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1 Executive summary 

1.1 Introduction 

This Strategic Case sets out the proposal for formal integration between Cornwall 

Partnership NHS Foundation Trust (CFT) and Royal Cornwall Hospitals NHS Trust (RCHT). The 

proposed integration would bring community, mental health and acute services within 

Cornwall and the Isles of Scilly (CIOS) under one organisation.  

CFT and RCHT have a history of partnership working, and for a number of years have 

discussed formal integration as a means to improve health and care for the CIOS population. 

Integration is also a key aim of our system health and care partnership, which has the 

ambition of becoming an Integrated Care System (ICS), something that the formal 

integration of CFT and RCHT would be a key step in delivering. 

Our recent system response to the unprecedented challenges of Covid-19 has demonstrated 

that the system can achieve transformational change when we all work together towards a 

single purpose, operating as organisations without boundaries. We are keen to expedite 

formal integration so that this progress can be sustained over the longer-term. 

The Strategic Case sets out how the proposal for formal integration between RCHT and CFT 

directly supports delivery of local and system strategic priorities, and is also aligned to the 

national direction of travel. We have ensured that the proposal for integration has been 

developed in the context of the specific challenges that are faced within CIOS, ensuring that 

the proposal responds to the needs of our population and our health and care system. This 

can also be demonstrated in our outline clinical model for the merged organisation, which 

uses system challenges as the starting point for describing what we will do differently as a 

merged organisation.  

The Strategic Case describes the process and outcome of the option analysis which CFT and 

RCHT have undertaken to identify the preferred route to formal integration, which is 

acquisition of RCHT by CFT; however from a communication and engagement perspective, 

both parties are keen to ensure this is described in terms of a merger of equals.  

The Strategic Case uses this option as the basis for setting out the benefits that we intend to 

deliver for our patients, staff and health system, as well as the impact this will have upon 

financial sustainability. 

Finally, the Strategic Case describes our plans for delivering the transaction. Now RCHT has 

formally exited special measures, and has been rated ‘Good’ for Well-led by the Care Quality 

Commission (CQC), all parties feel this is the right time to progress formal integration. There 

is significant experience and expertise across both CFT and RCHT in delivering mergers and 

acquisitions, which is underpinned by a shared Programme Management Office between 

the two organisations, putting us in a strong position for delivering a transaction that will 

improve the health and care for the CIOS population. 
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1.2 Strategic rationale 

Within section 2.3 we describe the specific challenges we have within CIOS. Health and Care 

services within CIOS are struggling to meet the increasing demands of an ageing population, 

and a rising number of people with complex or long term conditions. Our clinical models are 

overly reliant upon bed-based care, and our pathways can be fragmented for patients to 

navigate. There is also a growing need to focus upon reducing health inequalities and 

improving prevention, ensuring that people can access the mental and physical health 

support they need early on, so they do not go into crisis. 

There is recognition across the system that in order for services to be clinically and 

financially sustainable in the long term, integration is required. The CIOS Health and Care 

Partnership (formerly the CIOS STP), has an ambition to become an ICS in order to support 

this, enabling the delivery of transformational changes across clinical pathways and 

improved efficiency financially. 

In a step towards transforming care, CIOS has developed three Integrated Care Areas (ICAs), 

which are supported by a number of Primary Care Networks (PCNs). Across the health and 

care system, there is consensus that developing place-based care at local level, working with 

ICAs and PCNs, is the future model of care for improving health and care for CIOS citizens. 

CFT and RCHT already work closely together, and have a number of shared or integrated 

services, in addition to joint Executive Director posts. In 2017, the two Trusts signed a 

Collaboration Agreement, which committed both organisations to working more closely 

together and exploring formal integration. Work on this was put on-hold when RCHT 

entered special measures. However, it has become clear that there are limits to how far we 

can go to transform care whilst we remain separate organisations, which is why both CFT 

and RCHT are keen to progress formal integration once again.  

1.3 Consideration of options 

In developing this Strategic Case, options for integration have been considered and 

appraised against the strategic context and key deliverables we would expect to achieve 

(see section 4). This has identified a preferred option of formal integration between CFT and 

RCHT.  

1.4 Clinical and operating models of merged entity 

As described in section 5, the clinical model for the new organisation has been based upon 

addressing the challenges that our health and care system face, and developing integrated 

community, mental health and acute services which the CIOS population can be proud of. 

Central to the clinical model are the development of truly integrated pathways of care, 

supporting patients to receive care close to home wherever possible, and developing 

excellence across our services. 
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In order to deliver this, we will align our services across the three ICAs, working closely with 

PCNs to ensure services reflect the needs of their patients. We will also develop integrated 

teams, who are responsible for whole pathways of care, rather than just the acute or 

community elements. Finally, we will also focus upon giving equal weight to mental health 

and physical health needs, ensuring that all of our staff feel they have the confidence and 

skills to have discussions about mental health, and know how to access further support for 

patients where this is needed. 

We are also aware of the importance of culture in the development of our new merged 

organisation, which is why we will be putting staff from both RCHT and CFT at the centre of 

developing our culture and values, alongside our new clinical models.  

1.5 Expected benefits 

Through formal integration of CFT and RCHT, our primary aim is to improve the health and 

care for CIOS citizens. By focussing on this outcome, we will see benefits not just for 

patients, but also for our staff and for the health economy as a whole. 

By becoming a single organisation, we will be able to remove all of the barriers that 

currently prevent the implementation of truly integrated, joined-up care, and will be able to 

expedite transformational change for our system. 

Our strategic case has been based upon identifying the opportunities we have as a system 

to improve care within CIOS, developing a clinical model which will deliver these, and then 

identifying the benefits we expect this approach to deliver. The benefits are described in 

detail in section 6, but this can be summarised as follows: 

Figure 1: Summary of opportunities, our response, and the benefits this will deliver 

Opportunities to 
improve Health and 

Care within CIOS 

How formal integration will 
deliver these 

Benefits that will be delivered 

We have an 
opportunity to reduce 
health inequalities in 
CIOS. 

We want to prioritise the 
needs of the most vulnerable 
when developing our clinical 
models. 

Through a focus upon population 
health, we will support 
improvements in health 
inequalities across CIOS, in 
addition to improving the focus 
upon prevention. 

Working together, we 
can develop health 
services which are 
seamless for our 
population. 

We want to change where and 
how services are delivered to 
improve access and quality of 
care. Primary, community and 
specialist teams will be 
coordinated around the 
person’s care. 

Genuinely integrated, joined up 
pathways, which remove 
duplication as well as addressing 
any gaps to provision. Care that 
takes into account a patients 
mental health needs as well as 
their physical health needs. 
Improved patient experience. 

Our population We want to change where and Care closer to home, which can be 
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should be able to 
receive care closer to 
home. 

how services are delivered to 
improve access and quality of 
care. 

accessed sooner, reducing the 
need for acute care or bed-based 
care. 

Our workforce wants 
to deliver whole-
person 
compassionate care. 

We want to develop a 
coordinated and collaborative 
workforce model, with 
opportunities for mutual 
development of skills and 
abilities. 

Improved quality and safety of 
services, through standardised 
approach (single policies, 
assessments, clinical and admin 
systems) which will harmonise 
clinical practice, reducing 
variation. 
Staff will feel the value in their 
work across the whole pathway, 
rather than just experiencing a 
small part of the pathway. 

The needs of people 
in our growing 
population are 
changing. 

We want to develop joined-up 
pathways that support people 
from birth to death, with 
prevention at its heart. 

Patients only having to tell their 
story once, due to having 
genuinely integrated, joined-up 
teams. Greater patient 
involvement in designing our 
services. Staff satisfaction will 
improve through knowing they 
are supporting to design and 
deliver improved, ‘end-to-end’ 
patient pathways and experience. 

The Cornwall and the 
Isles of Scilly 
population should be 
able to access 
exemplar services 
within the county. 

We aspire to achieve 
excellence in all we do, 
developing nationally leading 
health and care and working 
with other regional providers 
to develop specialised services 
for our population. 

CIOS population able to access 
exemplar, nationally leading 
services. 

 

1.6 Financial case 

Due to the national operational planning pause for 2020/21, the financial analysis in this 

strategic case has been based on the range of information available at the time. Historical 

financial performance information is provided based upon audited annual accounts. The 

financial modelling is based upon the CIOS Health and Care Partnership Long Term Plan key 

assumptions as submitted in January 2020 and draft 2020/21 financial plans before the 

national ‘pause’, and therefore must be heavily caveated at this stage until we are able to 

develop an appropriate Long Term Financial Model (LTFM) in the next stage of 

development. 

The LTFM will incorporate the combined baseline positions of both organisations, and will 

further develop and quantify the financial synergies and benefits of formal integration. 
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A number of financial synergies that can be achieved through closer integration have 

however already been identified, and where possible quantified. These are detailed in 

section 7. 

The cost associated with supporting the transaction will also be finalised through the full 

business case development process, with the fundamental principle agreed that 

development costs will be provided wherever possible from existing internal capacity, 

noting some costs (e.g. legal and due diligence costs) will be additional. 

1.7 Transaction execution 

Section 8 describes how we intend to execute the transaction which leads to formal 

integration. 

Legal route to formal integration 

The spirit of the transaction between CFT and RCHT is a merger of equals, and this is central 

to our communications and engagement with staff, patients and external stakeholders. 

However, from a legal perspective, the transaction will be an acquisition of RCHT by CFT as 

per s56A of the NHS Act. 

Board composition 

Currently each Trust maintains its own separate Boards. At the point of transaction, we 

intend the integrated Trust to have a reconstituted Board with Executive and Non-Executive 

Directors drawn from both legacy Trusts. See section 8.3 for further information. 

Plan to deliver transaction 

We have developed a plan for the transaction which is provided as a supporting submission 

to this document. Assuming we receive the approval to move to stage 2 we will further 

develop the plan early in the Business Case stage, in consultation with NHS 

Improvement/England (NHSI/E). 

Provided we secure the necessary support and approvals from our boards, governors, 

stakeholders and regulator our intended ‘go-live’ date for the transaction completion is no 

later than 31 March 2022, however both Trusts are committed to delivering this sooner if 

possible.  

We have set out a timetable for formal integration which aims to keep the overall 

programme as short as possible, with the aim of reducing the amount of organisational 

uncertainty whilst the transaction plan is developed, as well as ensuring we can proceed 

with implementing our new integrated models of care as soon as possible. We also intend to 

use our own internal resource and expertise to deliver the transaction wherever possible. 
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The Integration programme is owned by an Executive Director, and sits within a shared 

Programme Management Office between the two organisations. The Integration 

programme is supported by an Executive Integration Group, which consists of the Executive 

Directors of both organisations, and an Integration Committee, which consists of Board 

members from both organisations. Regular updates are provided to both Trust Boards, in 

addition to our system partners. 

In developing the Strategic Case, we have identified key risks both pre and post transaction, 

which are described in section 8.8.  

