model would 
be rolled out in October 2018.   
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h. With regards to medicines reconciliation, MD was meeting with the Chief Pharmacist to ensure 
improved compliance and the opportunities associated with using the electronic summary care 
record.   

 
i. TL noted that the Trust performance with VTE was 85% and suggested that in light of the recent 

Serious Incidents compliance was reviewed.   
 

Operational Performance: 
 

j. With regard to operational performance, the Trust achieved 92% against the 4 hour standard and 
through the separation of minors and majors it was anticipated that overcrowding would reduce 
and subsequently reduce waiting times.  It was noted that the discharge lounge would be 
functional within 2 weeks and would further support the flow from ED, particularly in the mornings.   

 
k. PO advised that fracture neck of femur performance against the treatment of patients within 35 

hours had deteriorated due to ringfencing of trauma beds and noted that this would be addressed 
to enable patients to access theatre in a timely way.  PO noted that trauma capacity would 
increase moving into winter and this would be addressed as part of the overall winter plan. 

 
l. RTT performance had reached 81% compliance against the 92% target.  The Trust was 

undertaking some rapid demand and capacity work and it was aimed that the 52 week waiters 
would be eliminated by March 2019.   
 

m. Discussion ensued regarding cancer targets and that the Trust failed the quarter standard due to 
capacity issues attributed to endoscopy.  This had been rectified with the introduction of nurse 
practitioners. 
 

n. SP noted the improvements in ambulance handovers and if there was any learning from this 
sustained improvement.  PO advised that the checking process had been streamlined as part of 
the changes to improve flow through ED.  Discussion ensued regarding the ‘fit to sit’ programme 
in ED, the ED safety checklist and the same day treatment programme – all programmes being 
implemented to improve patient flow, waiting times and patient experience. 

 
o. Assurance was sought regarding the harm review process relating to patients waiting more than 

52 weeks and MD provided assurance that a process of informing patients that there care had 
been reviewed whist they were waiting would take place in October.   

 
p. PH sought assurances on the process of reviewing patients who are cancelled on the same day to 

ensure they did not come to any harm.  PO advised that currently patients were not routinely 
reviewed for harm and acknowledged that the Trust continually aimed to improve patient 
experience and provide high quality care and through the existing methods to improve patient 
flow, it was aimed that this would reduce the number of on the day cancellations. 

 
Finance: 
q. SM drew attention to the new summary dashboard within the IPR and spoke of the deterioration of 

the agency and locum spend against plan.  JL expressed concern that without immediate and 
focussed action, the Trust would not meet the expected projection. 
 

r. Discussion ensued regarding recruitment plans and KE provided assurance that the international 
recruitment programme was underway with other local incentives being developed to secure and 
improve the rate of recruitment.  KOK spoke of the robust process in place to review and approve 
all nursing, AHP and midwifery agency and bank requests and KE recommended implementing a 
more robust process for locum sign off.     
 

s. KS recommended that the HRD lead the quality improvement programme around recruitment and 
retention and the Board would receive an agency reduction plan.  Action: November Trust 
Board to receive an agency reduction plan. 
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t. With regard to CIP delivery, whist to date the Trust was delivering against plan, SM advised that 

£11.3m of schemes were high risk and only 40% were recurrent savings.  SM spoke of the urgent 
work with the emerging Care Groups to help delivery the CIP agenda. 
 

u. In relation to capital spend, the Trust was underspent year to date, but SM noted that this did not 
accurately reflect the pressures relating to current capital spend and as such was reprioritising the 
programme accordingly.  

 
Our People: 
u. KE reported that the appraisal rates had improved by 3.6% and mandatory training had improved 

by 1.3% in month.  With regard to sickness absence the Trust was actively encouraging managers 
to engage with members of staff during their absence to proactively support and look at what 
services can be accessed.   

 
v. With regard to the revised summary dashboard, it was noted that this was still in development and 

PH and SP spoke of some presentation issues with the report.  SP also drew attention to the 
appraisal rate and that there is a feeling of being ‘too busy’ to complete an appraisal and sought 
assurances on what the organisation would do in response to that.  KE stated that this was not a 
valid reason to not complete an appraisal and spoke of the value for staff to have an annual 
appraisal.  It was recommended that the report include senior leader compliance with appraisal 
rates in the IPR to provide assurances. 
 

w. Discussion ensued regarding the number of sharps incidents reported and KE advised that a 
deep dive would be completed in December 2018 to review the number of incidents declared.  PO 
also noted that as Chair of the Health and Safety Committee the Sharps Group had been re-
established. 

 
x. TL concluded the discussion noting that the IPR was under review and would routinely be 

presented to the Finance and Performance Committee.  TL further noted that with the changes 
associated with the divisional structure consultation, it was anticipated that positive improvements 
would be achieved. 
 

y. The Board resolved to receive the Integrated Performance Report. 
 
