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Minutes of the Trust Board Meeting in Public of the Royal Cornwall Hospitals NHS Trust held on 

Thursday 10 January 2019 in the Perranporth Room, The Health and Wellbeing Innovation 
Centre, Treliske, Truro TR1 3LJ 

 
Present:   
Mairi McLean  (MM)   Chairwoman 
Kate Shields  (KS)   Chief Executive 
Ruth Allarton  (RA)   Associate Non Executive Director  
Brian Courtney (BC)   Interim Company Secretary 
Kerry Eldridge  (KE)   Director of HR & OD 
Bernadette George (BG)   Interim Director of Integrated Governance 
Kelvyn Hipperson (KH)   Chief Information Officer 
Paul Hobson  (PH)   Non Executive Director 
Thomas Lafferty (TL)   Director of Strategy and Performance  
John Lander   (JL)   Non-Executive Director 
Sally May  (SM)   Director of Finance  
Kim O’Keeffe   (KOK)   Director of Nursing, Midwifery & AHPs 
Phil Orwin   (PO)   Interim Chief Operating Officer 
Sarah Pryce  (SP)   Non Executive Director 
Margaret Schwarz (MS)   Non Executive Director   
Gill Vivian  (GV)   Non Executive Director 
 
18.11 Welcome & Apologies for Absence 

 
a. The Chairwoman welcomed all present to the meeting, in particular welcoming Ruth Allarton, 

Associate Non Executive Director and Kelvyn Hipperson, Chief Information Officer. 
 
b. The Chairwoman noted apologies for absence had been received from Mark Daly, Medical 

Director and Rob Leighfield, Associate Non Executive Director  
 

18.12 Register of Board Member Interests 
 
a. The Board received the Register of Board Member Interests, noting that Chairwoman was a Fellow 

of the Schumacher Institute, not a member. 
 

18.13 Patient Story – End of Life Care 
 
a. Louise Dickson, Lead for End of Life Care and Consultant Nurse and Natalie Swann of 

Healthwatch Cornwall joined the meeting to give a presentational account of Maggie’s story.  
Healthwatch had engaged with Maggie regarding the end of life care her husband had received.  
Maggie advised Healthwatch that she did not wish to make a complaint but wanted people to learn 
from her experiences.   
 

b. Natalie gave an account of Maggie’s story followed by a short video in which Maggie gave a 
personal account of her husband’s care, which was less than adequate. 

 
c. The Board expressed their apologies and warmly welcomed Maggie’s comments and feedback.  It 

was identified that there were two key points that should be addressed: 

 Clear and simple communication with family members when relatives are dying was critical.  
The need to move away for euphemisms and ensure that messages were clearly 
understood at what was a particularly difficult, confusing and upsetting time.   
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 To understand why Maggie was not called when her husband was dying.  The need to 
ensure that family members always have a choice to be with their loved ones.  
 

d. LD advised that in response to these key points, the Trust had invested in training for the End of 
Life Care doctors and nurses in advance communication as well as an MDT review of End of Life 
Care documentation which would be implemented within 6 months.  LD continued, noting that 
through the Butterfly scheme, the Trust would aim to improve communication, consider and 
refocus staff on what was important for the patient and their family members.   
 

e. SP spoke of the powerful illustration and impact of Maggie’s story and KS spoke of the need to 
move to simple language and messaging.  PO challenged the timescales for implementing 
changes to documentation and suggested this could be actioned in a more timely way.  LD noted 
that steps could be taken quickly i.e. introduction of a sticker on all patient files who are EOLC, but 
spoke of the need to get the process right and 6 months was a realistic timescale. 
 

f. RA suggested engaging with the universities and sharing the learning from Maggie’s experience 
with students as part of their learning.  LD confirmed that the Trust was engaging with system 
partners regarding learning and rolling out the Butterfly scheme. 
 

g. MM concluded by thanking the EOLC team and Healthwatch Cornwall for presenting Maggie’s 
powerful story. 

 
18.14 Minutes of Previous Board meeting 
 
a. The minutes of the meeting held on 6 December 2018 Trust Board meeting were approved an 

accurate record of the meeting subject to a number of typographical errors. 
   