1.8 Conclusion 

We are excited about the significant opportunities formal integration can deliver, which will 

allow us to improve health and care for the CIOS population. Formal integration will be a key 

step in our system becoming a truly Integrated Care System, supporting the ambition of the 

CIOS Health and Care Partnership. 

Working with our patients, staff and system partners, we believe formal integration is a 

chance to deliver truly integrated pathways of care across community, mental health and 

acute services, which will allow us to improve patient care and outcomes, integrate mental 

and physical health services, and respond to the health and care challenges which CIOS are 

facing. 

  



OFFICIAL 

11 
 

2 Introduction 
This section provides an overview of Royal Cornwall Hospitals NHS Trust (RCHT), Cornwall 

Partnership Foundation Trust (CFT), the local CIOS health economy and the current 

challenges it faces.  

2.1 Overview of the Trusts 

2.1.1 RCHT 

RCHT is the main provider of acute and specialist care services in CIOS. The Trust actively 

supports teaching as part of the Peninsula College of Medicine and Dentistry and University 

of Exeter Medical School. Keeping at the forefront of medical advances, the Trust is 

continually developing its clinical services and is committed to maximising the range of 

specialist care that can be offered locally. Aligned to this is a growing reputation for 

research and innovation. 

RCHT provides district general hospital services for the Cornwall and Isles of Scilly 

population, in addition to maternity and cancer service and a number of specialised 

services. 

RCHT provide services at three main sites with around 750 beds:  

Royal Cornwall Hospital (Treliske) in Truro. This site provides comprehensive acute 

emergency services for adults and children, as well as planned specialist care and maternity 

services. This site is primarily the acute and emergency care hub, bringing together the 

Emergency Department, Critical Care, diagnostics, acute medical patients and the most 

complex surgery.  

St Michael’s Hospital in Hayle. This hospital serves as a planned care hub, specialising in 

orthopaedic and breast surgery. The site also includes Marie Therese House which provides 

a specialist neuro-rehabilitation centre.  

West Cornwall Hospital in Penzance. This hospital provides acute diagnostics, outpatients 

and surgical day case, together with a newly developed 24 hour Urgent Treatment Centre. 

This site has also recently developed a 24 hour Community Assessment and Treatment Unit 

for our older population.  

RCHT employs over 5,700 staff. In 2019/20 the Trust reported a surplus of £50k against 

control total, against a turnover of £450m. Due to Covid-19 no financial plan has been 

produced to date for 2020/21, with RCHT currently operating on a plan to break even across 

the first four months of the year. 

Around 76,000 patients attended RCHT’s emergency department in 2019/20 (type 1, 

Treliske only), and there were around 45,000 non-elective admissions. In the same year 

RCHT held over 576,000 outpatient appointments, had 68,000 admissions for elective day 

case procedures and 7000 elective procedures requiring an overnight stay. 
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In July 2017 the CQC inspected RCHT, which resulted in the Trust being placed into Special 

Measures and receiving S.29A Warning Notices. Following re-inspection in December 2019, 

the CQC rated the Trust as ‘Requires Improvement’, however the CQC noted that the Trust 

had made significant improvements in the care provided, in addition to significant 

improvements in the ‘well-led’ domain, and recommended the Trust be removed from 

special measures. The Trust formally exited special measures in April 2020. Further 

information on the CQC inspection can be found in Appendix 4. 

2.1.2 CFT 

CFT provides NHS community, mental health, dementia and learning disability services to 

approximately 450,000 children and adults living in CIOS. The majority of services are 

provided in people’s homes, the local community or from one of 13 community hospitals. 

CFT have a strong track record of successful service and financial delivery. This is 

underpinned by a growing reputation in the field of research and innovation.  

The Trust succeeded in obtaining its Foundation Trust status in March 2010, operating in 

accordance with Section 35 of the National Health Service Act 2006. On 1 April 2011, the 

Trust acquired the addition of community health services for children and young people in 

CIOS.  The Trust doubled in size on 1 April 2016, with the award of a two year contract for 

the delivery of Adult Community Services.  

CFT has more than 450,000 patient contacts each year which take place in a range of 

settings including community team facilities, GP surgeries, local clinics, and non-NHS 

settings including patient’s homes. Last year there were over 116,000 attendances at Minor 

Injuries Units, and 623 admissions to mental health inpatient wards. CFT employs around 

3,800 staff, and is rated ‘Good’ by the CQC. The Trust made a surplus in 2019/20 of £2.4m, 

on a turnover of £201m. The Trust is forecasting a deficit of £0.658m for the 2020/21 

financial year. 

Further information on the CFT CQC inspection and quality priorities can be found in 

Appendix 4. 

2.2 Cornwall and the Isles of Scilly health system 

CIOS is a rural county, with a widely dispersed population. Cornwall is the location of 

England’s most westerly point, Land’s End, while 28 miles off shore and even further west is 

an archipelago of small islands that make up the Isles of Scilly.  

The geography means that for much of the CIOS population, RCHT and CFT are the only 

acute and community providers which can be easily accessed. The Isles of Scilly also present 

a further challenge to the provision of care due to their inaccessibility at times throughout 

the year. Whilst people living towards the east of the county may access services in Devon, 

for the majority of CIOS, we are it.  
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At the height of the tourist season, there can be around 400,000 extra people in the county, 

which can mean our Emergency Department, Minor Injury Units and Urgent Treatment 

Centres face high levels of attendances in the summer months, especially in August, in 

addition to the usual winter demands experienced by all hospitals across the UK. 

At 568,000, the population of Cornwall is large enough to sustain many specialist health 

services. However, the model of healthcare in the county is heavily bed-based with 

resources concentrated in the county’s acute and community hospitals. 

Both Trusts are part of the CIOS Health and Care Partnership (formerly the CIOS 

Sustainability and Transformation Partnership (STP)). The CIOS Health and Care Partnership 

brings together CIOS’s health and social care partners, to develop a shared vision and plan 

of how our system can be transformed to improve the outcomes for our patients. In 

addition to RCHT and CFT, partners include Kernow Clinical Commissioning Group (KCCG) 

and Cornwall Council. 

The CIOS Health and Care Partnership are working towards becoming an Integrated Care 

System within 2020/21. 

CIOS is arranged into three Integrated Care Areas (ICAs), with the aim of ensuring service 

provision is aligned to the local needs of the population, and to further enhance ‘place-

based’ care. Each ICA is supported by a number of Primary Care Networks (PCNs). Figure 2 

below shows the distribution of the PCNs across the three ICAs for CIOS. 

Figure 2:  Distribution of PCNs across three ICAs for CIOS 
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2.3 CIOS system challenges  

Like many local health economies in England, CIOS is grappling with a challenging 

combination of rising demand, workforce pressures and financial deficit.  

Some aspects of the county’s current healthcare configuration drive care into costly acute 

settings once health needs have escalated, rather than supporting earlier, more cost-

effective healthcare intervention. Pressure over winter 2019/20 was partly caused by the 

conveyancing of frail elderly patients to the county’s acute hospital because there was no 

alternative provision available.  

In recognition of this the CIOS Health and Care Partnership has recently embarked upon a 

system-wide project to improve the out-of-hospital care for our frail and elderly population. 

This project, known as Embrace, consists of all health and care partners working together to 

transform the pathways of care for our patients. In addition to this, the systems recent 

response to Covid-19 has transformed many of our pathways, to ensure that patients 

receive care closer to home wherever possible.  

The key challenges facing health care services in Cornwall are summarised in the following 

section. Appendix 2 also has further details. 
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2.3.1 Growing Demand  

1. Our population is growing and ageing 

 There are more people moving to CIOS than leaving. Over the next 20 years, we are 
expecting 92,200 more people of all ages to be living here. 

 The 0-16 population is higher than it has been in a decade. 

 By 2039 the number of people in our older population is expected to increase: 
o The 65+ years age group by 48%. 
o The 85+ age group by 91%. 

 
2. Our population is getting sicker 

 Preventable illnesses are increasing and more people are living for longer in ill-health 

 A growing number of people (including children) have type 2 diabetes (often linked 
to being overweight or inactive) and nearly 500 people die early each year from 
stroke or heart disease. 

 Medical advances mean people live longer, but often with multiple illnesses like 
cancer, heart problems, dementia and diabetes. 

 Years of healthy life lost are increasing here at a faster rate than for England as a 
whole. 

 
3. Our population has increasing health inequalities 

 People with severe and prolonged mental illness die on average 15 to 20 years 
earlier than those without and it is estimated that two thirds of these are from 
preventable physical illness. 

 In addition, about 71,450 people live in communities classified as being among the 
20% most ‘deprived’ in England.   People living at higher levels of deprivation are 
more likely to live with a debilitating condition, more likely to live with more than 
one condition, and for more of their lives. 

 

2.3.2 Our Geography  

1. Travel times 

 From the west of the county, it can take up to two hours to access acute services. 

 Whilst the majority of Cornwall can access RCH Treliske by car within an hour, this is 
significantly reduced if people are accessing services via public transport. For some 
parts of the county, it is not possible to access our services via public transport.  

 Public transport access to our sites is worsened further when looking at access to 
West Cornwall Hospital in Penzance and St Michael’s Hospital in Hayle. 

 
2. Access to services 

 For patients who cannot receive their acute care at RCHT, the majority of patients 
access this care at University Hospitals Plymouth NHS Trust. This requires significant 
travel for patients, particularly for those at the west of the county. 

 For patients who require NHS England commissioned specialised care, 50% travel out 
of the county to receive this. 
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2.3.3 Constrained Capacity 

1. Workforce 

 Similar to the national picture, we have a number of staffing shortages across 
nursing, medical and allied health professional roles. 

 Whilst we have had a number of successes in recruiting in 2019, there remain a 
number of roles which are hard to fill, often driven by national shortages. 

 
2. Capacity 

 In 2019/20, RCHT has not had sufficient bed capacity to meet demand. This results in 
sub-optimal patient experience and care, as patients encounter delays in accessing 
the right bed for their care.  

 We also have challenges in regards to theatre and outpatient capacity, which will be 
further exacerbated if demand continues to increase. 

 The demand on specialist Mental Health and Children’s Services, including Child and 
Adolescent Mental Health Services (CAMHS), is increasing beyond contract capacity. 

 CFT has not had sufficient capacity for inpatient mental health admissions with the 
combination of fewer beds per 100,000 population and increased rates of admission 
resulting in high bed occupancy and the need for out of area placements. 

 

2.3.4 Operational Performance 

1. Planned Care  

 RCHT last met the 92% Incomplete Referral to Treatment (RTT) standard in May 
2017, with performance previously hitting a low of 78% at April 18 month end. Since 
then there has been considerable improvement, with the trust achieving 85% at the 
end of the 2018/19 financial year. There has been a recovery trajectory set for 90% 
RTT in 2019/20, however the impact of winter pressures combined with our 
response to Covid-19 (resulting in the cancellation of routine surgery and outpatient 
appointments) has seen performance drop to 66.36% at May 2020 month-end. 
Services are starting to be switched back on in a phased approach, with recovery 
plans being prepared. 

