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Purpose of Report The purpose of this report is to provide Board with our 2019-20 
Operational Plan prior to submission. The report will be 
accompanied by presentations from the Care Groups on their 
priorities for 2019-20. 

Recommendation  Board is asked to approve the 2019-20 Operational Plan  

Consultation 
Undertaken to Date 

The 2019-20 Operational Plan has been developed with oversight 
from RCHT and Shaping our Future executive team, and the final 
version has been reviewed and supported by the Finance and 
Performance Committee on 25th March. 

Next Steps Our 2019/20 Operational Plan will be submitted to NHS England 
and Improvement. We then expect to receive further feedback on 
our plans which we will need to respond to, so this will not be the 
final version of our operational plan.  
In May, our 2019/20 Annual Plan will be provided to Board, which 
will provide a summary of our key priorities and actions for 19/20. 
 

  

Executive Summary 
All NHS Providers are required to produce a 2019-20 Operational Plan, which describes how 
they will meet the national planning requirements set by NHS England and Improvement.  
 
Our plan describes our ambitions for 2019-20, and how we will achieve them. It also reflects 
some of the challenges we face, both individually and as a system. We have developed our 
Operational Plan to respond to the national planning guidance, and have worked with our 
system partners to ensure our plan also supports the development of a coherent system level 
plan. 
 
In Spring 2019-20, we will be launching our new organisational strategy, which will describe 
the steps we are taking to deliver our new vision of ‘Aspiring to provide Brilliant care to One + 
All’. This operational plan will form the first year of our strategy, and will set out the steps we 
are taking to deliver brilliant care in 2019-20. To support this, all of our Care Groups have 
developed business plans which describe their key priorities and actions for 2019-20. The Care 
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Groups will present an overview of their key priorities at Board to accompany our Operational 
Plan, demonstrating some of the things we will be doing to turn our operational plan into reality.  
 
Following submission of our Operational Plan to NHS England and Improvement, we expect to 
receive further feedback which we will need to respond to. This is not therefore the final 
iteration of our plan. 
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Royal Cornwall Hospitals NHS Trust Draft Operational Plan Narrative 
2019-20 

1.0 Introduction 
 

Royal Cornwall Hospitals NHS Trust is on a journey to improve care. Having been placed in special measures and rated 
inadequate last year, the CQC reported in December that the Trust rating has improved to ‘Requires Improvement’ 
with care rated as ‘Good’ across all of our hospitals.  The report is a strong indication that we are heading in the right 
direction and it sets the scene for this coming year.  
 
In spring, we will be launching our new organisational strategy, which will describe the steps we are taking to deliver 
our new vision of ‘Aspiring to provide Brilliant care to One + All’. Alongside this, we have also developed three key 
strategic goals: 
 

1. Brilliant Care: Providing brilliantly safe, compassionate and timely care that maximises patient experience 
2. Brilliant People: Working together in a supportive environment to attract, develop and retain brilliant people 
3. Brilliant Improvement: Instilling a culture of continuous improvement, using innovation and technology to 

ensure we optimise our effectiveness 
 
This operational plan will form the first year of our organisational strategy, and will set out the steps we are taking to 
deliver brilliant care in 2019-20. Our operational plan has also been developed to respond to the NHS Long Term Plan, 
in addition to the system and local priorities for our Trust.  
 
In 2019-20, we also want to make more progress in working as a system to ensure we provide the best possible care 
for the Cornwall population. To do this, we will work with Cornwall Partnership NHS Foundation Trust to realign 
services between our two organisations. The aim of this is to ensure that services are structured around pathway 
delivery, rather than organisational ownership. This will support transformation across our Urgent & Emergency and 
Community pathways, and will also support the system ambition of becoming an Integrated Care System. Whilst these 
changes are not yet finalised and therefore not reflected in our activity and financial plan, this will be a key action in 
ensuring we deliver transformational improvements in 2019-20. 
 
To support the development of our plan, we have engaged with our clinical care groups and system partners. This 
approach has helped to ensure that our plan has been developed upon robust ‘bottom-up’ planning assumptions, 
with a clear understanding of how this fits at a system level. 
   
As per the NHS Planning Guidance, the plan is split into five key areas, describing our approach to: 
 

• Activity planning 
• Quality planning 
• Workforce planning 
• Financial planning 
• Linking to Shaping Our Future, our system plan. 

 
2.0 Activity Planning 
 
2.1 Approach to activity planning 

 
RCHT undertakes a detailed line-by-line approach to activity planning which gives what has historically proved to be a 
robust initial view of demand. This involves close joint working with service lines and commissioners and has been 
refreshed for 2019-20. 
 
We have well-developed demand and capacity tools for theatre, bed, outpatient, cardiology and endoscopy activity 
which triangulates with total commissioner demand and provides drill-down as appropriate to treatment function 
level (and in many cases to clinic/consultant level).  These tools have also been effective in anticipating our deliverable 
and delivered capacity and are reviewed and improved year-on-year, and agreed with commissioners on an annual 
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basis. These are in the process of being fully updated and will then be used further in activity and capacity planning 
with care groups and commissioners. We will therefore have, as in previous years, a transparent shared view on 
demand and capacity across the system. 
 
The Trust and partners have participated in the national demand and capacity training programme in previous years, 
and extensive demand and capacity training informed by this on a ‘train the trainers’ basis has been undertaken this 
year both internally and within the system.  
 
2.2 Our planning assumptions 

 
Our planning assumptions are based on a combination of a baseline 2.7% for demographic growth, which is adjusted 
at a specialty level to take account of previous specialty-level variation in growth, and locally-generated adjustments 
for waiting lists sufficient to sustain the March 2019 position, which have been developed together with 
commissioners. This has then been further adjusted to deliver a 90% RTT position. 
 
The Trust and its main commissioners have agreed planning assumptions which link to ONS specialty-level weighted 
demographic growth.  These are adjusted for factors such as service-specific demand (e.g. separate guidance on 2ww 
cancer) and service developments (e.g. roll out of MSK pain pathway). The plan contains sufficient estimated activity 
to sustain the final March 2019 position, meaning that they support current achievement (83.5%), with the exception 
of overdue follow ups, where the plan reduces overdue follow up waits to a maximum of 1 month; it is this that 
accounts for what has been suggested to be higher than anticipated follow up growth. Since the previous version, 
further activity has been included sufficient to deliver 90% RTT. 
 
Detailed internal work within RCHT with clinicians and services informs the development of this work and the detailed 
plans are shared and discussed with the CCG. The plan is assumed to continue to deliver zero 52ww following 
achievement of this by m1 2019-20. 
  
The Trust and CCG are together, as in previous years, running a process to review potential demand management 
schemes (put forward by both the Trust and CCG). The impact of these has been included in the final plan, reducing 
overall growth by around 1.8%, and further schemes are being worked up in more detail to increase the quantum of 
these. 
  
The Trust does not currently have sufficient inpatient bed capacity to deliver the plan in full whilst also achieving 
access standards at the current system performance (including for instance current levels of delayed transfers of 
care), with an average projected shortfall of 55 medical beds in 2019-20. A combination of demand management, 
increase in short term capacity, improved organisational productivity, improved system performance, utilising 
external community based capacity and operational interventions are included in the plan to create the capacity 
required to deliver the plans in full.  
 
In terms of theatre capacity, there is a current shortfall of around 1976 cases through core sessions at current 
productivity rates, with a further 1120 cases required to achieve the 90%. RCHT and system plans to address this 
include annualised job planning, the full year impact of the St Michael’s expansion, weekend working, outsourcing, 
and going further on demand management. 
 