18.15 Matters Arising and Action Log 
 

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

 
18.02 - Action Plan into the Independent Investigation into the Death of Coco Bradford (12.1)   - 
Milestones with the Paediatric team had been agreed and the integrated action plan was in 
development and would be reported to the Quality Improvement Delivery Board on 24 January 
2019.  The integrated action plan would cover all aspects of the paediatric service and actions 
specific to Coco Bradford to ensure continued focus on these specific actions. 
 
18.02 - Action Plan into the Independent Investigation into the Death of Coco Bradford (12.2) - 
With regard to overnight paediatric staffing levels, following a review the establishment had 
increased to 7 during the day and 6 at night.  GV asked what the financial implications of the 
action plan were and KS confirmed that monies would be built into the 2019/20 budgets. JL further 
commented on the level of challenge and scrutiny of the budget due to the level of investments 
required in year.   
 
SP enquired about safe staffing levels and KOK advised that the Trust bi-annually reviews its 
staffing levels and through this approach it was identified that the establishment should be 
reinforced.   
 
With regard to the Paediatric On-Call arrangements, this was under review and discussion ensued 
regarding weekend staffing levels and how they should not differ from weekday.  KOK further 
explained that the Trust Board receive the bi-annual staffing report at its February 2019 meeting. 
 
MM concluded the discussion by enquiring about whether the Trust patient record system could 
‘flag’ patients with a disability and KOK confirm that this was already in place. 
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November 2018 - 9 - Integrated Performance Report – Our People – With regard to the actions 
being taken to improve appraisal compliance, KE advised that performance would be monitored 
through the new Care Group Performance Review meetings and would be embedded into the 
Care Group Plans for 2019/20. 
 
November 2018 – 12 – Annual Equality Report – With regard to the actions being taken in 
response to concerns raised about the level of DNA’s for people with a disability, it was noted that 
Equality and Diversity Lead had raised the issue through the Safeguarding Group and would 
report back to Quality Assurance Committee.   
 
November 2018 – 14 – Corporate Risk Register and Board Assurance Framework – With regard 
to the risk associated with patient monitoring in ED, the Board expressed concern with the delay 
in addressing this action.  KOK advised that the safety checklist in ED had identified that there 
were no concerns regarding care or harm but KS agreed to review this as a priority. 
 
October 2018 – 8s – IPR Operational Performance - With regard to the agency reduction plan, it 
was noted that the report was scheduled to be discussed at the February 2019 Trust Board. 
 
September 2018 – 8e – Cross Section of Complaints in the IPR – It was noted that data would be 
available from February 2019. 
 
September 2018 – 8f – Outpatient Programme Board – With regard to the review of standard 
patient letters it was noted that the matter was ongoing and the Operational Board would receive 
a report with suggestions on a number of actions to improve Outpatient productivity and outputs.  
The Board would receive an update in February 2019. 
 
The following matters arising were discussed: 
 

a. With regard to 5.a and the Coco Bradford Action Plan,KOK agreed to take this through the 
Children’s Board.  The Chairwoman noted that the Paediatric Overview and Scrutiny Panel had 
invited a Non Executive Director representative from RCHT to join the meeting. 
 

b. In relation to 5.e it was confirmed that the “Just Culture Review” had concluded and the Royal 
College of Paediatricians review would take place at the end of January 2019.   

 
c. TL sought clarity and further assurances regarding the timescales for completion of the 

paediatric governance audit through the ‘Big Six guidelines’ reported in agenda item 5.g.   It 
was confirmed that the Audit would be complete in February 2019 and would be reported 
though the Quality Assurance Committee. 

 
18.16 Chairwoman’s Report 

 
a. In presenting the report the Chairwoman drew the Board members attention to the following 

matters that occurred in November and December 2018: 
 

 The Trust was establishing a Board Development programme for 2019/20 with its most recent 
meeting focussing on the development of a Charitable Funds Strategy.   

 The Chairwoman joined a well-attended ‘Partners in Epilepsy’ Conference on 21 November 
2018.  An outcome of this conference was an invitation to the Chairwoman’s to undertake an 
educational research report relating to this work. 

 The Kings Fund Annual Conference took place in November 2018 which focussed on 
collaborative working. 

 The Chairwoman attended the Trust Hospital Choir and Christmas celebrations in December 
which was an enjoyable and well attended event.  The chosen fundraising charity for this event 
was the Butterfly appeal.   