 RCHT has made significant improvements in 52 week waiters, from a high of 253 
patients waiting over 52 weeks for treatment at April 2018 to zero patients in 
October 2019. However the recent changes to services due to Covid-19 have 
impacted upon this, with 59 52 week waits reported at May 20 month-end. 

 
2. Cancer 

 RCHT has historically had good 2 week wait performance, with the trust being in the 
top quartile of trusts nationally for this measure in Q2 of 2019/20. 

 RCHT has met the first treatment within 31 days standard consistently in 2019/20 
with an average monthly performance of 98% against the 96% standard. 

 Average monthly performance for the 62 day referral to treatment target was above 
the 85% target throughout 2019/20. The position for April 20 was below the 62 day 
target at 77% with unavoidable delays due to Covid-19 impacting on performance. 
 

3. Unplanned Care  

 RCHT has met the 95% 4-hour standard in both April and May 2020 as a result of 
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reduced attendances due to Covid-19.  However there are difficulties in meeting this 
standard historically both nationally and locally. At RCHT these challenges 
predominantly relate to not being able to admit majors patients from ED, with this 
standard not being met nationally for Type 1 hospitals since 2011/12. 

 The 4 hour ED standard is currently under review as part of the NHS Long Term Plan 
but will continue to be used within the department to minimise preventable waits. 

2.3.5 Technology and Clinical Innovation 

 The improvements in digital technology present a huge opportunity in changing how 
our services are provided. Telehealth advances such as video consultations and 
remote monitoring will improve how citizens in our rural county can access, receive 
and engage with their care. 

 Improvements in digital information, communication and support will mean citizens 
will have access to a wide range of clinically supported information to support them 
in managing their health. 

 Advances in clinical technology such as robotics and genome testing will improve the 
quality and outcomes for patients, and will increasingly become the expected 
standards within healthcare. 
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3 Strategic context 
This section sets out the strategic context at national, system and Trust level, and presents 

CIOS’s progress to date in integrating care. 

3.1 National strategic context 

The NHS Long Term Plan (LTP) sets out the importance of focussing upon population health 

management, and the role the development of Integrated Care Systems (ICSs) have in 

supporting this. The LTP is clear that ICSs are central to the delivery of the NHS’s future, and 

recognises that formal integration can support delivery of all the benefits that an ICS model 

can provide. To support this, the LTP sets out that NHS Improvement will take a more 

proactive role in supporting collaborative approaches, and will support trusts that wish to 

explore formal integration. 

In addition to the development of ICSs, the LTP sets out a number of key priorities to 

transform healthcare over the next five to ten years. Figure 3 summarises how formal 

integration would support delivery of these: 

Figure 3:  How formal integration will deliver NHS LTP objectives 

NHS Long 
Term Plan 
Chapter 

NHS Long Term Plan Objectives How our formal integration delivers 
these objectives 

Chapter 1 – A 
new service 
model for the 
21st century 

 Boost ‘out of hospital care’. 

 Further integrate primary and 
community services 

 Reduce pressure on acute 
emergency services 

 Focus on population health 

 Move to Integrated Care 
Systems 

The clinical model for our merged 
organisation will have population 
health at its core. Through having a 
single merged organisation, we will be 
able to develop integrated pathways 
of care between community, mental 
health and acute services, which will 
focus on providing services ‘closer to 
home’, and reduce pressure on acute 
services. It will also be a key enabler to 
delivering an Integrated Care System 
within CIOS and developing integrated 
models with primary care. Ultimately, 
this will result in an improved patient 
experience.  

Chapter 2 – 
More NHS 
action on 
prevention 
and health 
inequalities 

 Strengthened focus on 
prevention and reducing 
health inequalities 

Through formal integration and the 
development of integrated pathways 
across primary, community, mental 
health and acute services, we will be 
able to truly develop preventative 
approaches specifically tailored to the 
needs of our population. Our clinical 
model will focus upon taking positive 
action to reduce health inequalities. 
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We will also be able to improve access 
to services by providing care closer to 
home, reducing health inequalities. 

Chapter 3 – 
Further 
progress on 
care quality 
and outcomes 

 Address the biggest causes of 
morbidity and mortality 
across the population.  

 Particular focus upon cancer, 
mental health, multi-
morbidity, healthy ageing, 
dementia, children’s health, 
cardiovascular and respiratory 
conditions, learning disability 
and autism.  

Formal integration will support 
improvements in safety and avoidable 
harms. Our clinical model will be 
focussed upon place-based care, 
organised around our three Integrated 
Care Areas, meaning dedicated teams 
will be able to provide proactive and 
responsive care that supports people 
in their own homes as much as 
possible. We will also develop 
integrated pathways which will mean 
service users receive genuinely joined-
up and seamless pathways of care.  

Chapter 4 – 
NHS Staff will 
get the 
backing they 
need 

 Increase the NHS workforce 

 Make the NHS a better place 
to work to support 
recruitment and retention 

As a merged organisation, we will have 
greater ability to maximise 
recruitment and training opportunities 
across CIOS. We will also be able to 
create more varied roles for our staff, 
supporting a wider variety of career 
paths and working patterns, 
supporting retention. Importantly, we 
will also be able to develop a shared 
culture across both organisations, 
which will make it easier for staff to 
work across different teams and areas. 

Chapter 5 – 
Digitally 
enabled care 
will go 
mainstream 
across the 
NHS 

 Using digital technology to 
make it easier for patients to 
access services 

 Improve delivery and planning 
of services based upon data 
and information analysis 

 Improved digital tools for 
clinical services 

As part of our formal integration 
development, we will review which 
systems we have across our two 
organisations to identify how best to 
integrate these for maximum benefit 
for our patients and staff. As a merged 
organisation, we will also have the 
opportunity to use data and 
information from both organisation to 
develop and inform our services and 
integrated pathways of care, which 
will also result in improved safety. 

Chapter 6 – 
Taxpayers 
investment 
will be used to 
maximum 
effect 

 Increase efficiencies and 
improve productivity across 
the NHS 

 Reduce duplication in how 
clinical services are delivered 

Through formal integration we will be 
able to reduce duplication across a 
number of elements of our services, 
both clinical and back office, improving 
the efficiency of services in a way we 
wouldn’t be able to achieve without 
formal integration.  
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3.2 CIOS Health and Care Partnership 

The CIOS Health and Care Partnership developed its system LTP in 2019, to describe how the 

system would support delivery of the national LTP, in addition to responding to the local 

Health and Wellbeing strategy. The vision of the health and care partnership is as follows: 

‘We will work together to ensure the people of Cornwall and the Isles of Scilly stay as healthy 

as possible for as long as possible. We will support people to help themselves and each other 

so they stay independent and well in their community. We will provide services that 

everyone can be proud of and reduce the cost overall.’ 

The CIOS Health and Care Partnership programme is founded on collaboration and 

integration. All system partners are committed to the following objectives: 

 Improve health and wellbeing and reduce inequalities by working in partnership and 

creating opportunities for our citizens. 

 Provide safe, high quality, timely and compassionate care and support, in local 

communities wherever possible, and informed by the experience of people who use 

services. 

 Working efficiently so health and care funding give maximum benefits. 

 Make Cornwall and the Isles of Scilly a great place to work in health and social care. 

 Create the underpinning infrastructure and capabilities that are critical to delivering 

high quality care and support. 

In 2017, the CIOS STP set out its long-term aim to develop an ICS, which was further 

enforced in the system LTP which was developed in 2019. The LTP also set out that more 

formal organisational integration will be required to deliver significant financial and quality 

benefits in the future.  

In 2019, the CIOS Health and Wellbeing Strategy was developed, which describes the system 

10 year plan to improve the health and wellbeing of CIOS citizens and reduce health 

inequalities. The strategy has four key objectives: Healthy Communities, Healthy Start, 

Healthy Body and Healthy Mind. One of the key principles of the Health and Wellbeing 

Strategy is the need for communities and systems to work together to deliver improvements 

for our population. The proposed formal integration between CFT and RCHT directly 

supports the delivery of the Health and Wellbeing strategy, as it will enable the 

development of integrated pathways of care which respond to the needs of our population. 

The CIOS system LTP has been developed to align and respond to the four objectives of the 

Health and Wellbeing Strategy.  The system LTP priorities are: 

 Healthy Communities:  

o Increasing the focus on population health.  
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o Contributing to the wider determinants of health and wellbeing. 

 Healthy Start:  

o Maternity and neonatal services.  

o A strong start in life for children and young people.  

o Healthy childhood and adolescence. 

 Healthy Bodies:  

o More action on prevention.  

o Improving planned care.  

o Better care for major health conditions. 

 Healthy Minds:  

o Transforming mental health services for children, young people and adults.  

o Improving services for people with learning disabilities, autism or both. 

 Delivering a new service model for the 21st century:  

o More personalised care.  

o Transforming ‘out of hospital’ care and fully integrating community care.  

o Reducing pressure on emergency services. 

 

3.3 History of integration 

In February 2017, RCHT and CFT agreed to jointly enter a legally-binding Collaboration 

Agreement. The Collaboration Agreement set out the ambitions of the two organisations to 

develop integrated care and contained a series of high-level joint working principles set in 

the context of the CIOS STP. 

The Collaboration Agreement was seen as a fundamental ‘building block’ of the 

development of the proposed Accountable Care Partnership (ACP) (now referred to as 

Integrated Care Partnership (ICP)) as part of the broader ICS.  

Following the signing of the Collaboration Agreement and the receipt of external legal 

advice, the two Trusts set about establishing a new ‘Committees in Common’ governance 

mechanism that would allow the two entities to make decisions jointly in the interests of 

local service improvements and integrated, collaborative working. The Committees in 

Common model utilised the broad statutory powers of delegation afforded to both 

organisation’s Trust Boards to establish replicative Board Committees which would meet at 

the same time, in the same place with a shared membership, known collectively as the 

‘Provider Board’. Within the Terms of Reference for the Provider Board, was the following 

statement: 

‘CFT and RCHT are looking to put in place a governance structure which will enable them to 

work together to implement change and can act as the precursor to the potential 

organisational integration of the two organisations.’  
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At the 9 August 2017 Provider Board meeting, the Board agreed to expedite the 

consideration of formal organisational integration between CFT and RCHT. Unfortunately, 

these discussions coincided with the outcomes of an adverse CQC inspection for RCHT 

(undertaken in July 2017) which resulted ultimately in the Trust being placed into Special 

Measures and receiving S.29A Warning Notices. As a result of this, NHSI withdrew its 

support of any formal transaction between CFT and RCHT on the grounds that RCHT was 

required to urgently prioritise improvements to the safety and quality of its care above all 

other considerations. The months that followed marked a period of sustained instability on 

the RCHT Trust Board which effectively took any further talks of organisational integration 

‘off the table’.  