9. Trust Quality Improvement Plan 
 
a. The Board received an update on the progress of the Trust Quality Improvement Programme.  KS 

advised that the Trust was looking at a change in control and moving some aspects of the 
programme into ‘business as usual’ due to the significant improvements achieved.    

 
b. In relation to Communication and Engagement, it was noted that the workstream was gaining 

some traction and would be supported by the Organisational Development work that the Trust 
was relaunching later this year.  With regard to Strong Governance, there remain to be challenges 
in the workstream but assurances were provided that Serious Incident backlog was reducing and 
there was a reviewed focus.   
 

c. JL questioned why the Trust has not achieved 100% compliance with the 60 working day 
reporting schedule.  KS advised that efforts to train and recruit more Investigating Officers was 
critical to improving compliance.   

 
d. With regard to the culture and leadership workstream, SP questioned if there was any evidence 

from the LEAD programme that changes in behaviour had been embedded.  KS advised that 
feedback from attendees of the programme has been very positive, but that the outcomes had not 
been successfully embedded. 

 
e. The Board resolved to receive the progress update on the Quality Improvement Delivery Board. 
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10. Incident Report 
 
a. The Board received a report which highlighted that performance was improving but not at the 

pace required.   
 

b. MD reported on the main themes of the report advising that there were 5 cases of VTE in month 
and as a result a single Investigating Officer had been assigned to all cases to ensure that 
learning was achieved.  With regard to Duty of Candour, the Trust compliance had improved to 
78% but MD spoke of the need to increase this to 100% compliance.  The Trust has achieved 
95% of retrospective review of Duty of Candour and MD referred to the increased awareness and 
engagement with staff to improve the Trust position. 

  
c. Discussion ensued regarding the gradual increase in reported incidents and the reporting culture 

of the organisation.   RCHT incident reporting rates were comparable to that of similar acute 
Trusts and were rising.  RCHT continues to have a higher rate of reporting significant harm 
incidents to comparable Trusts. 

 
d. BG noted that a review of the Structured Judgement Review process (SJR) was taking place and 

that at present 40% of cases wee subject to an SJR.   
 
e. Discussion ensued regarding learning from deaths and it was noted that the Board would continue 

to receive a quarterly Mortality Report alongside the Incident Report.  KS sought assurances on 
how learning from deaths was being embedded and MD spoke of the learning from previous 
cases and KOK provided assurance that data with complaints was triangulated.  

 
f. BG noted that falls data was on trajectory to see a reduction in cases and a reduction in harm, this 

was positive due to the revised focus on the wards in response to learning from previous cases.  
BG further spoke of the way data was presented in the report and that this was subject to further 
change and refinement. 

 
g. SP expressed concern regarding the lack of trained Investigating Officers and the impact this was 

having on the timescales for completion.  MD advised that a renewed focus on the importance of 
IO’s was needed and how to support these individuals so they could be released from routine 
business to undertake this important function. 

 
h. TL noted that there was a lack of quantitative assessment on how the organisation was doing in 

relation to Duty of Candour and requested assurances around how notifiable safety incidents were 
recorded.  BG noted the concerns and provided assurance that as Director of Integrated 
Governance she would be reviewing the current data presented to Board.  Furthermore, it was 
noted that learning from the Board Walkround programme would be incorporated into the Incident 
Report. 
 

i. The Board resolved to receive the Incident Report. 
 

11. Freedom to Speak Up Annual Assessment 
 

a. Louise Dickinson, Freedom to Speak Up Lead joined the meeting and spoke of the two occasions 
that the Board had met regarding the self-assessment and of the positive debate.  The report 
presented a fair reflection of the current position and noted that the Freedom to Speak Up Non 
Executive Guardian would be agreed following the recent recruitment process.  
 

b. KOK sought assurance on how the organisation would monitor and ensure it was meeting its 
expectations, and further commented on the increasing resource required to support the 
programme.  TL acknowledged that there were a number of elements that required further 
development and spoke of the work plan for FTSU and strategic elements which he agreed to 
become involved in. 
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c. The Board noted and received the report and recommended a quarterly progress report against 

trajectories identified in the self-assessment. 
 