2.3 Use of independent sector 
 
The independent sector (through subcontracting) is being utilised where possible and appropriate to deliver the 
activity plan. Options in this regard are limited in Cornwall by geography and case-mix treated by the independent 
sector, though the Trust has also made some use of providers such as Medinet during 2018/19.  In practice, the Trust 
is able to treat most patients suitable for the independent sector without operational difficulty either via day-case 
activity at RCH or on one of its other sites at St. Michael’s Hospital, Hayle or West Cornwall Hospital, Penzance. There 
is therefore a poor match between the patients the Trust has difficulty treating in a timely fashion (high-acuity, 
specific consultant to see patients, on the RCH site) with the capacity the independent sector can offer.  Also, given 
that the independent sector options available tend to be the same staff as operate within RCHT, delivery of activity at 
piece rates in the independent sector often also constrains RCHT’s ability to provide additional sessions beyond usual 
working hours. 
  
Although the Trust sees opportunity from a financial perspective as being mainly in reducing rather than expanding 
outsourcing, some independent sector activity is anticipated to be required, especially in specialised ophthalmology 
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(electives and follow ups), urology, cardiology, gastroenterology, dermatology, and oral surgery. For 2018/19 this use 
is currently built into Trust plans with subcontracts already in place and planning continues about assumed levels for 
2019-20. 
  
Further strategic discussions are proceeding with Ramsay Healthcare and the CCG this year about future joint working 
on the Duchy site. These are however likely to take some time to come to fruition. In the meantime more 
straightforward initiatives such as the pooling of waiting lists in cardiology will continue to be explored. 
 
2.4 Operational standards 
 
Our ED performance has improved during 2018/19 with the implementation of the Urgent Treatment Centre, and the 
move of the medical take from ED.  These have resulted in improvements which should be sustainable. Further 
embedding of GP leadership in the UTC and further work on reductions of longer staying patients are planned in 2019-
20. In 2019-20 we will maintain our ED performance, delivering 95% in Q1, 92% in Q2, 92% in Q3 and 90% in Q4. It 
should be noted that this trajectory is linked to seasonal pressures and performance in summer and winter, and does 
not represent a deterioration of our ED performance in 2019-20. 
 
Our RTT performance is planned to improve to 90% during 2019-20. We have delivered improvements in our 
performance in 2018/19, and are working as a system to develop a number of schemes to further manage demand in 
2019-20. 
 
The Trust has had relatively good performance in terms of cancer standards, but has had challenges in sustaining the 
62 day standard this year. There have been specific pressures and challenges on the urology, colorectal and 
endoscopy pathways during 2018/19, as well as an impact from the tertiary breach rule changes. The Trust is 
projecting quarterly achievement of all standards next year; with the exception of 2ww and 2ww breast during Q1, 
and 62 day standard in Q1. The Trust is still applying an ambitious aim to achieve all cancer standards from Q2. The 
main predicted risk at this point is in endoscopy pathways, with plans in to mitigate including additional recruitment 
and outsourcing, and in 2ww breast. 
 
We will continue to improve performance for diagnostic waiting times, and are anticipating delivering 99% from Q2 
onwards. This will be delivered through projected improvements in endoscopy.  
 
3.0 Quality Planning  

 
3.1 Approach to quality improvement, leadership and governance  
 
The Trust has established a QI Hub to embed and nurture a culture of Quality Improvement (QI) across the Trust. The 
purpose of the QI Hub is to enable teams to place quality at the centre of everything we do and achieve our strategic 
objective of ‘Brilliant Improvement’.  The QI Hub is the central point of contact for all improvement ideas.  The QI Hub 
ensures that ideas are aligned and prioritised in accordance with the organisational strategy, and provides support for 
delivery of QI projects. 
  
A key function of the QI Hub is to build QI capability within the workforce of the Trust. The QI Hub is working in 
partnership with the Academic Health Science Network (AHSN), which has to date delivered training for more than 80 
Quality Improvement Ambassadors at RCHT. The QI Hub will now work with the AHSN to develop an in-house Quality 
Improvement training programme to further build capability across all staff groups in 2019-20. 
  
RCHT identifies improvement areas from many sources including internal quality indicators, staff and patient feedback 
and external benchmarking and reviews. For example, the Trust is fully engaged with the opportunities that the GIRFT 
national programme presents to improve quality and safety of care. We will fully implement the recommendations 
from recent reviews, including the five that were carried out in 2018/19, and look forward to the planned expansion 
of the programme with four reviews already planned for the first part of the financial year. The quality improvement 
plans arising from these visits are reported to and monitored through our Clinical Effectiveness Group, chaired by the 
Medical Director. The care groups and QI Hub also utilise the model hospital to support the development of new QI 
projects. 
 
The QI Hub has implemented an electronic platform to support the engagement of people in QI. The platform is called 
Improve Well and is one method in which people can communicate their ideas for improvement. All ideas generated 
on the platform are reviewed and responded to by the QI Hub and the person who has submitted the idea is then 
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supported to take forward the improvement in an appropriate way.  Many ideas generated on this platform do not 
require full project management but do benefit from some QI support. The benefit of the platform is that every 
member of staff has a method via the app for gaining QI support in their day-to-day work. 
  
 
 
3.2 Summary of the quality improvement plan 

  
Following the organisation’s most recent CQC inspection in September 2018, the Trust’s rating improved from 
‘inadequate’ to ‘requires improvement’. A quality improvement plan has been developed in response to the areas 
identified for improvement, including in the well-led domain. There were three main quality workstreams resulting 
from the action plan: 
 

• Tackling Delay 
• Strong Governance  
• Safety Culture. 

 
There are also enabling workstreams: 
 

• Culture and Leadership  
• Communication and Engagement  
• QI Capability. 

 
Recognising the requirement for significant improvements to be made across a variety of services as well as culture 
and leadership the Trust has established a Quality Improvement Delivery Board (QIDB) to review progress and receive 
assurance on the improvements being made. QIDB meets fortnightly, is chaired by the CEO and reports to the Quality 
Assurance Committee. In order to ensure we are able to evidence the impact of our quality improvement projects, all 
projects have measurable outputs associated with them which are reported at QIDB. Examples of measures used 
include length of stay for frailty patients and number of specialty outliers for our tackling delays workstream. 
 
It is recognised that the activity and projects currently reported to QIDB do not capture all QI projects across the Trust 
as some are reported via other committees i.e. eHealth projects. Through the new QI Hub, the Trust is currently 
developing a QI governance accountability framework which will define how we receive assurance on all QI projects 
going forward. This will ensure that all activity is reported through one programme board in a consistent manner. The 
Trust’s named Executive Lead for quality improvement is Thom Lafferty, Director of Strategy and Performance. 
 
3.3 Top three risks to quality 
 
The Trust’s Board Assurance Framework has 3 risks related to quality which are addressed through our quality 
improvement plans. These risks are as follows: 
 

1. Safety Culture 
Keep our patients safe in our care putting their needs above all else. 
 
Risk: There is a risk that the Trust will not be able to meet (and evidence) compliance with regulatory and professional 
standards and may not be able to consistently deliver high quality compassionate care to patients. This is due to 
ongoing recruitment challenges, high use of temporary staff, the inability to provide essential clinical training and the 
inability to change historical culture and behaviour.  
 
Mitigations: Ward accreditation, safe staffing systems, establishment reviews and unify  reports to board, Matron, 
Quanta and QEWs audits, standardisation of safety huddles and daily team improvement meetings, safer care 
standard operating procedures, duty of candour compliance improvement plan and policy and processes for managing 
external visits. CQC action plan scrutiny meetings and the development of a more proactive approach to CQC self-
assessment, education and audit programmes for treatment escalation planning and the launch of the Trust’s 
organisational development plan. 
 

2. Strong Governance 
Be fully open and transparent with our staff, ensure timely rapid learning when things go wrong, improve how we 
manage our risks and weaknesses to make us safer and make sure we work consistently to provide safe care. 
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Risk: The current governance structure is not optimally aligned to ensure the capacity and capability to adequately 
escalate and cascade patient safety, clinical effectiveness, patient experience and performance concerns and to 
deliver the associated regulatory governance standards. 
  
Mitigations: Quality Improvement Delivery Group oversight, strong governance project plans, integration of 
governance functions reporting to a Director of Integrated Governance, and duty of candour compliance improvement 
plan. Restructuring to a “Care Group” management and governance framework, Datix infrastructure improvement 
plan, embedding the clinical governance framework, SI and Complaints improvement plans, changes to governance 
and meeting structure architecture to improve board assurance. 
 

