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SUMMARY REPORT 
TRUST BOARD  6 December 2018 Agenda Number: 

05 
Title of Report Coco Bradford Intendent Investigation Report Action Plan 
Accountable Officer Dr Mark Daly, Medical Director 

Author(s) Bernadette George, Interim Director Integrated Governance, 
Kim O’Keeffe Director of Nursing & Dr Mark Daly Medical 
Director 

Purpose of Report The purpose of the report is to gain approval for the action plan  

Recommendation  The Board is recommended to: 
• To approve the action plan developed and note progress 

made to date following the Independent Investigation into 
the death of Coco Bradford final report 

Consultation 
Undertaken to Date 

Children’s & Women’s Services Care Group 
23rd November 2018 Incident & Learning Group 
27th November Quality Assurance Committee 

Signed off by Executive 
Owner 

Dr Mark Daly, Medical 
Director  

20th November 2018 

Reviewed by Executive 
Team 

Discussed but not reviewed  

Reviewed by Board 
Committee (where 
applicable) 

Quality Assurance 
Committee 

27th November 2018 

Reviewed by Trust 
Board (where 
applicable) 

Independent Investigation 
into the death of Coco 
Bradford: Final Report  

Extra-Ordinary Trust Board 
Meeting 26th October 2018 

Date(s) at which 
previously discussed by 
Trust Board / Committee 

Quality Assurance Committee 27th November 2018 
 

Next Steps The action plan will reviewed monthly via the Quality Assurance 
Committee & quarterly via the Trust Board of Directors until 
completed 

  

Executive Summary 
On the 26th October the Trust Board of Directors of Royal Cornwall Hospitals Trust (RCHT) 
received and acknowledged in full the failings & findings of Facere Melius’s Independent 
Investigation into the death of Coco Bradford. The report made 9 key recommendations in 
relation to paediatric care and through the investigation report noted areas where the 
incident reporting and complaints management process could be strengthened. In addition 
the Trust has identified Trust wide actions through to ensure that the lessons learnt from this 
case extend beyond paediatric care and support the ongoing development of improved 
governance and safety culture within RCHT. 
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Financial Risks Case notified to NHS Resolution 

Key Risks  Board Assurance Framework: 
Strategic Aim 1: Quality to Provide compassionate safe, 
effective care; 1.1 Safety Culture & 1.2 Strong Governance 
Strategic Aim 2: People 2.2& 2.3   

Disclosure Statement N/A 

Equality and Diversity 
Statement 

N/A 
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Coco Bradford Serious Incident Investigation Report Action Plan 

 
 
1. Introduction / Background 

 
Coco Bradford was admitted to the emergency department of the Royal Cornwall 
Hospitals Trust (RCHT) on 25th July 2017 with a variety of symptoms including vomiting, 
bloody loose stools, and inability to tolerate fluids. Following discharge and readmission 
on 26th July, she was transferred to Polkerris Ward. On 28th July she was transferred to 
the Adult Intensive Care Unit before tertiary transfer to Bristol Hospital For Children’s 
Paediatric Intensive Care Unit where she failed to respond to treatment and died on 31 
July 2017. 
 
In February 2018 Dr Mark Daly, Medical Director commissioned Facere Melius to 
undertake a level 3 Independent Investigation of the care of Coco Bradford in line with 
NHS England’s Serious Incident Framework. The report and its failings were 
acknowledged in full at the Trust Board of Directors Extra-Ordinary public meeting on 
26th October 2018 with Rachel, Luke, Bianca and Chelsea present and an unreserved 
apology given.  
 
This report outlines the actions developed in relation to those recommendations and 
current status on work progressed for approval by the Trust Board of Directors. 
 

2. Recommendations  
 
The report made 9 key recommendations in relation to paediatric care which were 
highlighted to the Trust via the Medical Director in June 2018 by Facere Melius prior to 
the draft and final report being received to enable immediate clinical risks to be 
mitigated. A further 2 recommendations were outlined in the report for the Trust in 
relation to the incident reporting and complaints management process. The action plan 
has 17 actions in place to address those recommendations.  
 