However, from an RCHT perspective, the Trust is now out of Special Measures and is rated 

as ‘Good’ for the Well-Led domain, meaning that the organisation can once again consider 

service integration as a key element of its organisational strategy. 

The CIOS STP, now known as the CIOS Health and Care Partnership, has, within its LTP, set 

out its ambition to establish an ICS, comprising: 

 A single Strategic Commissioner - charged with developing a place based strategy 

and outcomes framework on a population basis for health, care and wellbeing 

services for all citizens; and  

 An Integrated Care Provider (ICP) - operating as a single provider for acute, mental 

health, community, primary, children’s, ambulance, wellbeing and social care 

services, including a range of public, independent and third sector organisations.   

 The complexity of ‘binding’ separate and distinct statutory organisations, in the absence of 

enabling legislation, remains a national obstacle to ICS development. 

However, the current legislative regime does provide for formal integration between NHS 

providers, through the process of merger or acquisition. This includes ‘vertical integration’; 

i.e. the integration of health providers responsible for acute, community and mental health 

care. There is recent precedent for this; the integration of Taunton and Somerset NHS 

Foundation Trust and Somerset Partnership NHS Foundation Trust completed in April 2020. 

3.4 Integration achievements to date 

As part of the CIOS Health and Care Partnership, a number of integration achievements 

have already been delivered, particularly during our partnership working to respond to 

Covid-19. Examples of integration that have been achieved to date include: 

Transformation of older peoples’ assessment pathways: In response to Covid-19, the Older 

Peoples Assessment and Liaison (OPAL) Service was stopped at the acute RCH site, and 

instead Community Assessment and Treatment Units (CATUs) were opened in four locations 

across the county (West Cornwall Hospital, Camborne and Redruth, Bodmin and St Austell 

Community Hospitals). The CATUs receive direct admissions, 7 days a week, reducing the 
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number of older people who are taken to the acute site to receive care. In addition to this, 

geriatricians have been allocated to Primary Care Network areas to support local GPs. A 24 

hour, seven day a week ‘Frailty Line’ was also established to triage calls and support care 

closer to home. Local planning and delivery groups have embedded new pathways with 

system partners, and are becoming established groups to drive future improvement work. 

Stroke Integrated Service: A system wide stroke improvement group has been established, 

which includes clinical and operational colleagues from RCHT and CFT. The group has taken 

an evidence-based approach to improving stroke outcomes for the patients of CIOS, which 

has resulted in significant improvements over the past 2 years. Key areas of action have 

included consolidating Transient Ischemic Attack (TIA) Clinics from 6 locations across the 

county to a single co-located service based at RCHT (which has resulted in an improved 

service due to increased consultant availability), and moving the Early Supported Discharge 

service from RCHT to Camborne and Redruth Community Hospital (CRCH), so stroke therapy 

teams from both RCHT and CFT can be co-located to improve stroke rehab outcomes.  

Integrated therapies team: In 2017 a joint therapies team was established between RCHT 

and CFT, combining the teams from both organisations with the aim of developing more 

joined-up pathways of care and enhancing rehabilitation across the county.  

Minor Injuries Unit at CRCH: As part of our system response to Covid-19, Minor Injuries 

were moved away from the acute site at RCH, and transferred to CRCH, with the aim of 

ensuring that only the patients who require acute treatment presented at the acute site. 

Through partnership working between RCHT and CFT, and support from the workforce at 

both organisations, this service was transferred early on in our Covid-19 response, and the 

MIU is now successfully located at CRCH. 

Shared executive posts: Over the past two years, CFT and RCHT have appointed to a 

number of shared executive posts, and currently have joint posts for Director of Nursing, 

Midwifery and AHP, Director of Finance and Chief Information Officer. These joint posts 

have been hugely beneficial in improving partnership working, aligning strategic priorities, 

harmonising processes and integrating teams.  

CFT and RCHT also have a number of integrated support services, including: 

 CITS (Cornwall IT Service) 

 Procurement 

 Safeguarding 

3.5 Limitations of current position  

It is clear that integrated working between CIOS Health and Care partners has yielded 

benefits for patients and the CIOS system. Furthermore, formal collaboration between RCHT 

and CFT, including the creation of joint executive posts, has removed some organisational 

barriers. 
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However, whilst organic integration can undoubtedly deliver benefits, we have also 

experienced the limitations of this approach. Despite good progress to date, there are limits 

in how far the two Trusts can go in integrating services while remaining separate legal 

entities. Each organisation continues to be accountable to its own Board, and differing 

organisational interests and incentives can act as barriers to realising the full potential 

benefits of integration. 

Where opportunities are identified that are beneficial to both organisations, change can be 

relatively straightforward. But where one organisation may not benefit from an opportunity 

(be that because of income, performance, staff, prestige etc.) change is much harder to 

progress, even when there is Board level commitment. The challenges of different line 

management structures, policies, procedures, IT systems and cultures present barriers to 

implementing change and generate delay and unnecessary cost to the system in realising 

benefits. This is particularly evident when balancing the risk of safely managing patient flow 

across the system when this relies upon multiple organisations to achieve. 

Where we have moved to integrated services, the need to report separately to each 

organisation creates inefficiencies. Similarly, separate budgets make reallocation of 

resources across patient pathways challenging, whilst the ability to use estate flexibly is 

hampered whilst we remain separate organisations.  

The current ‘organic integration’ has resulted in a large number of shared and joint services 

between RCHT and CFT, which often have to follow the separate clinical and corporate 

governance of each Trust. This creates a growing level of risk, as without fully integrated 

clinical and corporate governance, there is not a single point of oversight for these services. 

This risk will continue to increase as we continue to develop shared services without also 

achieving formal integration.  

The recent merger between Somerset Partnerships NHS Foundation Trust and Taunton and 

Somerset NHS Foundation Trust has also highlighted the limitations of integrating services 

without achieving formal integration. Despite both organisations having a shared executive 

team and successfully progressing integration across a number of areas, it was 

demonstrated that there were still limitations with this approach, which resulted in both 

organisations merging in order to improve health and care for their population.  

The following case study provides an example of the challenges on integrating teams across 

two organisations. 

Case Study: Integrated Therapies Service 
 
In 2017, it was agreed that the Therapies teams that sit within RCHT and CFT would come 
together as a single team, with the aim of improving pathways across acute and community 
therapy teams. The integration of the two therapies teams has resulted in improvements 
across our pathways, and has improved joint working between the two organisations. 
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However, due to the therapies team continuing to work across two separate organisations, 
significant challenges have remained in developing a truly single, integrated team. The 
therapists have to access different clinical administration systems depending on whether 
the patient is being seen in the acute or community setting. The team also has to negotiate 
the use of different HR systems and processes and different financial and procurement 
systems. If a business case is required for investment, this needs to go through the 
governance routes of both organisations. All of this results in duplication, delay and 
inefficiencies. It is also a constant reminder to the individuals in the team that they still 
come from separate organisations.  
 
This is an example of the limitations of what can be achieved without formal integration. By 
becoming a single organisation, we will be able to harmonise systems and processes, which 
will provide the right conditions to develop truly integrated, efficient and sustainable 
pathways of care. 
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4 Strategic options analysis 
This section sets out the options considered by the two Trusts for the future collaborative 

relationship, and the justification for the selection of formal integration between RCHT and 

CFT as the preferred option. 

4.1 Option Appraisal 

At the Executive Integration Group (EIG) meeting on 18th May 2020, a long list of options 

were developed and appraised, in order to identify the short list.  

The long list of options were appraised against the following criteria: 

 Strategic alignment 

 Quality and Safety 

 Financial sustainability 

 Deliverability 

In addition to this, all options were also reviewed against two key gateway criteria, through 

which each option must pass as a minimum:  

1. Does the option deliver the potential for significant transformation and integration 

of healthcare services for the Cornwall population? 

2. Does the option allow for significant transformation to be delivered at pace and 

scale? 

In developing the long list, members of the EIG were asked to consider all the potential 

options that would support further integration. Figure 4 below lists all of the options that 

were considered, and sets out the reason for the option being shortlisted or discounted. 

Figure 4: Long list of options 

Model Option Long list finding 

Do nothing 1. No continued effort on 
collaboration or 
integration 

Short-listed: Do nothing option short-
listed for comparison. 

Buddying 2. Buddying arrangement 
between CFT and RCHT 

Discounted: Would not deliver 
significant transformation at the scale 
and pace required. 

Organic Integration 
(and do minimum) 

3. Continuing to deliver 
integration of services 
between RCHT and CFT 
in an ‘organic’ ad-hoc 
way, as is currently 
taking place. 

Short listed: Short-listed as the ‘do 
minimum’ scenario. 

Contractual 
Partnership / Joint 
Venture 

4. Joint Venture between 
RCHT and CFT 

Discounted: As both organisations 
would maintain their own Boards and 
statutory obligations, this would not 
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Model Option Long list finding 

deliver significantly greater benefits 
than the current partnership working 
arrangements, and would not deliver 
significant transformation at pace and 
scale. 

Single Management 
Model 

5. Two Boards, one 
executive team, single 
operational model 
across both 
organisations 

Short listed: Opportunity to deliver 
integration and transformational 
change at pace and scale. 

Formal integration 
through 
merger/acquisition 

6. Merger/acquisition 
between CFT and RCHT, 
creating a single 
organisation 

Short listed: Opportunity to deliver 
significant integration and 
transformational change at pace and 
scale, for the benefit of CIOS 
population and health system. 

Vertical Integration 7. Integrated Care 
Organisation model, 
integrating primary 
care, community care, 
mental health and 
acute care 

Discounted: Whilst this has the 
potential to deliver significant benefits 
in the medium to long-term, it is not 
felt to be an option that could be 
delivered at pace.  However, this is a 
key long-term aim which any 
shortlisted option must support. 

System Integrated 
Care System 

8. A single combined 
organisation combining 
all providers, including 
GPs. 

9. A single combined 
organisation combing 
all of the above and 
CCG and Local Authority 

Discounted: Whilst this has the 
potential to deliver significant benefits 
in the medium to long-term, it is not 
felt to be an option that could be 
delivered at pace. However, this is a 
key long-term aim which any 
shortlisted option must support. 

CFT and Cornwall 
Council integration 

10. Integration between 
CFT and Cornwall 
Council, through formal 
merger. 

Discounted: Would not deliver 
significant transformation of 
healthcare services as could be 
achieved with integration between 
CFT and RCHT, and as there has been 
limited formal exploration of this 
option to date with Cornwall Council, 
it is unlikely it could be delivered at 
pace. 

Merger/Acquisition 
between 
RCHT/CFT/University 
Hospitals of 
Plymouth NHS Trust 
(UHP) 

11. Formal merger 
involving UHP, either 
between CFT/UHP, 
RCHT/UHP or 
RCHT/UHP/CFT. 

Discounted: Whilst this would create a 
larger acute/community footprint, a 
merger with UHP would not 
necessarily transform services for the 
Cornwall population from a ‘place-
based’ point of view. There has also 
been no expression of interest from 
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Model Option Long list finding 

UHP in this type of integration, 
meaning it is unlikely to be delivered 
at pace. 