3. Tackling Delays  
Achieve the agreed standards for emergency and planned care, deliver cancer services in line with cancer standards, 
deliver an improved outpatient service and increase the proportion of patients who receive same day emergency care. 
 
Risk: There is risk that the Trust will not be resilient over the winter period and this will adversely impact on the 
quality of care delivered and the overall patient experience leading to cancelled or delayed treatment and, therefore, 
impacting the Trust’s ability to deliver a range of regulatory performance standards, including the Emergency 
Department 4 hour standard, the cancer, diagnostics and RTT standards.  
 
Mitigations: Outpatient transformation work streams, referral to treatment recovery plans and weekly scrutiny 
meetings, ophthalmology and cardiology improvement plans, safer care bundles, daily ‘bronze control’ system 
meetings to support flow, critical care discharges improvement plan, same day emergency care and urgent treatment 
centre initiatives and the initiation of a monthly operational board. Scrutiny via key reports including performance 
assurance framework reporting, ED delivery board reports, planned care board reports, RTT performance reports and 
intensive care national audit and research centre (ICNARC) reports. 
 
3.4 Learning from investigations 
 
We have recently reviewed the efficacy of our Incident Review and Learning Group. Part of this group’s remit is to 
discuss learning from relevant national investigations and agree actions as a result of findings from these. It is part of 
this group’s remit to ensure there are systems in place to disseminate learning across the organisation.  As our 
Governance framework strengthens through 2019 we are seeking views of families involved in serious incident 
investigations to ask them what their experience is like to further improve the process. Our Lessons Learnt Newsletter 
was launched in the early part of 2019 and we are seeking staff views of other modes of communication to ensure 
wider organisational learning.  Findings and learnings from the Gosport report were also presented at the Quality 
Assurance Committee (QAC) in October 2018; a gap analysis is being undertaken and will report back through the 
governance system in early May.  
 
 
3.5 7 day services 
 
The most recent national seven day services audit was in spring 2018. The outputs of this were as follows:  
 
Standard 2: Consultant review within 14 hrs for all emergency admissions 
 

• The overall proportion of patients seen and assessed by a suitable consultant within 14 hours of admission 
was 85%.  

• Weekdays: 83% of patients were reviewed by a consultant within 14 hours (benchmark mid-quartile range of 
Trusts slightly above the national and regional means). 

• Weekends: 90% of patients were reviewed by a consultant within 14 hours (benchmark in the upper quartile 
of Trusts, much higher than national and regional means). 
 

Standard 5: Availability of diagnostic tests and Standard 6: Availability of interventions – The Trust meets these 
standards. 
 
Standard 8: High dependency patients seen TWICE daily; rest at least once in 24 hours 
 

• No patients were identified as requiring twice daily review. 
• Percentage receiving required once daily reviews: Overall = 90%, Weekday = 96%, Weekend = 73%. 



 

6 
 

• The Trust’s results for weekday ongoing reviews benchmark in the mid-quartile, in line with national and 
regional means. 

• The Trust’s results for weekend ongoing reviews benchmark at the bottom of the mid-quartile and are below 
the regional and national means. 

• It was felt the poor weekend results were due to a lack of recording review/ escalation/ discharge plans for 
patients. 
 

The move to a full 7-day service is an iterative process. The national audits will cease with the expectation that the 
RCHT continues to undertake twice yearly audits in targeted areas e.g. timely consultant review in paediatrics. 7-day 
services will be an objective to be covered by each Care Group as part of business planning for 2019-20.  
 
3.6 Learning from deaths 
 
Following the implementation during 2018-19 in full of the national Learning from Deaths guidance, RCHT has put in 
place the required processes by which it receives assurance that care is improved following any deficiencies in quality 
identified in mortality reviews. The Trust will build upon these strengthened processes through 2019-20, including the 
new opportunities to identify learning through the introduction of the role of the Medical Examiner. The Trust will 
continue to be sensitive to changes in mortality levels for specific treatments and specialties in order to continue the 
reduction in the benchmarked mortality rate, which has seen an overall improving trajectory over the past 2 years. 
 
3.7 Reducing Gram-negative bloodstream infections by 50% by 2021 (baseline of 43 cases) 
 
Our plans to reduce Gram-negative bloodstream infections are as follows: 
 
 Antimicrobial Stewardship 
 

• Continue with the monthly ARK (Antimicrobial Review Kit) study audits and feedback cycles to medical 
specialties.  

• Specialty specific bi-monthly IV to oral switch audits in medicine and surgery to continue.  
• Large baseline review of antibiotic course lengths to be carried out in medical and surgical specialties.  
• Delirium and new onset confusion is a driver (at RCHT and nationally) for inappropriate UTI antibiotic 

prescribing. The Antibiotic Pharmacist is to establish a project with Eldercare Specialty to look at how we 
improve delirium and new onset delirium management which will aim to reduce inappropriate UTI diagnoses.  

 
Catheter Associated Urinary Tract Infections: 
 

• Reduce the number of catheters used and the length of time they are in situ. 
• Small test of change to be carried out in a high use surgical ward to challenge the ongoing use of urinary 

catheters – possibly based on the HOUDINI protocol. If successful roll out to all adult inpatient areas. 
• Introduce a catheter passport that will be utilised across primary and secondary care. 

 
Hydration 
 

• Introduce a hydration assessment tool led by the Nutritional Steering Group. 
• Tools being considered include NoAH and GULP. 

 
3.8 NEWS2  
 
The Trust is on track to fully implement the NEWS2 early warning score in 2018-19, and will make use of the 
opportunity to analyse trends and themes arising from information collected from this safety process. All 
opportunities to improve care, within either a specific clinical area or as a wider theme, will then be acted upon. A 
Trust-wide sepsis module will also be launched at the same time through an electronic platform to support the overall 
Trust-wide Sepsis Improvement plan for 2019-20. 
 
3.9 Summary of quality impact assessment process and oversight of implementation  
 
The Efficiency Programme is part of the QI Hub which ensures that cost efficiencies are considered in line with any 
quality improvement and transformational projects. The QI Hub will ensure schemes are planned in a cohesive and 
consistent way, and be accountable for ensuring robust tracking, governance and reporting arrangements are in place 
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for all efficiency schemes. Efficiency performance is monitored monthly through the Care Group Performance 
meetings, which not only focus on the delivery of the financial efficiencies but also monitors quality, workforce and 
operational performance to ensure that any efficiency scheme is not having unexpected impact on service delivery.  
An example of metrics we monitor for our efficiency schemes include expenditure on agency staffing. 
 
Having central oversight of all efficiency and quality projects in one QI Hub improves governance in terms of ensuring 
oversight of any unintended adverse impacts of change. The PMO will maintain full oversight of the organisation’s 
efficiency plan and will ensure that the Care Groups develop a clear plan for successful delivery. As part of the 
development of the plan the QI Hub will consider the level of risk to delivery, the risk to financial achievement and any 
resource constraints not only within the Care Group but across the organisation as a whole. In addition, the full 
efficiency programme is reported monthly to the Finance and Performance Committee.  
 
The QI Hub is the central point of contact for staff at all levels of the organisation that have identified an improvement 
scheme, whether this is a financial efficiency or quality improvement.  All staff are encouraged to continuously look 
for efficiencies and improvement ideas and the QI Hub will lead on a number of events to support engagement and 
the generation of schemes. When an idea is submitted the QI Hub will follow a standard process to review, prioritise 
and determine the next steps with the Care Group.    
 