12. Medical Appraisal and Revalidation Annual Report 
 
a. The Board received the annual report which provided data and information about the medical 

appraisal system and supports the Responsible Officer making revalidation recommendations for 
non training grade doctors.   
 

b. MD highlighted the main themes of the report which identified that 39 doctors failed to sign off a 
completed appraisal, 17 of which were unable due to sickness or maternity absences.  MD advised 
that he had written to all individuals with an outstanding appraisal and there had been one referred 
to the GMC due to non-compliance. 
 

c. PH welcomed the report and that actions were being progressed.  Discussion ensued regarding 
the ‘Statement of Compliance’ and that this was not complete, as such the Board was unable to 
approve the statement. The Board expressed concern that the timescales for completing the 
statement of compliance had passed.  Action: it was agreed that the Medical Director would 
review the statement and the Board granted the Chief Executive delegated authority to 
approve the statement. 
 

d. The Board resolved to receive the report and grant the Chief Executive delegated authority to 
approve the statement of compliance. 
 

13. Emergency Preparedness, Resilience and Response (EPRR) Provider Assurance Process 
2018 
 

a. The Board received the provider assurance process for 2018, noting that out of the 64 core 
standards that the organisation must self-asses against, the Trust was not fully compliant in 3 
areas.  PO provided assurance that in relation to attendance at the Local Health Resilience 
Partnership (LHRP), he would be attending all future meetings. 
 

b. With regard to the lack of trained decontamination operatives, the Trust had a plan in place to train 
new staff and the aim was to be fully compliant by March 2019.   

 
c. The Board resolved to receive the EPRR Provider Assurance Process and the mitigationing 

actions being taken.   
 
14. NHS Resolutions Report on Progress against the Clinical Negligence Scheme for Trusts 

(CNST) Incentive Maternity Safety Actions 
 

a. The Board received the update on progress against the CNST incentive maternity safety actions, 
noting that the Trust Board in June 2018 had received a report on compliance. 
 

b. It was highlighted that the Trust had received a letter from NHS Resolution requesting further 
assurance on 3 issues, these related to the Trust’s CQC rating of inadequate, the increase in 
strategic executive information (StEIS) system reporting in 2017 to 2018 as well as the Trust being 
an outlier for births qualifying for early notification scheme criteria. 
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c. In presenting the report, KOK advised that the Trust had made significant improvements since the 
CCC published its report in June 2018 and the Trust had fully met the requirements in surgery, 
maternity and outpatients following the Section 29a Warning Notice.  KOK advised that the Trust 
acknowledged the increase in Never Events reported in Gynaecology and that the Trust had fully 
investigated and actions completed in response.  Lastly, the Trust acknowledged that there were 
discrepancies in the number of reported cases in the June 2018 report, and that a proactive review 
of all cases, as well as a review of the criteria for cooling babies, had been completed and the 
Trust had proactively declared all cases where babies had limited cooling.   

 
d. JL questioned the financial value associated with complying with the standards and KOK 

suggested this was in the region of £500k.   
 

e. The Board resolved to approve the updated submission of evidence to NHS Resolution. 
 
15. Ward Accreditation  
 
a. In presenting the report, BG noted that since the ASPIRE Ward Accreditation system was 

developed in April 2018, 24 inpatient wards had been accredited with 5 ward areas achieving 
Gold. 
 

b. It was noted that the overall results system had undergone changes to re-calibrate the weighting of 
the domains and the report highlighted the revised scores in table 2.  BG explained that the 
governance hard reset also strengthened the indicators around complaints and incident 
management.  The process would be reviewed again in 2019. 
 

c. Discussion ensued regarding the transferring of the current system to an electronic solution, which 
was within budget.  It was also noted that metrics for doctors was being explored and it was 
suggested that workforce metrics should also be included i.e. mandatory training and appraisal 
rates. 

 
d. The Chair and Chief Executive invited Eden Ward and Coronary Care Unit to receive their Gold 

certificate and the Board congratulated them both on their achievements. 
 

e. The Board resolved to receive the positive update.  
 