 The Chief Executive Interview process would take place on 14 and 15 January 2019.  
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b. The Chairwoman reported that during the Christmas period she had the pleasure of visiting several 
of the ward areas, with the Chief Executive and other members of the Executive team to engage 
with staff and thank them for their continued hard work and support during the festive period.  SP 
and MS also had the opportunity to visit all the wards across the RCH site on Christmas day, and 
they spoke of the warmth and enthusiasm of the staff working on this special day.    
 

c. Discussion ensued regarding the focus on the Board Development Session on 31 January which 
would look at the strategic vision statement and forming public pledges and change initiatives for 
2019 associated with the Operational Plan 2019/20. 

 
d. Lastly the Chairwoman announced that following a recruitment process in December 2018 she had 

been appointed as the substantive Chairwoman.  The Board unanimously congratulated MM on 
her appointment. 

 
e. The Board resolved to receive the Chairwoman’s report. 

 
18.17 Chief Executive’s Report 
 
a. In presenting the report the Chief Executive drew the Board members attention to the following key 

matter of business: 
 

 The Trust remained to achieve the emergency 4 hour access standard and year to date had 
achieved 88.88% against local targets.  The A&E Delivery Board has oversight of performance 
and it was reported that the Cornwall Winter Plan was the only ‘green’ rated plan in the South 
West. 

 More than £40m of capital funding had been secured to invest in key hospital and healthcare 
projects across Cornwall and Isles of Scilly and more than £31m of the funding secured would 
be used to redevelop and move Lowen Oncology Ward and equip re-provide MRI scanning 
facilities.  Furthermore, £9m would be spent on improvements to West Cornwall Hospitals 
outpatient department.  The STP also secured £4.2m of digital funds over three years and NHS 
Confederation had provided £3k to pump prime the development of a community NED network 
to strengthen system governance arrangements. 

 With regard to patient care improvements, the Urgent Care Centre was fully functional and 
already seeing improvements and the fully refurbished Mortuary and Bereavement Centre had 
opened in December.  KS thanked everyone involved. 

 Almost all planned orthopaedic operations were now taking place at St Michael’s Hospital and 
as a result patients were less likely to be affected by surges in demand for emergency 
admission at RCHT.   

 With regard to personnel changes, KS welcomed Kelvyn Hipperson, Chief Information Officer 
to the meeting and noted that Phase 1 of the Divisional Restructure had concluded. Phase 2 
discussions had commenced. 

 Following the Care Quality Commission (CQC) Hospital Inspection in September 2018, the 
Trust received the final inspection report in December 2018 which confirmed the Trust had 
improved from a previous rating of ‘Inadequate’ to ‘requires improvement’.   

  
b. It was noted that the Trust would invite the CQC back in the new financial year to look at the 

continued progress the Trust was making.  With regard to the Well Led rating, the Board 
acknowledged that due to the number of interim positions it had remained ‘inadequate’ but 
following the recruitment of the Chair and Chief Executive there was confidence that this would 
improve. 
 

c. The Board resolved to receive the Chief Executive Report and recommended holding a 
Trust Board at SMH and WCH from March/April 2019.  It was agreed that a patient story 
from the SMH Breast and Orthopaedics services would be greatly welcomed by the Board. 
 

d. In presenting the Quality Improvement Delivery Board report, KS drew out the key themes: 
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 Maternity had made such significant progress that the workstream was reporting into normal 
mechanisms and would no longer feature as part of the Quality Improvement Delivery Board; 

 Cardiology and Ophthalmology would remain a key worktream of QIDB due to slow progress; 

 There was a continued focus on the strong governance workstream and it was noted that there 
had been no Never Events in Surgery in year and the harm review process for all 52 week 
waits had concluded.  The Trust would now look at those patients waiting 40 weeks. 

 
e. MM noted that Duty of Candour had achieved 100% compliance, and asked for assurances on 

how this was achieved.  It was reported that through targeted correspondence with staff, greater 
engagement across the Care Groups as well as using Coco Bradford’s story, the importance of 
Duty of Candour had been disseminated. JL challenged the data, noting that the report identified 
there had been less than 100% compliance.  BG assured the Board that there remained to be 3 
outstanding cases and a robust review to ensure that all elements of Duty of Candour had been 
applied was scheduled to be reviewed at QIDB in January 2019.   
 