The development of efficiency plans is aligned with the Business Planning process enabling Care Groups to consider 
financial efficiencies along with service improvements. In addition to this, any new ideas generated by staff 
throughout the year are submitted to the QI Hub.  When a scheme is identified, an Equality Impact Assessment (EQIA) 
and a scheme overview will be developed by the Care Group with support from the QI Hub.  This ensures there is a 
clear understanding of the scheme aims, benefits, milestones, KPIs and risks. In addition, an estimate is made around 
expected savings and any impact on the workforce.  Each scheme overview requires Care Group Triumvirate review 
and approval before being developed and implemented further. As the scheme is implemented and milestones 
delivered, the KPIs will be reviewed to ensure the changes are not having an adverse impact on the quality of care and 
that the expected improvements are achieved. 
 
Through the EQIA process, each scheme is assessed to understand the level of risk involved with the proposed change 
which enables a level of discussion and challenge to be provided at an early stage of development. The QI Hub will 
maintain full oversight of the organisation’s efficiency and QI plans and will ensure that the Care Groups develop a 
clear plan to deliver successfully.  As part of the development of the plan the QI Hub will consider the level of risk to 
delivery, the risk to financial achievement and any resource constraints not only within the Care Group but across the 
organisation as a whole. 
 
The EQIA form is part of the standard project paperwork which requires completion each time a new improvement 
idea or efficiency plan is identified to be taken forward. The form has multiple sections which covers protected 
characteristics, benefits for patients, quality indicators linked where possible to the PAF and impact against each of 
the quality domains (patient safety, clinical effectiveness and patient experience and safe staffing).  In addition, there 
is a section to consider the system-wide impact.  
 
The QI Hub will advise and support the completion of the EQIA process. However, the Care Groups are accountable for 
all the EQIAs.  The General Manager of the Care Group must initially approve the EQIA before formal consideration by 
the RCHT Medical Director and Nurse Executive.  The EQIA states what quality indicators will be used to monitor and 
measure the impact of change.  These metrics are monitored as part of the implementation of the scheme. 
 
4.0 Workforce Planning 

 
4.1 Workforce Plan 
 
Safety, improving governance and tackling delays underpins our people focussed workforce planning for 2019-20 as 
part of our aspirational ‘Journey to Brilliant’ organisational development culture change programme.  
 
Supporting the priority of safety, our workforce plans focus on safer staffing ensuring we have the right workforce 
with the right skills to care for our patients within their care setting. We have a challenging vacancy factor and in line 
with the national picture, there are particular challenges in recruiting registered nurses and medical workforce, in 
addition to emerging occupational shortages within therapies and pharmacy. 
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The Trust methodology has been refreshed this year with the new Care Groups joining commissioner colleagues in 
business planning sessions to undertake service SWOT analyses and to plan priority actions to deliver ‘Brilliant Care’, 
‘Brilliant People’ and ‘Brilliant Improvement’. As usual, Care Groups are undertaking a ‘bottom-up’ approach to 
workforce planning; developing the specialty plans and amalgamating those into Care Group plans. These are steered 
by the organisational priorities and particularly within our People and OD department with clear objectives to reduce 
the vacancy factor and reduce the variable pay temporary staffing bill. This is aimed at securing and retaining the right 
workforce and reducing our overreliance on agency staff. 
 
The Trust has been working to better establish its people resources, the gap between funded establishment and staff 
in post, and to focus on reducing this gap through targeted recruitment which will improve quality of care and the 
working environment for our teams. It is acknowledged that there is balance in recruiting to our funded 
establishment, and that we are still working within a financial target which requires us to reduce our revenue budget 
which inevitably impacts on workforce. Whilst the priority remains to recruit to vacant posts and create new roles, this 
does not preclude work across the system to map key service redesigns to the future skills and workforce 
requirements and improve efficiency and productivity of the workforce in place.  Much of the pay cost improvement 
will be delivered from skill-mix changes, notably moving activity to different roles to mitigate shortages, and increase 
productivity by using the most appropriate grade and profession of clinical worker.  The Trust’s focus on recruitment 
and reducing agency use will deliver agency premium savings, reduce the large vacancy gap and complement a review 
of funding allocation. 
  
The People and OD team is designing and developing a flexible working and flexible rostering programme of work for 
all staff groups within the Trust. This will complement the NHS Long Term plan and workforce implementation plan. 
Roles need to be designed more proactively to accommodate different working patterns, such as job shares and 
annualised hours.  With multiple generations making up today’s workforce, people are at different stages of their 
careers and have different expectations. The variety of roles and ways of working adds further complexity, with 
different solutions needed for shift-based working to deliver 24/7 patient care in an Acute setting. The solution is to 
redesign jobs and working practices for all, taking into account the specific clinical and operational constraints in each 
profession, job role and specialty. By doing so, the NHS will be able to deliver a 24/7 environment which works for 
everyone, whatever their other responsibilities. The result will be a dramatic increase in the organisation’s ability to 
attract, nurture, develop and keep its hard working, talented staff. This approach to flexible job design will create role-
specific flexible options, for staff at all levels, and will help recruit and retain colleagues at RCHT and have a positive 
impact on: 
  

• Reducing the number of people leaving 
• Reducing the amount spent on agency staff 
• Attracting new staff 
• Improving the gender pay gap and help women progress 
• Promoting local workforce equality, diversity and inclusion. 

 
The Trust continues to deliver a wide range of development to non-registered, Band 1-4 staff and has been successful 
in our application to become a main provider for Apprenticeships. We are determined to maximise the impact of 
Apprenticeships and will be taking the opportunity through career pathways using apprenticeships as a springboard to 
build our workforce for the future health and social care skills required across the system. We have recruited to our 
new Nursing Associate training roles (we are part of a Cornwall Community of Practice which is working with HEE and 
the Devon pilot site to ensure successful implementation of this new role). We are seeking to develop portfolio career 
opportunities working with our system partners using rotations, shared roles, secondments and integrating services 
using pathways and models of care wherever possible for both in and out of hospital care. 
 
Ensuring RCHT has the right levels of skills and competencies in place to deliver our services requires clear mapping of 
clinical pathways and the skills required to meet patient need. We know that we have challenges in recruiting to a 
number of key roles, particularly qualified nurses and Consultant Medical Staff. We are developing new roles such as 
Surgical Care Practitioners and Clinical Advanced Practitioners to offset national shortages and enhance care 
provision. We have already seen successful implementation of our therapy services with our community partners 
which has resulted in improved patient flow through our wards and in ED. 
 
Our resourcing strategy for registered nurses this year will again involve international recruitment, attracting newly 
qualified nurses, growing our own workforce through sponsoring apprenticeship qualifications and building on our 
employer brand. We are looking at competency learning and development for support roles, in addition to reviewing 
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the workload of our qualified colleagues to support the development of our talented Administration and Clerical 
colleagues whilst improving patient care. 
 
We have had some success in recruiting to hard to fill medical vacancies and will pro-actively recruit Clinical Fellows 
and Trust Doctors to fill known Deanery vacancies in advance of the summer training rotations.  We will continue to 
work in partnership with the Fellows to develop their career and simultaneously, secure valuable resource to deliver 
care to our patients. We continue to recruit Physicians’ Assistants – we currently have three in post, with a further 
two in the training pipeline. 
   
We will continue to work closely with the Faculty of Medical Leadership and Management and provide leadership 
development to our current and aspiring Medical Leaders. This includes activities such as 360 degree appraisal, 
external coaching and professional development plans and is one part of a four phase Medical Leadership programme. 
 
We aim to increase the leadership and management capacity and capability within the organisation and have 
commenced an aspiring ‘Journey to Brilliant’ culture change OD programme early in 2019. The first part of our 
programme is to engage with colleagues throughout our hospitals to hear of their experiences working at RCHT and 
also for feedback on our three key areas of ‘Brilliant Care, Brilliant People and Brilliant Improvement’ as part of our 
organisational strategy. This work and feedback on values and behaviours as a shared commitment has enabled the 
design of a new leadership development programme, with an approach to develop our first 100 leaders commencing 
in May 2019 and then our next 1000 leaders by the end of 2019. This work will continue into 2020 to share with all of 
our colleagues and forms part of our new induction programme. We will continue the delivery of our leadership 
development programmes for colleagues at all levels within the organisation. 
 