In addition the Trust has identified 3 Trust wide actions to ensure that the lessons learnt 
from this case extend beyond paediatric care and form part of the Trusts overall 
Organisational Development plan due to launch in December as we continue on our 
ambition for brilliant care for our population in Cornwall. 
 
The action plan and current progress is outlined in appendix one. Progress against these 
actions are summarised below: 
 

o 4 Actions Met 
o 11 Actions Partially Met with clear actions to take forward 
o 5 commenced and within target date 

 
No actions are at risk and the action plan will be monitored on a bi-monthly basis via the 
Trust Board of Directors. 
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3. Conclusion 
 
In response to the 9 recommendations made by the Independent Review into Coco 
Bradford’s death, twenty actions have been identified with progress being made as 
above No actions are at risk and ongoing progress will be monitored on a bi-monthly 
basis by the Trust Board of Directors. 
 

 
4. Recommendation 

 
To approve the action plan developed and note progress made to date following the 
Independent Investigation into the death of Coco Bradford final report 
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Report 
Ref  

Safety Action  Evidence of Trust’s 
Progress  

Action met? (Met / 
Partially Met/ Not 
Met) 

Further Evidence 
Required 

Executive Lead 
/ Operational 
Lead 

Timescale 

12.1 The Trust should 
urgently review the 
existing paediatric 
escalation policy 
and ensure it 
demonstrates the 
ability to respond to 
Capacity and 
Demand issues, and 
takes account of 
patient acuity and 
clinical staffing 
level. This should 
include definitive 
actions to be taken 
when the Paediatric 
service are 
experiencing 
operational 
pressures i.e., 
triage, stabilise and 

The Paediatric escalation 
guideline has been revised 
and approved by the 
Paediatric Business and 
Governance meeting in 
August 2018. This now 
includes definitive actions to 
be taken when the paediatric 
service is experiencing 
operational pressures i.e. 
triage, stabilise and transfer.  

In addition there is a multi-
disciplinary huddle twice a 
day to co-ordinate capacity 
and demand for the day in a 
managed, planned way with 
escalation as appropriate; 
this has Senior Nursing 
leadership to support the 
Paediatric Consultant.  This 

Partially Met 

 

 

 

Audit of escalation policy 
to be undertaken by end 
of November 2018. 

 

Head of Nursing and 
Head of Patient Flow to 
undertake a qualitative 
audit of understanding of 
policy during December 
2018. 

The department will 
undertake a visit to 
another hospital trust to 
look at escalation/HDU/ 
observation taking and 
frequency by the end of 
December 2018. A visit 
to Bristol Children’s 
Hospital has already 

Mark Daly 
Medical Director  

 

 

Mark Daly 
Medical Director 
/ Mary Baulch, 
Head of Nursing 

 

Mark Daly 
Medical Director 
/ Mary Baulch, 
Head of Nursing 

 

 

30th November 2018 

 

 

 

31st December 2018 

 

 

31st December 2018 
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transfer  commenced in August 2018. 

 

taken place. 

Paediatrics will visit 
Northumbria NHS 
Foundation Trust as part 
of formal Trust buddying 
arrangements. Date to 
be arranged. 

Paediatrics to be added 
to hospital bed state. 
Metrics agreed by 
speciality and Head Of 
Patient Flow. To be 
operational by middle of 
December 2018. 

 

Mark Daly 
Medical Director 
/ Mary Baulch, 
Head of Nursing 

 

Phil Orwin, 
Chief Operating 
Officer / Mary 
Baulch, Head of 
Nursing  

 

31st March 2018 

 

 

 

17th December 2018 

 

 

12.2 The Trust should 
review the overnight 
paediatric staffing 
levels to ensure that 
there are safe staff-
to-patient ratios in 
place  

The Paediatric staffing 
establishment has been 
reviewed and an additional 
RSCN added on every day 
and night shift for the 
Paediatric Units to enable the 
Nurse Co-ordinator to be 
supernumerary; to provide 
additional leadership, 

Partially Met  Nursing establishment 
paper was presented to 
the Divisional Board in 
November2018. This will 
be presented to the 
January 2019 Trust 
Board of Directors as 
part of the overall Trust’s 
bi-annual Safer Staffing 

Kim O’Keefe, 
Director of 
Nursing & 
AHPs, Mary 
Baulch, Head of 
Nursing 

 

31st January 2019 
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education, supervision. This 
will support staff and maintain 
patient safety. 