f. The Quality Improvement Hub would launch in February 2019 which would allow the team to have 
a defined purpose and space to engage with and support staff to be innovative.  RA questioned 
whether the Trust had considered engaging with patients and the public and TL confirmed that the 
Trust was currently engaging with Healthwatch Cornwall. 
 

g. The Board resolved to receive the Quality Improvement Delivery Board Update report 
  
18.18 Summary Assurance Reports 

 
8.1  Finance Committee: October, November, December 2018 
a. In presenting the report, JL drew out the key themes of the last three Committee meetings: 

 The Trust was on plan financially, but at the end of Month 8 there was a £8.5m deficit, 
which was anticipated to deteriorate further. 

 With regard to the Emergency Capital bid, the Trust had not received any indication as to 
whether the bid was successful.  SM continued to engage with NHS Improvement and JL 
expressed his concern with the delay.   

 National guidance on budget setting for 2019/20 had been received and TL advised that 
the Trust would be submitting an initial capacity model on 11 January 2019.  The Trust was 
in a much better position than in previous years. 

 High level digital strategy to be developed and would be report to Committee before the 
end of the financial year. 

 
8.2 Quality Assurance Committee: October, November, December 2018 
a. In presenting the report, MS drew out the key themes of the last three Committee meetings: 

 The Committee continues to receive assurance regarding the Ophthalmology Service.  
Progress had been slow but the Committee had received a comprehensive update at its 
December meeting. 

 The Committee had requested further assurance regarding three key areas: Sole 
Practitioners services and performance; VTE and; Speciality Medicine. 

 With regard to Cardiology, the Committee remained concerned with the lack of progress 
and would continue to monitor the Cardiology Action plan. 
 

b. With regard to Cardiology, KS advised that she would be meeting with Ramsey Healthcare 
(Duchy) and Kernow Clinical Commissioning Group regarding a service across Cornwall that 
would improve patient care and experience and greatly reduce waiting times.   
 

c. JL noted that the Health and Safety Committee was stood down in December, to which PO 
clarified that the Committee did not take place due to limited attendance, he provided assurance 
that this was known by the Committee and they would be meeting routinely again from January 
2019.  The Quality Assurance Committee would continue to receive routine assurance reports at 
each meeting. 
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8.3 People and OD Committee: October and December 2018 
a. In presenting the report, JL drew out the key themes of the last two Committee meetings: 

 The Committee continues to focus efforts on workforce resource; reducing agency spend; 
improvement in compliance with appraisal, flu and mandatory training. 

 The Committee had received information and assurances relating to the Organisational 
Development Plan which would launch in January / February 2019. 

 The Consultant Job Planning policy was under development and would be received by the 
Committee in February. 

 The staff survey response for 2018 was c30%, which was a deterioration from previous years.  
The data pack was not available at the December Committee but had since been received and 
would be reported to the Executive Board, People and OD Committee in February and Trust 
Board in March 2019. 
 

b. KS spoke of the continued use of Pulse Checks and how these had been much more positive than 
the staff survey.  There was a need to fully understand why staff did not complete the staff survey. 
 

c. GV enquired about metrics for private practice and productivity.  PO spoke of the ongoing work on 
demand and capacity, reviewing and recalibrating job plans and the inconsistencies across the 
organisation with annual leave and study leave policies.  PO continued, noting the organisational 
journey and the linkages with the Organisational Development Plan. 

 
8.4 Audit and Risk Assurance Committee: November and December 2018 
a. In presenting the report, MS drew out the key themes of the last two Committee meetings: 

 Limited assurance was received regarding the Contract Management Audit, it was noted that 
plans were in place to have a central contracts management function following the 
identification of historical issues. 

 With regard to the MDT and End of Life Care audits, both audits had also received limited 
assurance with key concerns identified around culture and embedding practice. 

 The Committee would continue to receive assurances regarding the Discharge planning audit 
as it remained an area of concern. 

 In relation to the Audit Recommendation Tracker, the Committee sought further assurances on 
tracking progress and it was confirmed that improvements were anticipated via greater 
Executive engagement. 

 The Committee had received information and assurances regarding stock wastage following 
the implementation of a robust inventory management solution.   