 

This resulted in four shortlisted options, as shown in figure 5 below.  

Figure 5: Shortlisted options 

Option Description 

1. Do Nothing  Shortlisted to provide a do nothing comparison. No further 
integration activities undertaken between CFT and RCHT.  

2. Organic 
Integration 

Continuing to deliver integration of services between RCHT and CFT 
in an ‘organic’ ad-hoc way, as is currently taking place. No formal 
contractual or structural changes. 

3. Single 
Management Model 

CFT and RCHT remain two separate organisations, with their own 
Boards. Single executive team and operational model implemented 
across both organisations.  

4. Formal Integration 
of CFT/RCHT through 
Merger/Acquisition 

CFT and RCHT merger/acquisition, creating a single combined 
organisation. 

 

In order to evaluate the short-listed options, a number of Critical Success Factors (CSFs) 

were agreed by the EIG. These are areas that are considered important to ensuring 

successful integration which aligns to the needs of the CIOS system. The CSFs are shown in 

Figure 6. 

Figure 6: Critical Success Factors 

CSF  Area to consider Weighting 

Strategic 
alignment 

1. To what extent does the option align to system 
LTP and regional strategies 

20% 10% 

2. To what extent does the option align to 
organisational strategies 

5% 

3. How attractive is the option from a regulatory, 
political and local community point of view 

5% 

Quality and safety 4. To what extent does the option improve 
outcomes and experience for those using the 
services 

40% 10% 

5. To what extent does the option address safety 
and quality concerns 

10% 

6. To what extent does the option improve 
performance  

5% 

7. To what extent does the option improve 
workforce models and sustainability 

15% 
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CSF  Area to consider Weighting 

Financial 
Sustainability 

8. To what extent does the option deliver high 
quality services within the financial envelope 

30% 15% 

9. To what extent does the option deliver financial 
savings to support long term financial 
sustainability 

15% 

Deliverability 10. To what extent does the option allow significant 
transformational change to be delivered at pace 

10% 10% 

 

Each member of the EIG then undertook individual scoring of the short-listed options 

against the Critical Success Factors. The outcome of the scoring is shown in Figure 7, which 

shows the cumulative scoring. 

Figure 7: Outcome of shortlisted option appraisal 

CSF Weight Option 1: Do 
Nothing 

Option 2: Organic 
Integration 

Option 3: Single 
Management 

Model 

Option 4: 
CFT/RCHT Formal 

Integration 

Score Weighted 
Score 

Score  Weighted 
Score 

Score Weighted 
Score 

Score Weighted 
Score 

To what extent 
does the option 
align to system 
LTP and regional 
strategies 

10% 19 1.9 29 2.9 35 3.5 56 5.6 

To what extent 
does the option 
align to 
organisational 
strategies 

5% 14 0.7 26 1.3 36 1.8 56 2.8 

How attractive is 
the option from 
a regulatory, 
political and 
local community 
point of view 

5% 20 1 30 1.5 36 1.8 49 2.45 

To what extent 
does the option 
improve 
outcomes and 
experience for 
those using the 
services 

10% 15 1.5 31 3.1 39 3.9 57 5.7 

To what extent 
does the option 
address safety 
and quality 
concerns 

10% 19 1.9 29 2.9 39 3.9 54 5.4 

To what extent 
does the option 
improve 
performance  

5% 18 0.9 28 1.4 38 1.9 52 2.6 
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CSF Weight Option 1: Do 
Nothing 

Option 2: Organic 
Integration 

Option 3: Single 
Management 

Model 

Option 4: 
CFT/RCHT Formal 

Integration 

To what extent 
does the option 
improve 
workforce 
models and 
sustainability 

15% 16 2.4 24 3.6 38 5.7 58 8.7 

To what extent 
does the option 
deliver high 
quality services 
within the 
financial 
envelope 

15% 15 2.25 25 3.75 38 5.7 57 8.55 

To what extent 
does the option 
deliver financial 
savings to 
support long 
term financial 
sustainability 

15% 15 2.25 24 3.6 33 4.95 60 9 

To what extent 
does the option 
allow significant 
transformational 
change to be 
delivered at 
pace 

10% 17 1.7 28 2.8 36 3.6 56 5.6 

 100% 168 16.5 274 26.85 368 36.75 555 56.4 

 Rank  4  3  2  1 

  

Across all of the CSFs, Option 4: CFT and RCHT formal integration scored the highest. This 

was then followed by Option 3: Single management model, Option 2: Organic integration, 

and then Option 1: Do nothing.  

In undertaking the option appraisal, the following strengths and weaknesses were captured: 

Figure 8: Strengths and weaknesses of shortlisted options 

 Option Strengths of this approach Weaknesses of this approach 

1. Do Nothing   Low effort. 

 No risk from an organisational 
change perspective. 

 Allows organisations to focus 
on internal improvement. 

 Does not address challenges 
specific to CIOS health 
economy, including 
sustainability of services. 

 Does not align to strategic 
ambition to develop ICS. 

 Does not improve services for 
patients. 

2. Organic  Areas of integration confined  Limitation of extent of 
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Integration to small, specific areas, 
making delivery of change 
quick. 

 Limited risk from an 
organisational change 
perspective. 

 Continues to build on existing 
relationships. 

integration that can be achieved 
with separate organisational 
bodies. 

 Larger scale integration difficult 
to achieve in this model. 

 Limited improvement to patient 
services. 

 Does not support strategic 
ambition to develop ICS. 

3. Single 
Management 
Model 

 Creates single point of 
leadership and alignment of 
objectives. 

 Can be implemented quickly. 

 No statutory change, so no 
need to consult/seek 
permission. 

 Able to drive greater degree 
of transformational change. 

 Limitation of extent of 
integration that can be achieved 
with separate organisational 
bodies. 

 Organisational governance may 
not be sustainable in the longer 
term. 

 Limited alignment to the 
strategic ambition to develop an 
ICS. 

4. CFT/RCHT 
formal 
integration 
through merger 
or acquisition 

 Creation of single 
organisational body, with sole 
responsibility for community, 
mental health and acute care. 

 Single point of leadership and 
alignment of objectives. 

 Able to deliver significant 
transformational change. 

 Maximises benefits and 
minimises duplication. 

 Supports delivery of strategic 
ambition to develop ICS. 

 High degree of effort for both 
organisations. 

 Complex regulatory and 
consultation process, which can 
result in longer or uncertain 
timescales. 

 Could distract from internal 
organisational improvement. 

 Significant uncertainty for a 
time amongst teams. 

 

The outcome of the option appraisal was that Option 4 ‘CFT/RCHT formal integration 

through merger or acquisition’ was the clear preferred option. 

4.2 Support from Cornwall and Isles of Scilly Health and Care Partnership 

We have engaged extensively with the CIOS Health and Care Partnership throughout the 

development of our plans to improve joint working between the two Trusts. The Health and 

Care Partnership (and previously the STP), have been involved in the historical discussions 

regarding formal integration, including when the collaboration agreement was developed 

between the two Trusts in 2017, and has continued to be a part of the development of our 

formal integration proposal. We have support from all of our partners, and a statement of 

support from the leaders of the CIOS Health and Care Partnership is included in Appendix 3. 
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5 Clinical and operational models 
This section sets out the outline clinical and operational models, and how they will help the 

integrated organisation play its role in addressing the challenges faced by our health and 

care system set out in section 2 above. 

5.1 Outline clinical model 

As described in section 2.2, CIOS has developed three ICAs across Cornwall, to support 

delivery of care at place-based level. As a merged Trust, we will align our overarching clinical 

model with the three ICAs and the PCNs which form part of these. 

By aligning our clinical model to the ICAs, we are able to ensure our model supports the 

ambitions of the Health and Care Partnership, which has at its core the ambition to improve 

the health and wellbeing of our citizens. The ICAs allow us to provide care in settings that 

are closer to patients’ home, ensuring that care is moved from bed-based settings wherever 

possible, in addition to being able to adapt our model depending upon the needs of the 

local population.  

The key principles of the clinical model for the merged organisation are as follows: 

1. We have an opportunity to reduce health inequalities in CIOS. We want to prioritise 

the needs of the most vulnerable when developing our clinical models. 

2. Working together, we can develop health services which are seamless for our 

population. We want to change where and how services are delivered to improve 

access and quality of care. Primary, community and specialist teams will be 

coordinated around the person’s care.  

3. Our population should be able to receive care closer to home. We want to change 

where and how services are delivered to improve access and quality of care. 

4. Our workforce wants to deliver whole-person compassionate care. We want to 

develop a coordinated and collaborative workforce model, with opportunities for 

mutual development of skills and abilities. 

5. The needs of people in our growing population are changing. We want to develop 

joined-up pathways that support people from birth to death, with prevention at its 

heart. 

6. The Cornwall and the Isles of Scilly population should be able to access exemplar 

services within the county. We aspire to achieve excellence in all we do, developing 

nationally leading health and care and working with other regional providers to 

develop specialised services for our population. 
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Detailed development of the clinical model will take place during the business case stage, 

where we will support all of our clinical teams to develop new integrated models of care 

which support delivery of these core principles. 

 The following provides more detail regarding what we will aim to achieve for each principle. 

5.1.1 Principle 1 

We have an opportunity to reduce health inequalities in CIOS. We want to prioritise the 

needs of the most vulnerable when developing our clinical models. 

What does this mean: 

 Design services to be more accessible to all. We will use digital technology to 

improve accessibility to our services. The recent expansion of video and telephone 

consultations in response to Covid-19 has shown the opportunities that are available 

to change how we provide services. We will also ensure a greater proportion of 

services are available ‘closer to home’ wherever possible, moving activity away from 

bed-based care where appropriate. 

 Tailor how we deliver services based upon population needs and an understanding 

of the social and mental health aspects of disease. Through aligning our services 

with ICAs and PCNs, we will be able to adapt pathways of care depending on the 

specific needs of that particular population.  

 Prioritise resources to specifically tackle health and social inequalities. In order to 

tackle health and social inequalities, we will specifically adapt our services to support 

the needs of specific groups, targeting interventions in areas where there are high 

levels of deprivation – for example, targeted physical health interventions for those 

with severe mental health illness.  

 Use an evidence based approach to give equal weight to the mental and physical 

health needs of our population. Through formal integration, we will become a 

combined community, mental health and acute Trust, meaning there will be 

significant opportunity to strengthen mental health input across all of our pathways. 

Case Study: High Frequency Users 
 
It had been identified that there was a small cohort of patients who had a high frequency of 
attendances to the Emergency Department. RCHT began looking at this in isolation, 
however it soon became clear that a wider approach was needed in order to respond to and 
meet the needs of this cohort of patients. To address this, RCHT partnered with Volunteer 
Cornwall, with the aim of providing a more person-centred, holistic approach to 
understanding why some patients had a high number of attendances, recognising that 
Volunteer Cornwall had the skills and expertise to support these patients in a way that an 
acute hospital doesn’t. 
 