Triggers within the Escalation 
Policy have been reviewed to 
ensure there is a low 
threshold in order to escalate 
to the Consultant 

 

Review. Since October 
the additional 
requirements have been 
rostered and covered by 
bank, agency and 
additional hour’s shifts by 
substantive staff. 

 

The Medical rota 
remains under review 
with the aim to increase 
the Consultant numbers 
on call from 1 to 2. It has 
been agreed by the end 
of December there will 
have a split Consultant 
rota (neonatal and 
general paediatrics). 

A sustainable solution 
will be in place with an 
additional paediatric 
Consultant appointment 
by April 2019. 

 

 

 

 

 

 

Mark Daly, 
Medical 
Director, Dr 
Kumar 
Yadlapalli, 
Speciality Lead 

 

 

 

 

 

 

 

 

 

 

30th April 2019 
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12.3 The paediatrics 
service should 
immediately review 
their use of clinical 
guidelines and 
ensure that they 
have a full suite of 
up-to-date guidance 
this is also 
implemented into 
daily clinical 
practice  

The current position is 9 
guidelines are under review 
taking into consideration up 
to date evidence and 
relevance plus expiry date. A 
revised audit plan is now in 
place for paediatrics.  

A new Paediatric 
Governance Lead has been 
appointed. This will 
strengthen the governance 
oversight and timely shared 
learning. 

The Big Six guidelines are 
currently being prospectively 
audited which includes 
gastroenteritis.  

A quick link to the electronic 
guidelines for Acute 
Paediatrics / Neonatal and 
Paediatric ED; are on the 
Trusts Intranet.  

Partially Met  Evidence required of 
audit outcomes and 
actions including the Big 
Six Guidelines reporting 
to the Clinical 
Effectiveness Group 
through 2018 / 2019. 

Mark Daly, 
Medical 
Director, Dr 
Chris Williams  

31st July 2019 
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12.4 The paediatric team 
should review their 
involvement with 
regional paediatric 
clinical networks 
ensuring they 
maximise the 
opportunities 
provided by such 
networks  

The following are the Clinical 
networks Paediatrics are 
involved with 

• Oncology 
• Diabetes 
• Neonatal 
• Respiratory 
• Cardiac 
• SWAICC 
• Epilepsy  
• Endocrinology  
• PIC 
• Gastroenterology 

 

Partially Met  Evidence of shared 
learning & development 
through attendance and 
participation at Paediatric 
Governance & Business 
meetings locally and 
regional network 
meetings. 

Mark Daly, 
Medical 
Director, Dr 
Kumar 
Yadlapalli 

31st August 2019 

12.5 The Trust should 
urgently agree a 
policy for the care of 
children on ICU that 
is on line with the 
Paediatric Intensive 
Care Society 
Guidelines  

The Paediatric Intensive Care 
Governance Lead has written 
a draft policy in line with 
paediatric intensive care 
society guidelines. This will 
be presented for approval at 
the Trusts Quality Assurance 
Committee in January 2019. 

A review of unplanned 
episodes of care within 

Partially Met   Mark Daly, 
Medical Director 
/ Dr Julian Berry 
Consultant 
Intensive Care 

31st January 2019 
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HDU/CCU is currently being 
undertaken by the Lead 
Consultant CCU.  

12.6 The Trust should 
undertake a review 
of the current PEWS 
system to ensure 
that it provides an 
accurate impression 
of patient status  

The senior team in 
Paediatrics have completed a 
thorough review of their 
PEWS system with the 
following changes: 

CRT trigger has been 
reviewed and is now live on 
the system. 

 
The audit process has been 
revised and now reports to 
the audit and guidelines 
group.   
 