 The Committee were not assured with the current risk management process and noted the 
Interim Director of Integrated Governance was making tangible steps to ensure marked 
improvement in the reporting mechanisms and information and assurance provided. 
 

8.5 Charitable Funds Committee: November 2018 
a. In presenting the report, PH drew out the key themes of the November Committee meeting: 

 The Trust thanked the Friends of the Royal Cornwall Hospital for providing gifts for Children on 
Christmas day. 

 The fundraising manager update noted that the 12 days of Christmas campaign was extremely 
successful and Mitie had matched funding of an additional £3k which was extremely positive.  
Furthermore, the Charity team would be relocated to the Trelawny Wing entrance which was 
also seen as a very positive step to improve visibility 
 

b. MM enquired about the funding support of the Friends and how the Trust prioritised their support.  
It was agreed that through the Care Group planning round, the Executive Team would share 
with the Charitable Funds Committee the investment ideas in order that the Committee can 
review the investment priorities.  KOK agreed to prepare a brief report outlining how the 
Trust will engage with Friends of the Hospital regarding using charitable donations. 
 

c. The Committee resolved to receive the Committee assurance reports. 
 
18.19 Integrated Performance Report 
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a. The Executive team were invited to provide a high level summary of the key matters included in 
the Integrated Performance Report: 

 
Quality and Safety 

 6 new pressure ulcers were reported in November 2018 (grade 3-4).  There had been a 
category 4 pressure ulcer on Critical Care and KOK had taken personal responsibility to follow 
this case through to understand the issues and learning; 

 The Trust ‘falls with harm’ rate was 1.0% compared to the national average of 1.50%.  KOK 
advised that a fall resulting in death had occurred and an audit of 21 patients with a fall 
resulting in serious harm had been undertaken to ensure learning.  The report would be 
presented to January Quality Assurance Committee; 

 There was a county wide focus on norovirus and a robust action plan in place with limited 
cases seen to date due to robust management; 

 With regard to Friends and Family Test, the inpatient and day case response rates had 
decreased but SMS texting in ED had now been resolved; 

 Care Groups had cleared the backlog of complaints, with the exception of Medicine.  They 
were receiving targeted support.  Overall response rates for complaints had improved to 48%. 
 

b. SP enquired about Care Opinion, noting that the response times had improved but the total 
number of responses was not very high.  BG explained that the Trust was confident that 
improvements were being achieved and the patient experience team were working with the new 
Care Groups to inform and educate on the new system and process. 

c. TL assured the Board that through the revised Care Group Performance Review meetings there 
was a heavy focus on quality and patient experience performance and would routinely review 
complaint responses.  It was suggested that the IPR would be improved from March 2019. 

d. With regard to Sepsis, KOK noted that compliance had decreased to 85% but the new sepsis 
screening tool would take effect in month and it was aimed that improvement in patients receiving 
antibiotics within 1 hour would be ween.  KOK further spoke of the RATS triage in ED with the 
patient safety checklist and how this had also much improved identification and timely treatment of 
sepsis. 

 
Operational Performance 

 The Trust had achieved 92.4% against the 4 hour ED Standard; 

 Only 70% of patients were spending their time on the stroke unit, against a target of 90%.  PO 
advised that the Operations Board had reviewed the hyper-acute stroke care pathway and 
made changes to improve this standard and ultimately patient care; 

 Fractured neck of femur patients operated on within 36 hours reduced to 82.5% but was above 
the 80% standard.  Achieving this target had much improve clinical outcomes and length of 
stay; 

 With regard to percentage of RTT pathways over 18 week, performance had improved with the 
Trust achieving 83.1% of incomplete pathways within 18 weeks; 

 Diagnostic performance decreased but additional staff and additional lists were being put in 
place; 

 Cancer treatment within 62 days target was not achieved but mitigations had been put in place 
around enhanced diagnostics which had improved the overall pathway;  

 The percentage of cancellations on the same day reduced to 1.1%. 
 
e. PO reported that the Trust was at OPEL 2; the position was fragile but was relatively positive as no 

activity had been cancelled.  The Board noted the Trust was in a much better position in 
comparison to the previous year. 

 
Finance 
 

 Forecast overspend against a plan of £6m; 

 Savings schemes of £10.9m identified against £12m cost improvement plan.  A more effective 
approach to CIP was being established moving into the new financial year and to ensure that 
these savings were recurrent; 
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 The capital programme was fully committed and there were significant additional pressures 
relating to estates works and medical capital equipment.  The outcome of the STP emergency 
capital bid was still awaited. 