The Trust’s new leadership development focus around a values and behaviours based leadership model is part of our 
aspiration to become a brilliant hospital to receive care in and a brilliant place to work for all colleagues. As part of the 
positive changes implemented last year the Trust reviewed its operational model and based on feedback moved from 
a four clinical divisional structure to seven care groups all with a senior clinical and leadership triumvirate. There is 
compelling evidence that NHS organisations with high levels of staff engagement, where staff are strongly committed 
to their work, have compassionate leadership and are involved in decision-making,  deliver better quality care and 
have better outcomes including financial controls. These organisations report:  
 

• Lower mortality rates  
• Better patient experience 
• Lower rates of sickness absence and staff turnover. 

 
Conversely, organisations with low levels of staff engagement are more likely to provide poor-quality care. 
 
Our work as a key partner within the system continues and we are proactively contributing to the Shaping our Future 
(SOF) programme through representation on SOF boards and sub-groups. The redesign of patient pathways across the 
system represents an exciting opportunity to refocus our resources to priority care needs and we are enthusiastic 
advocates of ensuring that our whole workforce across the system is used effectively rather than within silos.  
 
The Trust has established a clear governance structure to performance manage the workforce elements of the 
Operational Plan. People and OD metrics are regularly reported to the People and Organisational Development 
Committee which is a subcommittee reporting to the Board. 
 
4.2 Workforce Challenges 
 
Description of Workforce 
Challenge 

Impact on Workforce Initiatives in Place 

Achievability of recruiting to 
investment plans 

• Default to agency • Agency authorisation controls 
• Funding made available only upon 

recruitment 
Consistent 200 FTE vacancy 
gap for registered nurses 

• High bank and agency use 
• Reduced patient experience and 

potentially lower quality and 
consistency of care 

• International recruitment 
• Nursing Associates and Associate 

Practitioner roles with 
opportunities to progress to 
registered nurse status 

Improving attendance and • Long Term sickness absence is    much • Wellbeing initiatives 
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wellness at work, specifically 
reducing sickness absence 
related to stress, anxiety and 
depression 

higher than short-term  absence primarily 
due to stress and Musculoskeletal reasons 
• Contributes to temporary    staffing 
use and additional  pressure on staff 
in work 

• Stress audits 
• Occupational Health support 

Recruiting to highly specialist 
roles 

• Lack of career development  and 
lower levels of  supervision 

• Preparation of Advanced 
 Clinical Practitioners   (Level 7 
apprenticeship)  

Culture, Engagement, Staff 
Survey results and Trust 
leadership re-structure 

• Potential increase in turnover  and 
further recruitment  challenges 

• OD Strategy has launched 

Leadership and Management  • Lack of effective leadership , guidance 
and support 

• Frontline management 
programme (Manager’s 
passport)  to be strengthened  

• New leadership development 
programme to be introduced as 
part of OD plan 

Substantive and stable Board • Lack of consistency in leadership 
• Revolving door disheartening for our staff 

• Substantive Trust Chair and CEO 
recently appointed 

• Remaining Executive Director 
posts being recruited to as a 
priority 

• New Care Group structure 
improves ward to board 
communication 

Lack of availability of regional 
training provision for 
Operating Department 
Practitioners and 
Sonographers, etc.  

• Skills shortages 
• Activity reduced to train  
 internally (sonographers) 
• Trainee ODP’s seconded to  train in 
Birmingham.  Trust or  employee incurs 
additional  expense 

• Careful procurement  of 
 apprenticeship  
 programmes to include 
 distance learning 
 opportunities  

High turnover in lowest band 
roles  

• Expense of recruitment and  training  • Career progression  pathways 
for clinical  colleagues e.g. 
nursing  associate route, access to 
 apprenticeship 
 development 
• Significant focus on the 
 value of administrative 
 roles  (conference and 
 development programmes  in 
place for the coming  months)   

Aging workforce with high 
proportion of staff at top of 
pay-scale 

• Expensive, static workforce  with low 
turnover externally  which drives 
increased internal  turnover; partially 
a result of  geographical isolation of 
Trust  where workforce demographics 
 reflect population 

• Succession planning 
• Internal vacancies advertised 
to support internal promotions 
• Successful flexible 
retirement uptake 
• Health and wellbeing 
initiatives  

System workforce shortages, 
lack of capacity and patient 
flow increase workforce 
demand in the acute setting 
(conflicting with STP 
objectives) 

• Increases staffing demand to  keep 
patients safe while unable  to 
discharge.   
• Increases demand in ED with 
 inappropriate attendances  where 
need is not met  elsewhere  
• Cost of workforce in secondary 
 care setting is much higher than 
 in primary and community  settings 
causing financial  pressures in acute 

• Bodmin MIU to upskill to 
 UTC 
• Council funding care home 
 beds to improve flow 
• System working is improving 
 flow in community hospitals 
• Provision of education from 
 the acute sector to  registered 
nurses  working  in  the care 
sector  
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4.3 Workforce Risks 
 
Description of Workforce 
Risk 

Impact of 
Risk (high, 
medium, 
low) 

Risk Response Strategy Timescales and 
Progress to Date 

Failure to provide 
appropriately qualified and 
skilled staff in satisfactory 
numbers to meet safe 
staffing requirements.  

Medium • Provision of development into nursing 
roles using apprenticeship programmes 

• Increasing number of practice educators 
to support  clinical practice Development 
of portfolio careers  

• Career development 
• Health and wellbeing initiatives 

Already underway 
with activity to be 
increased 

Failure to deliver CIP plans to 
reduce temporary staffing 
usage  

High • Effective recruitment and retention 
• Use of new roles and skill mix to mitigate 

workforce supply shortages and re-align 
funded establishment 

Already underway 
with activity to be 
increased 

Failure to meet agency spend 
ceiling 

Medium • Effective recruitment and retention.   
• Competitive pay scales for substantive 

and bank recruitment to convert agency 
to permanent and bank. 

• Incentives for hard to fill shifts 

Task and Finish 
Group commenced 
to deliver long-
standing 
improvement 

Failure for EU nationals 
employees to apply for and 
gain Settled Status resulting 
in them leaving the Trust and 
UK (Brexit) 

Low • Communications have been issued to 
engage with, support and gain assurance 
from EU nationals that they have / are 
seeking settled status 

• An assessment of the cost to the Trust of 
the annual renewal fee to retain settled 
status. 

Focus group 
engaging with both 
medical staff and AfC 
employees with EU 
nationality to 
support gaining 
settled status 

 
 
4.4 Long-Term Vacancies 
 
Description of Long-
Term Vacancy, including 
the time this has been a 
vacant post 

Whole-time 
equivalent 
(WTE)impact 

Impact on Service Strategy Initiatives in Place, along 
with timescales 

Registered adult nursing 
posts 

Consistently 
200 FTE 

This represents a 15% vacancy gap 
which is backfilled by equal numbers of 
bank and agency.  Temporary staffing, 
when not substantive staff undertaking 
additional shifts, arguably provides 
lower quality, inefficient, inconsistent 
and reduced patient experience in care.  
Bank shifts, when taken by substantive 
staff, risk staff having insufficient rest 
and relaxation, although is seen as an 
attractive alternative to substantive 
posts for flexibility. 

New roles of growing our 
own B4 Nursing Associates in 
nursing.  Commenced first 
cohort of trainee Nursing 
Associates  In September 
2018.  Support to complete 
shortened programmes 
leading to nurse registration 

Consultants across 
Acute Medical Unit, ED, 
Paediatrics, 
Anaesthetics, Radiology, 
Dermatology, 
Ophthalmology, 
Cardiology, 
Gastroenterology 

35 FTE 
consultant 
vacancies 

High proportion of consultants deliver 
additional PA’s.  Agency use. 

Reducing FUOP’s and 
increasing  nurse led clinics 
including virtual clinics 
optimising technology and 
phone call follow ups 
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Junior Doctor vacancies 
unfilled by the Deanery 

Consistently 
c.25 FTE 

Bank and agency use. 2019-20 will see the first 
proactive recruitment to fill 
known gaps prior to the 
summer training rotations 
and a streamlined process of 
approval to recruit to these 
pre-known future vacancies.  
Clinical Fellows recruitment 
programme to continue 
following previous successes. 