The audits cycle is outlined 
below: 

Week 1: BP compliance- 
completed on admission, if 
refused escalated correctly, 

Met  None  

 

 

 

Mark Daly, 
Medical Director 
/ Mary Baulch, 
Head of Nursing  

Complete 
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BP measured at every full set 
of observations and newly 
abnormal BP escalated.  

Week 2: Fluid balance – Fluid 
balance if required, if no feed 
chart in place, mls/kg/hr, 12 
and 24 hour totals.  

Week 3: Parental concern- 
identified, included in PEW 
score, escalated correctly.  

The Observation & 
Monitoring Policy has been 
updated and ratified in 
September 2018 by the 
Paediatric Business & 
Governance Group.  

12.7 The Trust should 
consider the 
introduction of 
patient observation 
charts, which default 
to a cumulative or 

Large screen devices now in 
use to enable trend views to 
be used in clinical practice.  

Met  Audits undertaken show 
compliance with full trend 
view. 

Mark Daly, 
Medical Director 
/ Mary Baulch, 
Head Of 
Nursing  

Complete 
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‘trend’ view to 
enable clinical 
oversight.  

12.8 It is recommended 
that the Trust ensure 
that they have a 
robust trust wide 
annual audit 
programme. 
Findings from these 
audits should be 
reviewed and re-
audited to ensure 
best practice is 
embedded within the 
organisation 

The Trust has an annual 
audit plan which reports 
through the Clinical 
Effectiveness’ Group.   

Partially Met  Evidence of a reported 
programmed cycle of 
audits; reporting through 
quarterly, exception and 
annual reporting through 
the Clinical Effectiveness 
Group through to the 
Quality Assurance 
Committee and Board as 
appropriate. 

Mark Daly, 
Medical 
Director, Aoife 
Cavanagh, 
Associate 
Director Of 
Governance  

31st March 2020 

12.9 The Trust should 
ensure that all staff 
involved in the care 
of a patient follows 
professional 
standards in relation 
to the 
documentation of 

There is a weekly safety audit 
which includes clinical care 
and documentation that is 
presented at the Monday 
morning Safety Huddle.  
 
 
 

Partially Met  Weekly safety audit 
results include 
documentation for all 
disciplines  

 

Evidence from paediatric 

Mark Daly, 
Medical 
Director, Dr 
Chris Williams, 
Paediatric 
Consultant and 
Governance 

28th February 2019 
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clinical records   
 
 
 
 
 
The paediatric department 
has developed an ASPIRE 
Ward Accreditation system 
which includes 
documentation and core 
professional standards and 
knowledge. This will go live in 
December 2018.  
 
Documentation standards for 
medical staff to be included 
at local paediatric induction 

induction for new 
medical staff going 
forward. This will be 
included in February 
2019 induction. 

Evidence of ASPIRE 
ward accreditation 
results and action plan 

 

 

 

Evidence through local 
induction process 

Lead 

 

 

Bernadette 
George, Interim 
Director Of 
Integrated 
Governance, 
Mary Baulch, 
Head of Nursing 

 

Mark Daly, 
Medical 
Director, Chris 
Williams, 
Paediatric 
Consultant and 
Governance 
Lead   

 

 

 

31st March 2019 

 

 

 

 

 

28th February 2019 

 

 

 

 

12.10 All patients who are 
admitted to the 

Any patient with a suspected 
or known Learning Disability / 

Met   Kim O’Keeffe, 
Director Of 

Complete 
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hospital with a 
learning disability 
should be 
considered for a 
referral to the 
learning disability 
and autism team for 
review and input  

Autism is discussed at the 
twice daily safety huddle. 
Referral is made 
immediately. 

The Learning Disabilities & 
Autism team have confirmed 
that they have seen an 
increase in referrals since 
this process was added to 
the safety huddle. In October 
2018 a Learning Disability / 
Autism flag was added to E-
Obs 

 Nursing / AHPs, 
Mary Baulch 
Head of Nursing 

12.11 It is recommended 
that the Trust 
undertake an 
internal 
retrospective review 
of paediatrics 
mortality data to 
assure themselves 
that all paediatric 
deaths have been 
reviewed 

An internal review has been 
completed and presented at 
the 18th October 2018 
Mortality meeting. 