 
Workforce 
 

 Continued focus on recruitment and addressed the vacancy rate.  HR are working closely with 
the Care Groups to review vacancies and support the development of their workforce plans; 

 Agency use remains high in month, but the Trust was in its second month of the agency 
reduction plan and it was noted that current performance (December 2019) identified that there 
had been a reduction in agency spend by 35% across all staff groups.  A weekly task and finish 
group was overseeing performance and it was noted that agency nurse shifts had halved. 

 Sickness absence had increased therefore Occupational Health were working with managers 
to help manage sickness absence and support staff in being able to return to work; 

 Mandatory training had improved during November but remained to be below the required 
standard.  With regard to appraisal, compliance had deteriorated for the third consecutive 
month. 

 
f. MM welcomed the improvements in agency spend and KE spoke of the improvements in rostering. 

Changes in shift patters and use of the agency recruitment process had all contributed to the 
improved position. 
 

g. With regard to appraisal rates, JL questioned whether the changes to the Care Groups had 
impacted on line managers being able to undertake appraisals and suggested that now the 
changes were in place, it should be anticipated that improvements would be achieved.  BG 
advised that mandatory training and appraisal compliance would be included in the weighting for 
Ward Accreditation, this would support the continued promotion of appraisal’s and ensure the 
senior leaders could monitor compliance more closely. 

 
h. The Trust Board resolved to receive the Integrated Performance Report.  

 
18.20 Care Quality Commission Hospital Inspection Report (September 2018) 

 
a. The CQC carried out a comprehensive inspection, Use of Resources assessment and Well Led 

review in September 2018.  In December 2018 the Trust received the final inspection report which 
confirmed that the Trust had improved from a previous rating of ‘inadequate’ to ‘requires 
improvement’.  
 

b. The key highlights of the report included: 

 There were 166 identified areas for improvement (50 ‘must-do’ and 116 ‘should-do; actions).  
There were 5 Use of Resources actions. 

 A comprehensive cross reference of the latest CQC recommendations, the Well–Led action 
plan and the initial feedback action plan had identified 29 residual actions that remained open.  
These had been incorporated into the new integrated action plan. 

 The action plan would be monitored through the CQC Scrutiny Group. 
 

c. JL sought assurance on how the Board would be assured on progress against the actions and BG 
confirmed that the Quality Assurance Committee would receive a bi-monthly report.  KS advised 
that Care Groups would be invited to attend future CQC relationship meetings.  This was felt to be 
positive as it would enable Care Group exposure to the CQC as well as allow Care Groups to 
demonstrate the actions/mitigations taken and what progress had been made. 
 

d. The Board resolved to receive the report and the positive progress achieved today date.  
The Board noted that the Quality Assurance Committee would receive bi-monthly reports 
on progress against the CQC action plan.  It was suggested that care groups could be 
invited to provide updates on assurance and progress against the action plan 
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18.21 Incident and Learning Report 
 
a. In presenting the report, BG noted that the Incident and Learning report had been received and 

scrutinised by the December Quality Assurance Committee.  The main themes included: 

 The SI backlog had been reduced to 37 cases (to date) and the central governance team were 
on track to clear the backlog by April 2019. 

 With regard to previous concerns relating to VTE, assurance was provided that VTE 
assessments had become mandatory on admission to a ward and the new electronic system 
was due to go live in December 2018.  There had been no further reported cases of VTE. 
 

b. JL asked for clarity on the reference in the report to 1006 incidents being reported in November 
and that this was an increase from the 898 reported in October 2018.  BG suggested that this 
figure was a comparable benchmark of an organisation of this size and was not a cause of 
concern.  BG further spoke of the triangulation of SI, Complaints and performance data and how 
this data, as well as data from Patient Safety Walkrounds, would be presented in future reporting 
from February 2019. 
 

c. The Board resolved the continuous improvement in the presentation and content of the 
report and that the triangulation of the SI, Complaints and trends would be reported to the 
March Trust Board. 