 
 
4.5 System-Working on Workforce Plans  
 
The Trust engages proactively with commissioners and works collaboratively with other health and social care 
stakeholders in the development of a future workforce that is responsive to the needs of the whole system. 
 
Workforce transformation is required to deliver new models of care and pathways. Development of new skills across 
our workforce is challenged by the need to maintain ‘today’s’ service with those required skills being seen as a 
priority. However the Trust recognises the need to expand skills to view patient care more holistically within the 
context of the system. Work will continue on the implementation of MECC within the acute sector and we will 
continue to focus on the development of skills in mental health. The Trust is actively supportive of the need for skills 
and competency development within community based minor injury units as they develop into urgent care centres. 
 
The introduction of the nursing associate role has taken place across the system with trainees based in both primary 
care and nursing home settings. RCHT will continue to offer expert advice and guidance in the development of 
placements and support of learners for these settings. We are seeking to develop a Cornwall-wide workplace 
agreement to enable learners to gain experience in other settings more seamlessly. 
 
In addition the Trust is proactively working with partners to maximise the access to education for registered nurses 
and care assistants with in the care sector.  This includes both the direct provision of education for registered nurses 
and collaboration with local colleges that are developing education aimed at care assistants. 
 
Discussions are ongoing regarding the development of a system wide education academy aimed at strengthening the 
uptake of school leavers (and others) into health and social care roles.  
 
We expect to have further discussions with partners this year regarding the development of a collaborative staff bank. 
We will continue to work with Adult Social Care to maximise the opportunities for work experience in both health and 
social care settings. 
 
5.0 Financial Planning 

 
5.1 Financial forecasts and modelling 
 
The submission is made in the context of: 
 

• The control total compliant breakeven plan resulting in the need to deliver savings of £14m (3.2%)  
• As a result, Provider Sustainability Funding, Financial Recovery Funding and MRET funding totalling £17.3m is 

reflected in the plan. 
• Inclusion of vital new funding of £3m to improve patient safety, delivering quality improvement priorities. 
• £1m set aside for investment in system initiatives 
• Activity and capacity costs totalling £6.5m in order to achieve 90% RTT performance, the majority of this at 

tariff given the challenges to secure capacity at lower cost. Any productivity gains will reduce this cost. 
• A plan based on agreeing its contracting with NHS Kernow at an income level determined by the national 

tariff pricing model 
• Cash support of £1.9m is required to meet payments of historic debt.  

 
The plan has been developed following the assumptions set out in the NHS operational planning and contracting 



 

13 
 

guidance 2019-20, allowing for the impact of the 2019-20 national tariff and NHS Standard Contract and 
Commissioning for Quality and Innovation (CQUIN) guidance. 
  
The financial plan has been developed alongside the workforce and activity plans. Internal consistency is achieved by 
all corporate departments having involvement in the business planning process. Financial plans have been developed 
at a Care Group level and finance, activity and workforce plans challenged by the Executive team. 
 
The baseline position used is an £11.9m deficit (as planned) adjusted for non-recurrent savings and costs, plus the full 
year impact of service developments in the year, to determine the underlying financial position. The underlying 
financial position is then adjusted for unavoidable costs, service developments linked to improving quality and 
addressing CQC ‘must do’ actions and, as contracts are discussed, any activity changes that are agreed with 
commissioners to determine the gross savings target. Pay, pension and price changes are included based on 
government forecasts or other workings. Costs in relation to CNST changes are also included. Reserves are re-
established as necessary if the costs cannot be directly allocated to individual budget lines. The costs associated with 
changes to Agenda for Change Pay Scales has been included, as has the impact of incremental drift. The impact of the 
potential change to Employer Pension contribution rates has been excluded as directed.  
 
Regular updates have been provided to the Finance Committee and Executives on the preparation of the plan with 
reports presented from December 2018 to March 2019. These updates included the budget setting principles and 
savings allocation as well as information about how the underlying financial position is derived. The final financial plan 
includes projections on the Single Oversight Framework, triangulation to the workforce plans and a risk assessment. 
  
A Trust-specific recovery plan has not yet been produced in relation to the Trust’s cumulative deficit. The Trust will 
work with NHSI to develop this following the agreement of the 2019-20 plan and in accordance with the national 
timetable.  
 
The bridge between the 2018-19 forecast outturn and the 2019-20 Financial Plan is shown below. 
 

 
 

5.2 Activity, income and investments 
 

Activity and capacity costs in the plan are linked to income or delivering performance targets set out in the 
Operational Plan.   
 
The costs of delivering the contract are determined at a specialty level by reviewing planned activity levels (regardless 
of the financial value of the contract) and determining the cost of delivering this over and above the costs incurred in 
2018-19. The majority of the costs will relate to the provision of surgical activity. Given the risks in relation to lost 
capacity from substantive job plans and additional sessions, the costs between the 2018-19 activity levels and 2019-20 
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activity levels are predominantly at tariff and on the basis of outsourcing at those rates. The Trust is submitting a plan 
based on agreeing its contracting with NHS Kernow at an income level determined by the national tariff pricing model. 

£3m has been included in the plan for vital service developments linked to improving patient safety and delivering 
the Trust’s Quality Improvement Programme and £1m for system initiatives. No contingency has been included in 
the plan at present. All proposed service developments are subject to review by the Executive Team before 
progressing. The Executive specifically considers the following before either approving service developments or 
requiring further information through business cases: 
 

• What the service development will achieve and how the benefits will be monitored; 
• Timing of implementation and any required expenditure; 
• Workforce implications including feasibility; 
• Underpinning activity assumptions; 
• How the proposed service development links to other schemes. 

 
The investment in year has been committed to schemes or cost pressures in relation to ensuring patient safety. 
Benefits realisation reviews will be carried out during the year on key investments. All potential investments are, 
and will continue to be, reviewed and prioritised in the context of whether these are affordable within the level of 
funding available to the system. The key investments at this stage are: 
 

Scheme 2019/20 Cost 
Trauma Unit Safer Care Acuity £289k 
Major Trauma Consultant £168k 
7 Day Therapies – substantive extra therapists at weekend £76k 
Pendennis Safer Staffing Acuity £252k 
Clinical Pharmacy in Emergency Department  £169k 
Continuation of Inventory Management Team £97k 
Paediatric Staffing - Recommended staffing to ensure the neonatal and acute paediatric staffing 
model is safe, sustainable and responsive 

£702k 

Increase in Bed Capacity in Critical Care - Address concerns of patient safety, meet core standards 
endorsed by the Faculty of Intensive Care Medicine and fulfil our requirements for the rehabilitation 
of survivors of critical illness. 

£800k 

Safer Staffing Acuity - Emerging pressures to meet safer nursing care tool levels £447k 
Total £3m 

 
5.3 Efficiency savings for 2019-20 
 
The financial plan includes a savings requirement of £14m. This is higher than the Trust will deliver in 2018-19 
although is a challenging but deliverable target. This is made more challenging by the Trust’s relatively good levels of 
efficiency as set out in the Model Hospital (lowest quartile for overall cost per WAU). 
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To deliver £14m of savings, c£9m would need to relate to pay costs given the proportion of the Trust’s spend which 
relates to pay. The priority would be to achieve as much of this reduction through reductions in variable pay through 
productivity and efficiency schemes. Non-recurrent pay underspends form part of the savings programme each year 
and would contribute towards this target. The Trust has budgeted to safe staffing levels and for workforce levels to 
deliver the agreed activity contracts. However, posts will inevitably be vacant during the year result in savings against 
the pay budget. 
  
The savings plan will continue to be developed with rigor and the Trust accepts that further work needs to be 
undertaken to identify recurrent savings opportunities and to develop the maturity of schemes. Delivering savings on 
a recurrent basis is a key priority for the team and the focus is on delivering system wide transformation and demand 
management schemes. 
 