This partnership, based upon combining skills from different sectors with the aim of putting 
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the needs of patients at the centre of our response, has seen significant reductions in the 
number of Emergency Department attendances from this cohort of patients, and ultimately, 
improved experience and outcomes for these patients.  
 
This example shows the importance of looking at our skill mix, and working across our 
health and care system to ensure we have the right support for an individual, rather than 
expecting an individual to neatly fit into our pre-existing pathways. Importantly, it 
demonstrates that for some cohorts of patients, a different approach is required in order to 
fully respond to their needs – an ethos which is central to our proposed clinical model. 
 

 

5.1.2 Principle 2 

Working together, we can develop health services which are seamless for our population. 

We want to change where and how services are delivered to improve access and quality of 

care. Primary, community and specialist teams will be coordinated around the person’s 

care.  

What does this mean: 

 Working in unison with our Primary Care Networks. When developing our new 

integrated models of care, we will not just develop these between RCHT and CFT, 

but also our wider system partners, in particular our PCNs. This will ensure we 

develop integrated models across primary care, community care and acute care. 

 Integrated clinical teams will be responsible for the whole pathway, rather than 

separate acute and community teams. We will develop teams who have 

responsibility for pathways, rather than services, ensuring there is ownership and 

ability to improve care across whole patient pathways. 

 Teams and care will be aligned to place, delivering care at ICA and PCN level to 

ensure better outcomes for the population. A key system priority is to provide care 

closer to home, and to achieve this we will need to align our pathways with our ICAs 

and PCNs. 

 A psychological medicine approach will be integral to all our pathways. Staff across 

all of our pathways will be supported to develop their mental health skills and 

understanding, so these can be incorporated in a holistic way into our pathways, 

supporting improved links with mental health and psychological medicine. The 

development of a Department of Psychological Medicine will also support this. 

 Care will be joined-up, so patients will only need to give their story once. Despite 

being ‘one NHS’ in patients eyes, too often patients receive disjointed and fractured 

care, that doesn’t support their needs, resulting in repetition, duplication and delays. 

We will put the patient journey at the heart of our integrated models of care, 

providing a joined-up, coordinated experience of care. 
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5.1.3 Principle 3 

Our population should be able to receive care closer to home. We want to change where 

and how services are delivered to improve access and quality of care. 

What does this mean: 

 Minimise unnecessary trips to hospital through changing how outpatient services 

are provided and offering a range of ways to engage with clinicians.  

 Using technology to support patients to care for their conditions at home and to 

provide clinical services virtually at home.  

 Embed the Community Assessment and Treatment Units for our frail older patients. 

 Acute services will be available in the community, such as elective services in north 

and east of county. 

 People will have alternatives to ED when in mental health crisis 

 When hospital care is needed, we will provide better, safer care across all of our 

services. Through having integrated services, we will be able to improve patient 

safety and clinical outcomes. 

 Development of outpatient and diagnostic hubs within the community so patients 

do not need to come to the acute site for their outpatient appointments, scans and 

diagnostics and reducing the number of visits patients need to make. 

Case Study: Medical workforce model for Community Assessment and Treatment Units 
(CATUs) 
 
As described in section 3.4, CATUs were established within the community as part of our 
system response to Covid-19. This has transformed the pathway of care for frail, older 
people, ensuring a greater number of people are able to receive care in a community 
setting, closer to home. 
 
To deliver this model, we worked across acute, community and primary care. One specific 
element of transformation across this pathway was the medical workforce model, which 
changed to a more blended model in order to support the needs of the patients. The CATU 
model relies upon GPs who specialise in geriatric care working in partnership with acute 
geriatricians, ensuring there is a broad mix of skills and expertise to support these patients 
staying closer to home. This was achieved by broadening the skills of both the GPs and the 
acute geriatricians, and by having a mutual understanding of each other’s skills and 
expertise. 
 
This is an example of how working across organisational boundaries, and taking a different 
approach to traditional workforce roles and models, can enable us to transform where and 
how care is delivered.  
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5.1.4 Principle 4 

Our workforce wants to deliver whole-person compassionate care. We want to develop a 

coordinated and collaborative workforce model, with opportunities for mutual development 

of skills and abilities. 

What does this mean: 

 Focus upon developing the right culture. Building on the existing cultures within 

each organisation, including a focus upon ‘Being Brilliant’ and compassionate 

leadership, we will work with our colleagues to develop a culture that puts patients 

first. 

 Through training and development, staff will have the right skills, in the right place, 

at the right time to deliver care based on the patient’s need. We will ensure staff 

skills are aligned to patient and service need, working across our combined 

workforce to develop new workforce models. 

 We will learn from one another and share our skills and resources. We will have a 

strong foundation of mutual respect and understanding of different skills. 

 We will co-produce services with our population and partners. Patient involvement 

will be strengthened. We will involve patients in developing our new integrated 

models of care, as well as ensuring we have ongoing patient involvement in all of our 

improvement projects. 

 The way in which our services are delivered will be different. We will develop a 

multi-skilled workforce who can work across traditional roles. 

Case Study: STOMP 
 
STOMP stands for stopping over medication of people with a learning disability, autism or 
both with psychotropic medicines. Nationally, adults with intellectual disability are more 
likely to have other mental and physical health conditions. Some of these conditions can 
result in behavioural challenges, which can lead to patients being medicated where this may 
not necessarily be required. This can result in a number of adverse side effects. Within CIOS, 
we wanted to take a different approach to supporting this cohort of people.  
 
We recognised that no organisation or team could undertake this work alone, as it requires 
a person-centred approach to ensure the right support is in place for the patient. To support 
this, a multi-disciplinary team (MDT) of individuals from CFT, RCHT, Primary Care, Education 
and Social Care have come together to develop an optimised plan for each patient. This 
MDT approach started in 2016, and has continued since, delivering a holistic approach to 
understanding the needs of the individual, and how they can best be supported. As a result, 
the CIOS team have one of the best success rates for supporting patients to withdraw 
medication in the country. 
 
This demonstrates the importance of integrated system working, which combines skills and 
experience around the needs of the population. 
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5.1.5 Principle 5 

The needs of people in our growing population are changing. We want to develop joined-

up pathways that support people from birth to death, with prevention at its heart. 

What does this mean: 

 We will develop an integrated Care Group for women and children, which will build 

upon existing integrated working to further improve care. 

 We will provide careful transitional care for adolescents, recognising the specific 

needs of this cohort of patients. 

 An approach to Ageing Well and the embedding of the Embrace project, which will 

improve services for our growing ageing population. 

 A bed bureau will ensure that older people are admitted promptly when needed to 

the appropriate setting. 

 We will have a focus upon supporting patient independence and improving quality 

of life. Keeping the person at the centre of our approach, rather than the patient. 

 Developing services that respond to patient expectations, such as being able to 

book appointments online or supporting use of wearable technology. 

5.1.6 Principle 6 

The CIOS population should be able to access exemplar services within the county. We 

aspire to achieve excellence in all we do, developing nationally leading health and care and 

working with other regional providers to develop specialised services for our population. 

What does this mean: 

 Patient engagement and involvement will be central to how we work, ensuring all 

services are designed with our patients. 

 Strong focus upon digital innovation, driving improvements in how health and care 

is provided. 

 We will be nationally recognised for our research and development, recognising 

that this supports the development of improved clinical treatments as well as 

supporting recruitment of staff. 

 Develop centres of clinical excellence, where nationally recognised services are 

available locally. 

 Apply to become a University Teaching Hospital to ensure we can attract and retain 

the best workforce. 

 A focus upon sustainability and how we can address climate change across all we 

do. 

Case Study: HIP2 
The announcement of the future NHS Health Infrastructure Plan (HIP2) in September 2019 
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commenced the largest hospital building programme in England in a generation. As part of 
this, £450m capital funding has been allocated for the redevelopment and reconfiguration 
of the Royal Cornwall Hospital site at Truro, in addition to other facilities across the health 
system.  
 
This presents an exciting opportunity to support the transformation of care we want to 
deliver in CIOS, ensuring we have modern, state of the art estate and facilities which 
support us in being able to provide the excellent services we aspire to deliver.  
 
Patient engagement and involvement will be central to the development of our HIP2 
proposals. We will also be taking a ‘digital first’ approach, ensuring digital and technology 
requirements and new ways of working are part of what our new estate and facilities will 
look like.  All of this will support us in our ambition of delivering excellence for the CIOS 
population.  

 

5.2 Outline operating model 

As part of the discussion regarding our future clinical model, we have also begun to discuss 

some of the key features of our operational model. Whilst this will be developed with our 

clinical and operational colleagues in more detail at the next stage of business case 

development, the below outlines some of the key features of our operational model: 

Structure 

 Ultimately, we are working towards becoming an Integrated Care System, so our 

operational structure should reflect this.  

 To support this, we want to align our new structure to our Integrated Care Areas and 

Primary Care Networks. 

 We also want to establish single teams across whole pathways, rather than separate 

acute and community teams, with the aim of delivering genuinely joined-up, 

integrated care. 

Culture 

 The development of a shared culture across the new organisation will be key to 

ensuring our formal integration is a success. We will start on this proess early on in 

the next phase of our business case development, holding engagement roadshows 

with staff from both organisations.  

 A key aspect of our new organisation and way of working will be ensuring there is a 

mutual respect of skills and abilities from people from different workforce groups, 

disciplines and specialties. As we have described in our clinical model, as a new 

organisation we will be working in a different way, developing our workforce and 

skills around the needs of the population, rather than pre-existing pathways. 

 We want to ensure that our colleagues feel value in all that they are doing. This 

includes staff having an understanding of the whole patient pathway that they are a 
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part of, as well as feeling empowered to make changes and improvements for our 

patients. To support this, we will ensure our new integrated models of care are 

designed by the staff who work in those services, and will support them to continue 

to make continuous quality improvements. 

 

Workforce 

 Central to our new models of care is staff from many professional disciplines coming 

together around the patient to work as multi-disciplinary teams. 

 Sharing a skills-based approach to care, not based solely on role. 

 We want to ensure that all of our teams are supported by a strong foundation of 

mutual trust and respect. This will rely upon teams and individuals being supported 

to build relationships and a sense of shared purpose.  

5.3 How will the merged organisation address CIOS healthcare challenges  

In developing our clinical model, we have started with the needs of the CIOS population and 

system, and used this to define how the new integrated organisation would respond to 

these. This can be seen in our clinical model principles, which start with a description of the 

opportunity to improve care within CIOS. Figure 9 below shows how the new organisation 

will respond to these and the benefits that will be delivered.  

Figure 9: Summary of opportunities, our response, and the benefits this will deliver 

Opportunities to 
improve Health and 

Care within CIOS 

How formal integration will 
deliver these 

Benefits that will be delivered 

We have an 
opportunity to reduce 
health inequalities in 
CIOS. 