 
18.22 Mortality Report 
 
a. In presenting the report, it was noted that the Mortality Report had been received and scrutinised 

by the December Quality Assurance Committee.  The main themes included: 

 In response to the external review of Stroke Services in 2018 the Trust was responding to the 
improvement plan through improved access to the stroke unit.  QIDB would maintain oversight 
of this workstream. 

 Fracture Neck of Femur flagged regarding appropriate and timely access to theatres, this was 
being addressed by the teams with oversight from the monthly Fracture Neck of Femur Group. 

 With regard to ‘other perinatal conditions’ relating to stillbirth, the matter had been discussed 
at the Perinatal Mortality and Morbidity meeting following a review of process.  BG advised 
that a review of coding was taking place to ascertain if this concern related to a coding issue 
or a clinical issue.   
 

b. The Board resolved to note their assurance regarding the outlier reports and that there were no 
issues with clinical care.  With regards to coding for still births, the Board requested further 
assurance and recommended the outputs of the deep-dive into coding, as well as the 
recommended solutions, was presented to Trust Board.    

 
18.23 End of Life Care Annual Report and Strategy 

13.1 End of Life Care Annual Report 
a. In presenting the End of Life Care Annual Report KOK invited Louise Dickinson to present the key 

highlights: 

 The CQC inspection in July 2017 resulted in the End of Life Care services receiving an overall 
rating of ‘inadequate’.  The learning from the CQC inspection and recommendations were built 
into an End of Life Care Improvement Plan which was monitored by the End of Life Group, 
which reported progress to the Quality Assurance Committee. 

 Following approval of a business case in July 2017, the service expanded the Specialist 
Palliative and End of Lie Care team in response to increasing referrals and the need to 
provide a 7 day service. 

 The Trust signed up to the Hospice UK / NHS Improvement End of Life Improvement 
programme.  The focus of which was to improve quality of care for patients in the last three 
months of life who attend or are admitted to hospital as an emergency.  This had resulted in 
the launch of the Butterfly Scheme. 
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 Improvement in training and education through End of Life sessions at Corporate and Clinical 
induction and mandatory training.  The introduction of a bereavement questionnaire was 
introduced which helped support the End of Life Care ensure learning was achieved. 
 

b. The Board noted the activities of the Specialist End of Life Care team to improve End of Life Care. 
 
13.2 End of Life Care Strategy 
 
a. The strategy enabled staff to provide the best quality of care to all patients and families at the end 

of life.  The strategy and workplan were defined around the foundations in line with the National 
Ambitions for Palliative and End of Life Care: 

 Each person is seen as an individual; 

 Each person gets fair access to care; 

 Maximising comfort and wellbeing; 

 Care is coordinated; 

 All staff are prepared to care; 

 Each community is prepared to help; 
 

b. Louise Dickinson advised that a gap analysis of the six ambitions had been undertaken and the 
strategy had been consulted through the End of Life Care Group and with Healthwatch Cornwall. 
   

c. JL raised several questions relating to the increase in staffing and what the outcomes and 
successes were following this increase.  JL further enquired about the outcomes of the changes 
following the CQC inspection and lastly asked why the quorum for the End of Life Group was low.  
Louise Dickinson advised that following successful recruitment, the Trust had been offering a 7 
day service since October 2017.  With regard to the CQC rating, the Trust had heavily focussed on 
making sustained improvements and as such the current CQC rating had improved to ‘requires 
improvement’.  In relation to the quorum for the meeting, Louise Dickinson confirmed that 
attendance at the meeting was very good.  Discussion ensued regarding attendance at MDT 
meetings and it was recommended that attendance by clinicians and nurses was mandatory. 

 
d. PH noted that the strategy was county wide and asked if there were any commonalities, LD 

confirmed the Strategy Board was focussed on two of the 6 ambitions and the Trust was fully 
engaged with the wider community and they were looking at consistent training and the 
development of a learning platform.  LD continued, stating that the Strategy Board was well 
attended by partners and KOK spoke of the continued efforts with partners to appoint an End of 
Life Care lead.  KOK concluded, stating that a 24/7 service was in place across RCHT and the 
Hospice. 
 

e. KS spoke of the positive approach and how having one system plan with one team across the 
system would be extremely positive for patients. 
 

f. GV suggested involving the ambulance Trust and having a Treatment Escalation Plan that would 
support patients being in the right place and not unnecessarily bringing them into hospital.  KS 
spoke of the work being led by the Clinical Commissioning Group that was considering this 
approach.   
 

g. MM concluded the agenda item by asking one further question regarding the transition age, it was 
suggested that the strategy should cover all ages and itt was confirmed that resource was in place 
for this transition group. 
 

h. The Board resolved to note the strategy and the actions to be taken. 
 