The Care Groups and corporate functions are being challenged to think differently and focus on reducing waste, 
increasing efficiencies and reducing premium costs. Care Groups and corporate services have developed cost 
improvement plans to the value of just under £11m to date.  These plans range from small scale cost improvement to 
large scale transformational change.  The QI Hub team have been assigned to Care Groups and corporate services to 
work up scheme overview documents which include a Quality Impact Assessment and these plans were reviewed at a 
cross care group “check and challenge” session on the 21st March. 
  
The split of the savings plans identified to date by type is: 
 

 
 
The Programme Management Office is established and supports the development of the schemes. As a function of the 
QI Hub within the Strategy and Performance Directorate it is able to maintain a direct link with the Business Planning 
process ensuring that financial benefits are identified and realised from service and quality improvement work and 
attributed within the savings plan. The current CIP accountability framework will be updated to reflect the new 
organisational structure ensuring robust governance arrangements are in place around all CIP schemes.  
 
Workforce 
  
Pay-related savings must focus on reducing workforce numbers through service redesign, productivity and efficiency. 
The programme will need to contain plans for significant transformation, productivity and efficiency schemes to 
achieve the level of savings that will be required from the pay budget.  
  
Non-Pay and Procurement 
 
Non-pay schemes continue to be developed using the following themes: 
  
• Inventory - How we manage our stock. Should we buy in bulk or ‘just in time’? 
• Demand - How can we use less? How can we standardise? 
• Contracts - How can we get better deals, track the contracts we have and get the best price? 
• Planning and analytics - How can we use information to help us reduce cost? 
• Purchase to Pay - Can we pay in different ways to reduce cost? How can GS1 bring efficiencies to the Trust? 
 
The Trust is a pilot Scan4safety (GS1) site and will complete the implementation of a new inventory management 
system in 2019-20, enabling it to better manage stock and reduce obsolescence and wastage.  
 
The Trust uses the PPIB spend analysis tool to monitor the cost per unit of non-pay items.  
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The Trust has recently been awarded Level 1 for the NHS Standards of Procurement and rates well for potential 
savings on the Model Hospital. 
 
Shaping Our Future  
 
The Shaping Our Future Programme includes a number of opportunities to reduce system cost although further work 
is still required to translate these into schemes that will deliver significant savings in 2019-20. 
 
The initial opportunities relate to: 
 

• Enabling work with Cornwall Partnership Foundation  Trust 
• MSK 
• Outpatients 
• Back office and estates functions 
• Local Health Care Records (LHCR) contributing to requirements for the procurement of the regional LHCR 

platform and planning for integration at the earliest opportunity 
 
Model Hospital 
 
The Model Hospital no longer identifies a total savings opportunity for the Trust. The overall cost per Weighted 
Activity Unit (WAU) is £3,347 and is in the lowest (best) quartile. The cost per WAU has also reduced year-on-year. 
 
Total pay cost per WAU has reduced slightly from £2,009 to £1,933 and is still in the lower quartile. Substantive staff 
cost has increased slightly from £1,711 to £1,715 and has moved to the lower quartile. To further improve this 
position is proving to be incredibly challenging and pay costs will only reduce with reductions in capacity and through 
major service and system transformation schemes. Opportunities look to exist in relation to medical, AHP and 
healthcare science staff, although these should be reviewed as part of each specialty review. 
 
The non-pay cost per WAU has increased again from £1,350 to £1,414 and the Trust remains above the median. Non-
pay costs per WAU can reduce in two main ways; reducing the cost per unit and reducing the usage per unit of 
activity. The usage can reduce by changes in practice and reduced wastage. The Trust’s wastage is being addressed 
through the introduction of Trust-wide inventory management system. This will provide enhanced data on non-pay 
items and reduce overstocking and expired stock. This will be fully rolled out in 2019-20 and is expected to generate 
savings of c£400k per year as well as nearly £1m of less stock being held. 
  
The key updates on the Model Hospital are reported to the Finance and Performance Committee. The Trust is 
engaged in the Model Hospital Ambassador programme and is piloting an innovative way or reviewing and using data 
with the Breast Surgery specialty. The challenge remains, at an operational level, investigating and then acting on the 
variances set out in the Model Hospital. On the Model Hospital Quality Efficiency Deficit chart, the Trust continues to 
be more comparable to Outstanding trusts when looking at CQC rating, financial health and efficiency. 
 
Quality assurance and delivery  
 
The Trust has an Equality and Quality Impact Assessment (EQIA) policy in place.  The Project Management Office will 
be accountable to ensure this is followed enabling all CIP schemes to be assessed and the appropriate level of scrutiny 
and assurance is in place before implemented. The delivery of actions and achievement of the efficiencies is 
monitored within the Project Management Office and through regular performance reviews with the Care Groups and 
Corporate Services, then through monthly reports to the Finance Committee. 
 
5.4 Agency rules 
 
The Trust’s agency spend in 2018-19 is forecast to be c£17m. This will be over £4m higher than in 2017-18 and £7m 
higher than the cap issued to the Trust. The budget the Trust set was £13.9m for 2018-19. 
  
During 2018-19 the Trust has had particular challenges in staffing ED and MAU as well as expanding Orthopaedic 
capacity at St Michael’s Hospital. An agency reduction plan is now in place with four themes: 
 

• Medical staffing: e-job planning, improved medical rostering, and conversion of agency to locums. 
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• Recruitment: Innovative attraction, recruitment and retention campaigns, mass recruitment to any admin 
and estates staff groups and streamlining of processes. 

• Temporary staffing: including recruitment campaigns, academy workers and incentives 
• Establishment scrutiny and review – better information, 1 to 1 positioning in ESR and improved control 

around vacancy approval. 
 
The current financial plan is based on c£12m of agency spend which is challenging although a reflection of the need to 
both drive down agency costs and make pay-related savings. This will also be challenging dependent on the Trust’s 
ability to continue to secure consultant capacity and additional clinical activity in light of the risks of tax charges to 
consultants linked with annual allowances. The agency cap is £9.3m. 
 
5.5 Capital planning 
 
The Capital Programme totals £23.6m and is based on £15.3m of internally generated funds for 2019-20, an 
anticipated £3.5m Capital Resource Limit adjustment and £4.8m from the approved Emergency Capital bid. The plan 
is first updated by a number of sub-groups which prioritise investment based on their overarching strategies and 
where investment is most needed: 
 

• Estates: managed through the Estates Board and spend based on an estates strategy and with an element of 
reactive investment. 

• Health Informatics: managed through the E-Health Programme Board and investment is based primarily on 
key system replacement.  

• Medical Capital Equipment: MCE Board chaired by the Medical Director and investment based around a well-
established rolling replacement programme with contingency available for urgent investment. A long-term 
plan for the replacement of high value medical equipment is in place and the capital plan assumes that the 
majority of this is leased due to capital constraints, with additional revenue implications.  

• Building Brilliance (Major Estates Work): Overseen by the Building Brilliance Board, and chaired by the 
Director of Strategy and Performance. This Board looks at strategic development of the Trust’s site to ensure 
that it is fit for purpose going forward. 

• Health Informatics: managed through the E-Health Programme Board.  Investment has previously been based 
on key system replacement, with the development of the Digital Strategy the programme focus will move to 
implementation of a full Electronic Patient Record solution to support wider transformation of the Trust. 

   
Each sub-group prioritises its required investment although, due to overall funding constraints, a further 
prioritisation process is undertaken by Executive Directors in order to confirm a balanced programme. 
  
Due to extremely limited capital resources, investment is restricted to maintaining service delivery and addressing 
CQC recommendations. The prioritisation will be based on the risk register score for each investment where 
possible. 
  
No asset disposals have yet been included in the five-year programme. 
  
Whilst the capital programme will be balanced it will contain very little contingency and a particular risk in relation to 
the level of backlog maintenance, medical capital equipment and health informatics spend. The strategic investment 
included in the programme is limited to the design work for the recently approved Lowen / MRI project and the 
Peripheral Sites project.  
 