 

 

 

Partially Met  In addition to the internal 
review the Medical 
Director has 
commissioned the Royal 
College of Paediatrics to 
undertake an external 
review of those deaths. 
The College are due to 
make initial visit on the 
14th December 2018 and 
the external review will 

Dr Mark Daly, 
Medical Director 

30th April 2019 
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appropriately in line 
with the NHS 
Serious Incident 
Framework 
guidance 2015 

 take on the 23rd-24th 
January 2019. The 
Assurance report to 
Quality Assurance 
Committee when 
received. 

12.12 The Trust should 
review its 
governance for 
paediatric mortality 
learning 
opportunities, 
including 
clarification on how 
the statutory Child 
Death Overview 
Panel process 
integrates with the 
internal trust 
process to ensure 
that learning is 
embedded in the 
service 

The Named Doctor and 
CDOP Lead for the Peninsula 
is currently completing RCHT 
governance and learning 
opportunities review 
regarding child deaths. This 
report and recommendations 
will be presented to the Child 
and Women’s Care Group 
Board paediatrics and the 
Trusts Mortality Group by the 
end of January 2019.  

Ongoing The Named Doctor & 
CDOP Lead for the 
Peninsula to organise a 
workshop with invited 
speakers related to this 
guidance by the 28th 
February 2019 supported 
by the Named Nurse for 
Safeguarding. 

Dr Mark Daly, 
Medical 
Director, Dr 
Roger Jenkins 

 

28th February  2019 
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12.13 The Trust should 
fully implement the 
National Quality 
Board Learning from 
Deaths: Guidance 
for NHS Trusts on 
working with 
bereaved families 
and carers, July 
2018 

A gap analysis of the 
guidance will be undertaken 
and presented to the Trusts 
Mortality Group and Quality 
Assurance Committee in 
February 2019. 

Ongoing  The National Quality 
Board Learning from 
Deaths guidance refers 
to the Child Death 
Review -Statutory and 
Operational Guidance 
(England) which has 
been published in Oct 
2018. Therefore 
presentation dates to 
Trust Mortality Groups 
needs amending to 
accommodate new 
guidance? 

Paediatric mortality 
group – 20/10/18 – next 
one is 20/12/18 

Trust Mortality Group – 
16/11/18  next one is 
21/12/18 

Patient Experience 
Group – 21/11/18 – The 
Head of Nursing  will 

Bernadette 
George, Interim 
Director Of 
Integrated 
Governance, 
Paul Johnston, 
Consultant/  
Claire Martin, 
Deputy Chief 
Nurse  

28th February 2018 
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raise the work going on 
as described above to go 
back to next meeting on 
13/2/19 

12.14 Independent Review 
of the actions taken 
by the paediatric 
nursing and medical 
staff involved in this 
case 

The independent review has 
been completed and the 
formal report will be received 
by the 31st December 2019. 
No immediate safety or 
individual fitness to practice 
issues identified. Any 
recommendations from the 
report will be reviewed and 
added to this action plan by 
the end of January 2019. 

Partially Met The review is due to take 
place on the 22nd 
November 2019. A 
verbal update will be 
provided at the Trust 
Board of Directors 
meeting in December. 

Mark Daly. 
Medical 
Director, Claire 
Martin, Deputy 
Chief Nurse / Dr 
Gill Derrick, 
Deputy Medical 
Director 

31st January 2019 

12.15 The Trusts serious 
incident process 
should be 
strengthened, 
particularly 
concerning how 72 
hour reviews are 
undertaken 

The Interim Director of 
Integrated Governance has 
undertaken a review of the 
serious incident investigation 
process. A number of actions 
which includes a revision of 
the 72 hr process which will 
be included on the revisions 
for the Trusts Serious 

Partially Met Revised Serious Incident 
Investigation Policy to be 
presented to Quality 
Assurance Committee in 
February 2019.  