18.24 Winter Plan 
 
a. The Winter Plan was being utilised across the Trust and the Winter Planning Group were 

proactively addressing concerns as they arose.  PO summarised the key highlights of the report: 
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 Medical beds to be allocated to localities.  

 In-reach unit opened on the old Discharge Lounge template. 

 OPEL escalation protocol had been reviewed and updated and communicated to all senior 
managers On Call and Executive Directors on call. 

 Remodelling of the ED front door had increased capacity and through the implementation of 
the Urgent Treatment Centre and a ‘fit to sit’ arrangement (where patients return to the waiting 
room when not receiving active treatment) had supported increase in capacity. 
 

b. PO spoke of the positive steps in ED and the support and enthusiasm of staff.  MM noted the 
positive steps and asked for assurance on sustaining the position through the remainder of winter.  
PO noted that performance would be managed by the Chief Operating Officer, Director of Nursing 
and Medical Director to ensure staff were supported and embedding the new ways of working into 
business as usual.  PO further spoke of the need to develop a plan for Summer 2019.  

 
18.25 Corporate Risk Report and Board Assurance Framework 
 
a. In presenting the Corporate Risk Report (CRR) BG noted that all the relevant Committee meetings 

had received the CRR.   
 

b. With regard to the new CRR for Ophthalmology Capacity (6994), TL challenged that this was not a 
new risk as it was well known by the Executive Team and the Trust Board.  BG explained that due 
to the Care Groups reviewing their risks, there was some cleansing of information and as such 
matters were being retrospectively added to the CRR. 
 

c. JL questioned the common use of the statement ‘targeted recruitment’.  JL sought assurance on 
what this meant and KE spoke of the overall review of skill mix in light of the difficulties to recruit to 
some specific roles.  Furthermore, KE spoke of the need to look at blended roles and RA 
suggested that the Trust utilise the placements offered through the universities.  KOK confirmed 
that the Trust worked very closely with the universities regarding nursing placements and routinely 
takes on all preceptees.  Discussion ensued regarding the need to utilise apprenticeships in 
clinical positions. 
 

d. With regard to CRR 7068 relating to capnography equipment, KS expressed concern that patients 
were being held in recovery as a result of lack of critical care capacity and that capnography 
equipment was not held in recovery.  KS noted that a business case regarding critical care 
capacity was in development but requested that the Executive lead and Clinical lead proactively 
addressed this at pace. 

 
e. The Board resolved to receive the CRR and BAF but requested that with regard to Critical 

Care, it was agreed that PO would provide an update to Quality Assurance Committee. 
 

18.26 Well Led Action Plan 
 
a. The Board received the Well-Led action plan, but noted that since the production of Board papers 

the action plan had been updated by the Executive Team.  It was acknowledged that there 
remained much more to do in response to the identified actions and some of the actions were 
contingent on the appointment of the substantive Chairperson and Chief Executive. 
 

b. MM expressed concern that the actions arising from the review had been progressed at pace and 
sought assurance that necessary changes and improvements were delivered in a timely way.  KS 
noted the Board’s comments and that many of the key themes identified in the action plan related 
to basic good governance as well as the close links with the actions identified in the CQC action 
plan.   

 
c. The Board received the report, and requested that KS and BC review the action plan, ensuring that 

all actions were updated. 
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18.27 Board Calendar of Meetings and Glossary of Terms 
 

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

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

 
18.29 Evaluation of Effectiveness of the Meeting 
 
a. The following comments were received by Board members: 

 Inclusive and honest debate; 

 Encouraged by the level of question, debate and challenge; 

 Key positive aspects of the meeting included the patient story; 

 Lengthy meeting and need to move to a paperless system; 

 Exception reporting from Committee meetings and the IPR was recommended; 

 Need to ensure robust good governance and follow through of action to ensure appropriate 
assurances are received. 

 
18.30 Questions from the Public 
 
a. There were no questions from the public. 

 
Date of Next Meeting: 7 February 2019 

 
 
 