We want to prioritise the 
needs of the most vulnerable 
when developing our clinical 
models. 

Through a focus upon population 
health, we will support 
improvements in health 
inequalities across CIOS, in 
addition to improving the focus 
upon prevention. 

Working together, we 
can develop health 
services which are 
seamless for our 
population. 

We want to change where and 
how services are delivered to 
improve access and quality of 
care. Primary, community and 
specialist teams will be 
coordinated around the 
person’s care. 

Genuinely integrated, joined up 
pathways, which remove 
duplication as well as addressing 
any gaps to provision. Care that 
takes into account a patients 
mental health needs as well as 
their physical health needs. 
Improved patient experience. 

Our population 
should be able to 
receive care closer to 
home. 

We want to change where and 
how services are delivered to 
improve access and quality of 
care. 

Care closer to home, which can be 
accessed sooner, reducing the 
need for acute care or bed-based 
care. 
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Our workforce wants 
to deliver whole-
person 
compassionate care. 

We want to develop a 
coordinated and collaborative 
workforce model, with 
opportunities for mutual 
development of skills and 
abilities. 

Improved quality and safety of 
services, through standardised 
approach (single policies, 
assessments, clinical and admin 
systems) which will harmonise 
clinical practice, reducing 
variation. 
Staff will feel the value in their 
work across the whole pathway, 
rather than just experiencing a 
small part of the pathway. 

The needs of people 
in our growing 
population are 
changing. 

We want to develop joined-up 
pathways that support people 
from birth to death, with 
prevention at its heart. 

Patients only having to tell their 
story once, due to having 
genuinely integrated, joined-up 
teams. Greater patient 
involvement in designing our 
services. Staff satisfaction will 
improve through knowing they 
are supporting to design and 
deliver improved, ‘end-to-end’ 
patient pathways and experience. 

The Cornwall and the 
Isles of Scilly 
population should be 
able to access 
exemplar services 
within the county. 

We aspire to achieve 
excellence in all we do, 
developing nationally leading 
health and care and working 
with other regional providers 
to develop specialised services 
for our population. 

CIOS population able to access 
exemplar, nationally leading 
services. 
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6 Expected benefits for patients, Trust and local health economy 
This section describes the anticipated benefits of the formal integration for patients, staff, 

the integrated organisation and the CIOS Health and Care system. 

6.1 Benefits to patients 

Improving the health and care that is available to CIOS patients is the main driver for formal 

integration between CFT and RCHT. As a health and care system, we know that greater 

integrated working across all areas will improve how care is provided, which is why the 

development of an ICS is such a key priority for the system. Formal integration of CFT and 

RCHT will be a significant step in delivering an ICS for CIOS patients. 

Our clinical model puts the needs of our population at the centre of what we want to 

achieve. We are changing how we work in response to the needs of our population. Key 

patient benefits include: 

 Care that takes into account their mental health needs as well as their physical 

health needs, and responds to both in a joined-up way. 

 Care closer to home, which can be accessed sooner, reducing the need for acute care 

or bed-based care. 

 Patients only having to tell their story once, due to having genuinely integrated, 

joined-up teams. 

 Able to access exemplar, nationally leading services, including more specialised 

services in partnership with other regional providers. 

 Greater patient involvement in designing and co-producing our services, and 

improved patient and public accountability. We listen to patient feedback in order to 

improve patient experience.  

 Improved use of technology which supports caring for people in the local 

community. 

 Population as a whole benefits from a more preventative approach to care. 

 Services are more resilient, resulting in an improved health and care offering.  

6.2 Benefits to staff 

There are a number of benefits to our staff which will be delivered through our integration. 

As we develop our integration model further during the development of our full business 

case, our staff will lead the design of new integrated models of care, ensuring that they 

design the services which meet the needs for their patients.  

As a result of our proposed formal integration, the following benefits will be delivered for 

staff: 

 Staff will feel the value in their work across the whole pathway, rather than just 

experiencing a small part of the pathway. 
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 Staff satisfaction in their roles will improve through knowing they are supporting to 

design and deliver improved, ‘end-to-end’ patient pathways and experience. 

 There will be more opportunities for career development, as staff will be able to 

develop rotational and portfolio careers which span community and acute services. 

 New career pathways will be developed which will reflect the opportunities that 

come from having a large combined community, mental health and acute Trust. 

 Staff will be supported to develop their mental health and physical health skills, 

allowing them to feel more confident in recognising and responding to individuals 

with mental health needs, as well as supporting their physical health needs.  

 There will be a broader range of cross-training and diversification of skills as a result 

of being a larger organisation. Staff will be able to learn together through shared 

case reviews. 

 Opportunities to engage in wider research activity as a result of being part of a larger 

organisation with a larger portfolio of services.  

6.3 Benefits to the integrated organisation 

6.3.1 Quality Benefits 

Formal integration will drive improvements in clinical quality in the following ways: 

 Standardised approach (single policies, assessments, clinical and admin systems) 

which will harmonise clinical practice, reducing variation. 

 Genuinely integrated, joined up pathways, which remove duplication as well as 

addressing any gaps to provision. 

 Focus upon delivering excellence in care, resulting in safer care across our services. 

 Through a focus upon population health, support improvements in health 

inequalities across CIOS, in addition to improving the focus upon prevention. 

 Improved clinical outcome measures, demonstrated through national benchmarking.  

 Reduction in complaints through delivery of improved, joined-up, integrated care.  

 Improved patient safety and governance through having single governance across all 

services. 

 Digitally joined up services which will result in improved patient safety.  

6.3.2 Performance benefits 

It is anticipated the following performance benefits will be delivered  

 Emergency care will look different as a result of developing integrated pathways 

which mean patients no longer need to access the Emergency Department. A truly 

whole pathway approach will support flow across the system, improving the ability 

to admit patients from the front door where this is required. This will result in 

improvement against the ED 4 hour performance. 

 Planned care – An integrated, whole pathway approach will result in a number of 

benefits for planned care, including:  
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o Clearer, standardised pathways.  

o Reduction in referrals into acute planned care.  

o Planned care delivery aligned to our ICAs.  

o Improvement in RTT and 52 week waits.  

o Digitally enabled outpatient transformation.  

o Improved advice and guidance. 

 More diagnostics will be available in the community, improving access and resulting 

in a reduction of ‘Did Not Attends’ (DNAs).  

 Through a more whole-person, joined up approach, it is anticipated that access to 

mental health support and services will improve across a number of areas. Examples 

of where an integrated approach could enhance support include: 

o Patients with diabetes, who are more likely to also suffer from depression. 

o Community and primary care focussed approach for patients with medically 

unexplained symptoms. 

 Cancer care – Improvement against supporting patients with the psychological 

aspects of cancer care. 

Further information on the performance of the two Trusts can be found in Appendix 5. 

6.3.3 Organisational resilience 

The formal integration will make us more resilient, as we will become a larger organisation 

with the benefits associated with that, including the ability to flex our staff and 

infrastructure. The recent response to Covid-19 is an excellent example of how both the 

organisations have worked together to ensure there is greater resilience in our response. 

Our plans to transform models of care will also support us to respond to the changing 

demographics of our county, supporting longer term sustainability.  

6.3.4 Improved governance 

It is anticipated that an integrated organisation will deliver corporate governance 

improvements, as follows: 

 Broder strategic view of care pathways and as such an understanding of the 

interdependencies in services. 

 Streamlined decision-making at Board-level which takes into account all services and 

associated performance/assurance. 

 Alignment of governance processes which would release efficiencies and generate 

consistency of approach. 

6.4 Benefits to CIOS health care system  

Our proposed formal integration strongly supports delivery of the priorities within the CIOS 

Health and Care Partnership. The formal integration is fully aligned to the development of 

an ICS, and is an important step in achieving this through the creation of an Integrated Care 
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Provider. Figure 10 below describes how the formal integration would support the priorities 

of the health and care partnership. 

Figure 10: How formal integration aligns with CIOS system priorities 

CIOS System LTP Priority How proposed formal integration aligns 

Healthy Communities:  

 Increasing the focus on population 
health.  

 Contributing to the wider determinants 
of health and wellbeing. 

Through formal integration, we will be able to 
develop integrated pathways of care across 
community, mental health and acute care 
which we will align to our ICAs and PCNs to 
ensure we respond to the specific needs of 
each population. Our intended clinical model 
also specifically focuses upon improving 
access to services and adjusting services to 
tackle health inequalities.  

Healthy Start:  

 Maternity and neonatal services.  

 A strong start in life for children and 
young people.  

 Healthy childhood and adolescence. 

There is already a strong history of 
partnership working to ensure a healthy start, 
coordinated through the system ‘One Vision’ 
board. Formal integration between CFT and 
RCHT will improve this further, building on 
existing work to further improve outcomes 
for maternity, neonatal and children’s 
services.  

Healthy Bodies:  

 More action on prevention.  

 Improving planned care.  

 Better care for major health conditions. 

The proposed formal integration will allow for 
significant improvements to be made to 
models of care, which will directly result in 
improvements across planned care, 
particularly for long term conditions where 
integrated pathways can have the biggest 
impact.  

Healthy Minds:  

 Transforming mental health services for 
children, young people and adults. 

 Improving services for people with 
learning disabilities, autism or both. 

Through merging community and mental 
health services with acute, we will be able to 
ensure that mental health receives parity 
alongside physical health, supporting our staff 
to recognise and respond to mental health 
needs. 

Delivering a new service model for the 21st 
century:  

 More personalised care.  

 Transforming ‘out of hospital’ care and 
fully integrating community care. 

 Reducing pressure on emergency 
services.  

Formal integration between CFT and RCHT 
directly supports the ambition to have fully 
integrated care, resulting in improved 
pathways which support ‘care closer to 
home’, resulting in reduced pressure upon 
our emergency services.  
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6.4.1 Fit with CIOS Health and Wellbeing Strategy 

The CIOS Health and Wellbeing Strategy has four strategic priorities. The following describes 

what these are and how the formal integration between CFT and RCHT will support delivery 

of these. 

 Healthy Communities: We create healthy and sustainable places and communities 

to live, learn, work and age. 

Through formal integration, we are specifically putting the needs of our population at the 

front of our service design. This will result in reduced health inequalities for our population, 

supporting our communities to be healthy and sustainable. 

 Healthy Start: Children are given the best start in life enabling them to equally reach 

their full potential. 

The formal integration will allow integration of our women’s and children’s services across 

acute, community and mental health teams. Through integrating these teams, they will be 

able to develop seamless, joined-up care for the population which will support children to 

have the best start in life. 

 Healthy Bodies: People feel enabled and motivated to actively manage their 

lifestyles and reduce risks to health. 

Our new clinical models have ‘care closer to home’ at their heart, meaning we will redesign 

services with our patients to enable them to receive care as close to home as possible. This 

will include encouraging and supporting people to actively manage their health themselves. 

 Healthy Minds: Our mental health and wellbeing is valued and considered equally 

important as physical health. 