Internal audit as part of 
Risk Management audit 
will be asked to review 

Bernadette 
George, Interim 
Director Of 
Integrated 
Governance, 
Aoife Cavanagh, 
Associate 
Director  

31st March 2019 
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Incident Investigation Policy. the 72 hour before the 
end of Quarter 4 2018 
/2019. 

12.16 The complaint made 
by Mr & Mrs 
Bradford was not 
well managed and 
the Trusts 
communication with 
them on how their 
allegation and 
concerns were to be 
investigated was not 
clear and at times 
lacked compassion 
and sensitivity 

The Interim Director of 
Integrated Governance is 
reviewing the current 
governance policies. 
Changes had been made to 
the Datix System which is the 
portal for communication to 
ensure that a designated 
point of contact is clear and 
when communication last 
took place. The serious 
incident tracker which has 
been developed also cross 
references if the serious 
incident is also a complaint or 
claim or coroners case so co-
ordination is clear. 

 

 

Partially Met Evidence through the 
weekly complaint and 
serious incident tracker 
required. Metrics being 
developed to get 
feedback from patients 
and families on revised 
process. 

Bernadette 
George, Interim 
Director Of 
Integrated 
Governance, 
Aoife Cavanagh, 
Associate 
Director 

31st March 2019 
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Other 
Action
s 
Identifi
ed   

Safety action – 
please see the 
guidance for the 
detail required for 
each action 

Evidence of Trust’s 
progress  

Action met? (Met / 
Partially Met/ Not 
Met / Ongoing) 

Further 
Evidence Required 

  

12.17  The paediatric 
department as part 
of the overall 
organisational 
development plan 
will participate in the 
Institute Health 
Improvement 
SCORE Patient 
Safety Climate 
Survey to support 
enhanced team 
working and culture 
within the paediatric 
department 

The department has 
recognised the need to 
improve their patient safety 
culture and wish to 
participate in the SCORE 
Patient Safety Climate 
Survey and development 
plan process.  

Registration will take place in 
quarter 3 with full 
participation in month 1 of 
quarter 4. Debriefing and 
action planning to take place 
through remainder of quarter 
4. 

Ongoing Evidence of participation 
and action plan to be 
monitored via the People 
& Organisational 
Development Committee 

Bernadette 
George, Interim 
Director Of 
Integrated 
Governance, 
Mary Baulch, 
Head of Nursing  

31st March 2019 

12.18 As part of the Trusts 
Organisational 
Developmental plan 

Coco Bradford’s story is now 
shared through corporate 
induction by the Lead 

Met  Evidence through Trust 
Induction and staff 

Kerry Eldridge, 
Director Of HR / 

Complete 
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going forward Coco 
Bradford’s story will 
be told through 
induction to support 
the ongoing cultural 
work within the 
organisation 

Executive Director following 
publication of the 
independent report in 
October. 

feedback OD 

12.19 As part of the Trusts 
Organisational 
Development plan 
for 2019 / 2020 the 
Coco Bradford story 
will continue to be 
shared with the 
newly developed 
seven Care Groups 
under the revised 
structure 
undertaking pledges 
to support change in 
culture we wish to 
see. This will be a 
dedicated campaign 
launched early in the 

Led by the Director of Human 
Resources & Organisational 
Development, the plan will be 
worked up into the overall 
Trust Wide Organisational 
Development plan by the end 
of March 2019 

Ongoing  Kerry Eldridge, 
Director of HR 
and OD, Ruth 
Evans, 
Associate 
Director of HR 
and OD 

31st March 2019 
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new year 

12.20 The Chief Executive 
in conjunction with 
Rachel (Coco’s mum 
) are discussing a 
Coco Bradford 
Patient Safety Award 
for the 2019 One and 
All RCHT Staff 
Recognition Awards 

Early discussions underway 
for proposal which will be 
taken forward by the Deputy 
Chief Nurse during  
December and January 2019 

Ongoing  Kate Shields, 
Chief Executive, 
Claire Martin, 
Kate Shields 
CEO 

Deputy Chief 
Nurse  

30th November 2019 
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