6.0 Link to Shaping Our Future (local STP) 

 
The vision for the Cornwall and Isles of Scilly (CIoS) STP, known locally as ‘Shaping our Future’  is for people to stay as 
healthy as possible for as long as possible, supported to help themselves and each other for long-lasting 
independence with everyone working in the health and care system providing services they can be proud of. 
 
By working together, with our vibrant communities, we are better able to ensure the people of Cornwall and the Isles 
of Scilly stay as healthy as possible – starting well, living well and ageing well. This will also make the very best use of 
the funds available. 
 
The agreed planning approach for the CIoS system for 2019-20 is for us to have: 
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• an agreed single set of strategic objectives to inform all plans; 
• A single system operational plan narrative and summary plan with:  

a. an overview setting out how the system will use its overall financial resources to meet the needs of its 
population and what the system will deliver in 2019-20;  

b. reflecting joint strategic commissioning priorities; and 
c. underpinned by aligned organisational operational and delivery plans. 

• Priorities and opportunities within Integrated Care Areas developed as a key feature of our approach to 
planning. 
 

The ambitious system plan, more than an aggregation of organisational plans, sets out: 
 

• system objectives and priorities within the context of the NHS Long Term Plan and regional priorities; 
• the differences plans will make for local people informed by ongoing engagement;  
• quality and safety improvements will continue to address issues identified by the Care Quality Commission 

throughout the system; 
• the changes in 2019-20 that will bring about a shift in activity from in-hospital to out of hospital service 

supporting transformation across our Urgent and Emergency and Community pathways; 
• changes to the existing model of planned and outpatient care recognising people need to be treated locally 

where appropriate, and travel less; 
• changes and priorities for services which are evidence based; 
• robust quality, activity, financial and workforce plans; 
• clarity over terms of integration between all partners across the health and care system. 

 
The System Plan sets out an approach where care and support will be shaped locally according to the health and 
wellbeing needs of local people and organised around GP networks and community services within three Integrated 
Care Areas.  It will deliver the first year of a five year plan for transformation and is fully aligned to the NHS Long Term 
Plan. Our plans focus around five core system work programmes, with cross cutting themes and clear system 
leadership: 
 

• Urgent and emergency care; 
• Planned care; 
• Integrated community care (including mental health, primary care, integrated community services); 
• Children and young people (One Vision Children’s programme); 
• Prevention. 
 

Through this framework the focus for the STP in its 2019-20 System Plan is to transform how our health and care 
system works in a number of critical areas equally aligned to the long term plan including: 
 

1. Moving from reactive to proactive services, increasing prevention, personalising care and support so that people 
can achieve what is important to them, and helping people to age well: 

• Integrating care and support from adult health (including mental health) and social care teams aligned to 
GP networks e.g. physiotherapists as 1st point of contact where feasible;   

• Supporting care homes to have the confidence to keep people at the home when there is a problem;  
• Better provision of temporary beds in care homes. 

   
2. Ensuring a rapid response to a crisis, enhancing urgent care in the community enabling people to remain at home 

or be assessed locally and return home: 
• Implementing NHS 111 online; NHS 111 direct booking into GP services and a NHS 111/999 clinical 

assessment service; 
• Urgent Treatment Centres and enhanced urgent care in other community locations. 

 
3. Targeting the main causes of unplanned admissions with early detection and improved management of risks by 

redesigning pathways of care for major health problems: 
• improving detection and management of cardiovascular risk factors;  
• redesigning care and support for respiratory conditions and 
• implementing a new pathway for preventing falls and fragility fractures. 

 
4. Transforming outpatient services: 
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• Moving from over medicalised support to supported self-care;  
• Alternatives to new appointments including Advice and Guidance programmes; 
• Patient initiated follow up and use of technology to drive operational efficiencies and improve the patient 

experience.  
 

5. Redirecting resources to out-of-hospital based care and creating capacity by improving productivity in 
community services. Both RCHT and Cornwall Partnership NHS Foundation Trust will work to realign services 
between the two organisations with the aim of ensuring that services are structured around pathway delivery 
and primary care networks, rather than ‘organisational ownership’. 

 
6. Plan and design a model for integrated intermediate care services, which brings together early intervention 

services, Home First, acute care at home, STEPs, and care at home aligned to GP networks. 
 

7. Improve productivity in hospitals and shorter length of stay in hospital addressing people who unnecessarily 
remain in an acute setting (stranded) or community hospital setting (super stranded) by for example improved 
early supported discharge. 

 
Final organisational and system plans reflect progress on these system transformational priority programmes of work 
which will support transformation across pathways, and will also support the system ambition of becoming an 
Integrated Care System.  
 
The final system activity and operational plan reflects the ambition that RCHT continues to improve its performance 
against operational standards including an RTT trajectory of 90% by March 2020 and eliminating patients waiting more 
than 52 weeks for treatment. Improving elective performance as well as core diagnostics and cancer standards is 
critical to work focussed on improving quality and reducing the risk of harm for patients.  The system continues to 
work with other providers to minimise risk of differential performance and services for patients.  The plan also reflects 
agreement on investment of resource to achieve the mental health Investment standard and improvements in non-
acute operational performance standards. 
 
Workforce change locally will be driven by the agreement and implementation of new models of health and social 
care within the CIoS system. Changing the workforce in response is both a challenge in itself and an opportunity to 
improve quality and outcomes.  Designing the new health and care workforce will take into account a range of 
national plans and guidance and current local initiatives. Current staffing pressures, for example in acute services, will 
also be targeted in 19-20.  A control system will be introduced to focus on targeted recruitments to meet particular 
needs with other work programmes including upskilling and developing the role of support workers and registered 
professionals.  
 
System Financial Planning 

 
The CIoS system is working to a common understanding that binds all constituent organisations, including regulators 
to work together to achieve a clinically and financially sustainable health and care system that will improve the health 
and wellbeing of the population and address quality and safety issues. On this basis the system continues to work 
within the agreed 3 year financial framework aimed at bringing the system back into recurrent balance by the end of 
2020-21 which includes: 
 

• A desire to move to a single approach to the agreement of control totals; 
• A system approach to demand and capacity planning, and investment prioritisation ensuring all plans aligned; 
• An aligned and agreed system efficiency and transformation programme to demonstrate explicit system 

improvement; 
• In the interim, maximise available financial resource in the system including PSF/CSF. 

 
The operational plan submission aims to balance risk between financial delivery and performance outcomes. 
Maintaining impetus of operational improvement in services across the system is still seen as critical to retain public 
confidence in the local NHS.  
 
In support of this strategy, the system has proposed a plan which reflects a fully aligned operational and financial 
model aimed at optimising system working and that maximises the available resources into the system in 2019-20, 
within the approved system financial framework.  
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At this time it is acknowledged regulators are not supportive of the current system plan which has led organisational 
Boards to consider the need to demonstrate individual financial sustainability and standing which is currently 
incompatible with a fully aligned contract position. 
 
It is currently necessary therefore for a more organisation focussed submission based upon this need.  As a result the 
RCHT submission and plan is based upon agreeing a contract with NHS Kernow calculated at an income level 
determined by the national tariff pricing model, thereby enabling it to submit a control total compliant plan and to 
help the system to maximise resource available to it. This also results in a breakeven position for Cornwall Partnership 
NHS Foundation Trust (CFT). THE NHS Kernow plan remains compliant with its Control Total; however this relies on 
the baseline contract framework still being in place. 
 
As the RCHT plan now reflects an income level derived from a national pricing model, the NHS Kernow and RCHT 
contract plans are not currently financially aligned. This does not however change the collective system financial 
position which remains consistent with the February plan. 
 
The system continues to be committed to delivering the best financial position possible with all organisations aligning 
management and expenditure resources to meet the overall goal, and deliver a path to an Integrated care system that 
meets the fundamental test of affordability in future years and on this basis would wish to continue to work with our 
regulators to close this plan alignment gap. 
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