16. Workforce Race Equality Standards Report (WRES) 
 
a. In presenting the report, KE noted that the People and OD Committee had reviewed and received 

the WRES. It was noted that the majority of outcomes had seen improvement, and the action plan 
would support work to close the gap. 
 

b. JL noted that there was some anomalies with the recruitment data and questioned the impact of 
Brexit on the ongoing need to address vacancies through international recruitment.  KE agreed to 
review this information. 
 

c. Discussion ensued regarding the reshaping of the organisational culture and the importance of 
acting in accordance with the Trust values and behaviours.   In relation to BME, KOK advised that 
she had held breakfast sessions with staff to talk about BME which had been positive. 
 

d. The Board resolved to receive the WRES, following a review of the recruitment data. 
 

17. Corporate Risk Report 
 
f. In presenting the report, Vicky Peverelle, Risk and Compliance Manager noted that following the 

Trust Board Development session in August 2018, the report reflected the revised risk appetite 
and a populated Board Assurance Framework (BAF).  
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g. JL drew the Board’s attention to the risk relating to ‘Ensuring investments in technology and 
facilities improve experience for staff and outcomes patients’ and questioned, that in light of the 
current unmet requirements around medical equipment and demand on capital resource that the 
risk score should be reviewed. 
 

h. SP advised that the People and OD Committee had recently debated risks around the Electronic 
Staff Record and noted that this had not triggered on the Corporate Risk Register or the BAF.   
Discussion ensued regarding the risks relating to ‘Adopting a "Digital First " approach to system 
wide transformation’ and KS recommended that in light of the discussion today, the risk score 
associated with ‘safety culture’ be reviewed. 
 

i. The Board resolved to receive the Corporate Risk Report and the Board Assurance Framework 
 
18. Summary Assurance Reports 

 
18i  Finance Committee: August and September 2018 
 
a. The Board received a summary of the key outcomes arising from the August 2018 Finance 

Committee meeting. 
 

b. JL drew the Board’s attention to the key outcomes of the September Committee through a verbal 
report.  The key headlines included discussion and assurances regarding due diligence of third 
party contractors.  JL noted that the Committee had received information and assurances 
regarding the PAS project. 

 
18ii  Audit and Risk Assurance Committee and Annual Report: August 2018 
 
a. In presenting the report, it was noted that progress against audit reports and follow up actions had 

much improved.  It was noted that the Chief Nurse had become a Committee member and this 
was extremely valuable.  
 

18iii Quality Assurance Committee: September 2018 
 
a. In presenting the report, it was noted that the Committee had a good level of debate and 

challenge. 
 

19. Board Calendar of Meetings 
a. The Board received and noted the Calendar of Meetings noting that KOK was the Exec Lead for 

Quality Assurance Committee and the dates for the Finance and Performance Committee would 
be changed to accurately reflect the dates for 2018. 

 
20. Board Forward Plan 
a. The Board received and noted the Board Forward Plan. 

 
21. Evaluation of Effectiveness of the Meeting 
a. The Board reviewed its effectiveness of the meeting, the key headlines included: 

 Time keeping of the meeting was good; 

 There was open and transparent debate and information sharing; 

 To much time was spent on the IPR and that the report would be evolving; 

 Need to get the value from the Committee meetings; 

 Need to receive Board papers in a timely way 
 

22. Questions from the Public 
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i. Jayne Kirkham raised a questioned regarding the employee dispute with Mitie about their pay 
and what measures the Trust was taking to review performance.  Assurance was provided that 
the Trust and Mitie have a clear set of KPI’s in place and a robust facilities management team 
in place to manage the contract and that this was overseen by the Finance and Performance 
Committee.  It was noted that there are escalation processes in place regarding hostesses on 
the wards.  KS advised that Mitie staff were an essential part of the care provision at the Trust 
but unfortunately these individuals were not employees of the Trust and not subject to NHS 
terms and conditions.   

 
ii. A question was raised regarding the role of Director of Strategy and Performance to which TL 

advised that his role was looking at resetting the organisational strategy supported by 
workforce, service and clinical strategies.  With regard to performance, the role would act as a 
link between performance management and outcomes.  TL would also manage the Quality 
Improvement Hub development.   
 

iii. A question was raised regarding the Trust compliance with appraisal rates and the continued 
assurances sought regarding improvements.  KE spoke of the restrictions that would be put in 
place associated with pay progression should appraisal not be completed and further spoke of 
the actions being taken to improve the paperwork to ensure that staff have a meaningful 
appraisal. 
 

iv. Paul Lindsey suggested the Corporate Risk Report and Board Assurance Framework were 
taken earlier on the Board agenda.   

 
23. Date of Next Meeting: 1 November 2018 

 
The meeting was closed at 16.45 
 