Through formal integration, we will be combining acute services with community and 

mental health. By incorporating mental health services across the pathway from acute into 

community, we will be able to take an evidenced based approach which ensures patients 

mental health needs are afforded equal importance to their physical health needs, 

improving the access to psychological medicine across all elements of our pathways.  

6.4.2 Benefits for the CIOS population 

Our formal integration will have wider benefits for the CIOS population by supporting 

stronger, effective and more resilient health services, which are a key part of the CIOS public 

service infrastructure. 

Levels of deprivation within CIOS are growing, with pockets of poverty which lead some 

people to have poorer health, lower quality of life and reduced life chances. Effective health 

and social care will support people to improve their own lives, and will support a focus upon 
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prevention and early intervention, which will ultimately support improved health outcomes 

across the population.  
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7 Finance 

7.1 Approach 

The financial section of this document is based on a range of information available at this 

stage as noted in the Executive Summary.  It is illustrative only, providing high level context 

on the scope of the financial position upon which only initial reliance should be placed. 

It is drawn from existing financial plans for the two organisations developed for the CIOS 

Health and Care Partnership LTP (as submitted on 10 January 2020) and historic 

performance from annual accounts.  If approval is received to proceed to full business case 

development, an LTFM will be developed that explores the financial issues in more detail. 

This section sets out the financial performance of CFT and RCHT, the expected costs and 

savings from the proposed integration and the forecast performance of the combined entity 

compared to the counterfactual. 

7.2 Historic financial performance 

7.2.1 CFT financial performance 

CFT’s recent and current performance is set out in figure 11 below. CFT has historically 

achieved a surplus each financial year. Figure 11 below summarises the financial measures 

for CFT for the completed financial years from 2017/18 to 2019/20 and the draft plan for 

2020/21. 

Figure 11: CFT current financial performance 

 

Plan

CFT 2017/18  

£000

2018/19  

£000

2019/20 

£000

2020/21  

£000

Clinical income 163,853 171,736 186,683 179,599

Other income 16,680 14,239 14,723 9,945

Pay (123,984) (130,336) (139,578) (139,747)

Non-pay (48,947) (47,076) (56,416) (51,376)

Operating Surplus/(Deficit) 7,602 8,563 5,412 (1,579)

Gain/(loss) on disposal of fixed assets 106 0 9 0

Net finance costs (2,153) (2,101) (2,062) (2,083)

PDC dividend (415) (567) (936) (750)

Retained Surplus/(Deficit) 5,140 5,895 2,423 (4,412)

Revaluation/Impairments (exceptional) 813 188 3,333 0

Prior yr STF/PSF -355 0 0

Adjusted Retained Surplus/(Deficit) 5,598 6,083 5,756 (4,412)

Plan 511 2,695 5,261 1,226

Variance from plan 5,087 3,388 495 (5,638)

Less STF/PSF funding (3,907) (3,166) (2,290) 0

Actual excl. STF/PSF 1,691 2,917 3,466 (4,412)

Plan excl STF/PSF/MRET (20) 1,948 2,971 1,226

Variance from plan (excl. STF funding) 1,711 969 495 (5,638)

Actual
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CFT has continued to deliver a sound financial performance and achieved a consistent 

performance exceeding the issued NHS control total over the historic years reported. Due to 

the Trust achieving a financial performance better than the control total set by NHS 

Improvement, the Trust has earnt provider sustainability funding (including additional bonus 

funding within years 2017/18 and 2018/19). The delivery of the Trust’s Control Total has 

however become more challenging, with the need for significant non-recurrent benefits in 

the 2019/20 position. 

CFT’s Use of Resource (UoR) risk rating was 1 (lowest risk) consistently for all three historic 

performance years. The NHSI Use of Resources rating is designed to improve understanding 

of how effective and efficiently Trusts use their resources including finance, workforce, 

estates and facilities, technology and procurement in order to provide high quality, efficient 

and sustainable care to patients. The Trust’s UoR performance is detailed below: 

Figure 12:  CFT Use of resources rating historic year end performance 

 

CFT during February and March 2020 incurred £521k of costs relating to Covid 19 across a 

range of NHSI allowable cost categories.  In accordance with the national process for the 

closedown of the 2019/20 accounts, the Trust submitted a claim to NHSI for reimbursement 

of these costs and has received confirmation that funding will be received in 2020/21 to 

cover these costs.  This income has been accrued in the 2019/20 accounts in accordance 

with the national guidance.   

Planning arrangements for 2020/21 are subject to an interim national financial framework 

which has only been set for the first four months of the financial year. At this stage it is not 

possible to determine a plan for the whole of the financial year, although for month 1-4 a 

breakeven plan has been set for all Trusts.  

7.2.2 RCHT financial performance 

RCHT’s recent and current performance is set out in figure 13 below, which summarises the 

financial measures for RCHT for the completed financial years from 2017/18 to 2019/20 and 

the plan for 2020/21. 

Figure 13: RCHT current financial performance 

Ratio 2017/18 2018/19 2019/20

Capital Service Cover Rating 1 1 1

Liquidity Rating 1 1 1

I&E Margin Rating 1 1 1

Variance from Control Total Rating 1 1 1

Agency Rating 1 2 3

Use of Resource Rating 1 1 1
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Note: the data in this table is presented to ensure consistency with the reported financial position and to reconcile with the 

annual accounts to ‘adjusted retained surplus/deficit’. It does not include adjustments made by NHSEI for the purposes of 

control total reporting. 

RCHT has reported a deficit since 2014/15 which marked the start of a particularly 

challenging period financially, similar to challenges affecting a significant proportion of 

acute Trusts across the country. This does not necessarily however reflect delivery of agreed 

control totals with NHSI which have been delivered during this period. 

For RCHT however, this challenging financial period has also been escalated by a number of 

CQC inspections and clinical risks, with RCHT being placed into quality special measures 

after repeated failures by the CQC in July 2017. This continued into subsequent financial 

years 2018/19 and 2019/20 and resulted in the need for significant investments to address 

quality and safety concerns. 

RCHT’s Use of Resource (UoR) risk rating was 3 (medium risk) consistently for all three 

historic performance years. 

Planning arrangements for 2020/21 are subject to an interim national financial framework 

which has only been set for the first four months of the financial year. At this stage it is not 

possible to determine a plan for the whole of the financial year, although for month 1-4 a 

breakeven plan has been set for all Trusts. 

RCHT has incurred additional marginal revenue costs of c£1.9m per month in relation to its 

response to Covid-19 into 2020/21. These have been funded through the “true-up” 

arrangements. Capital costs of c£4m have also been incurred and the expectation is that 

these will also be funded, although a risk in relation to this has been noted within the 

Capital Programme for the Trust. 

Plan

RCHT 2017/18  

£000

2018/19  

£000

2019/20 

£000

2020/21  

£000

Clinical income 356,862 381,559 422,712 406,452

Other income 48,158 63,817 58,911 40,303

Pay (235,759) (256,292) (289,403) (286,445)

Non-pay (172,489) (189,641) (192,035) (189,635)

Operating Surplus/(Deficit) (3,228) (557) 185 (29,325)

Gain/(loss) on disposal of fixed assets 53 15 33 0

Net finance costs (1,137) (1,223) (1,280) (1,196)

PDC dividend (2,297) (2,061) (2,015) (2,475)

Retained Surplus/(Deficit) (6,609) (3,826) (3,077) (32,996)

Revaluation/Impairments (exceptional) 4,018 (310) 3,534 0

Prior yr STF/PSF 0 0 (407) 0

Adjusted Retained Surplus/(Deficit) (2,591) (4,136) 50 (32,996)

Plan 1,300 (11,889) 0 0

Variance from plan (3,891) 7,753       50            (32,996)

Less STF/PSF funding (7,320) (15,603) (18,576) (4,459)

Actual excl. STF/PSF (9,911) (19,739) (18,526) (37,455)

Plan excl STF/PSF/MRET (7,100) (20,760) (17,228) 0

Variance from plan (excl. STF funding) (2,811) 1,021 (1,298) (37,455)

Actual
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7.3 Driver of underlying financial deficit 

Both organisations have reported an underlying deficit to NHSI/E. 

RCHT’s financial deficit is due primarily to a combination of: 

 Savings being achieved non-recurrently resulting in more challenging savings targets 
in future years. 

 Savings targets not being achieved. 

 High cost of opening escalation areas especially during 2019/20. 

 High levels of agency spend due to vacancies. 

 

CFT’s underlying deficit is primarily due to: 

 Savings being achieved non-recurrently resulting in more challenging savings targets 
in future years. 

 Savings targets not being achieved. 

 Increased pressures upon adult community services budgets. 

7.4 Projected counterfactual financial performance 

Planning arrangements for 2020/21 are subject to an interim national financial framework 

due to Covid-19 which has only been set for the first four months of the financial year. At 

this stage it is not possible to determine a plan for the whole of the financial year, although 

for month 1-4 a breakeven plan has been set for all Trusts. 

On this basis the modelling currently reverts back to the system and Trust LTP submission 

(10/1/20), but also reflects savings plans developed for the interim 5/3/20 plan submission 

for 2020/21 to determine savings opportunities in a before and after state. 

Figures 14 and 15 below present the financial performance of each Trust, and then their 

aggregated performance (figure 16) in a scenario where they do not integrate. It should be 

noted that these forecasts assume the Trusts continue to deliver business as usual CIPs as 

identified through the LTP key assumptions submitted in January 2020. 

7.4.1 CFT financial forecast – no merger 

Figure 14 below sets out CFT’s forecast performance in a no merger scenario. 
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Figure 14: CFT forecast performance as a stand-alone Trust 

 

 

 

 

 

 

 

 

 

 

Whilst CFT has a track record of strong management, the ongoing opportunities for 

delivering services more efficiently are minimal, and continuing to deliver annual CIPs of c4-

5% is not realistic unless service provision is modernised and transformed. CFT has therefore 

assumed a 2.1% CIP for the later forecast years. 

CFT’s historic generation of surpluses has enabled it to invest significantly in its estate and 

IT. It is likely that the Trust will be unable to generate sufficient cost improvements to fund 

above inflationary pressures in future years, and this will erode the Trust’s cash balances. 

7.4.2 RCHT financial forecast – no merger 

Figure 15 below sets out RCHT’s forecast performance in a no merger scenario. The financial 

position of RCHT continues to be challenging. CIP delivery of c3%, combined with the 

upward pressure on costs and the need to continue to invest in capacity to meet demand 

means a worsening financial outlook. Under the no merger scenario the Trust would require 

and continue to need working capital support. 

Plan

CFT 2020/21  

£000

2021/22  

£000

2022/23  

£000

2023/24 

£000

2024/25 

£000

Clinical income 179,599 183,543 191,507 198,637

Other income 9,945 9,945 9,945 9,945

Pay (139,747) (144,402) (148,971) (153,130)

Non-pay (51,376) (50,331) (50,590) (51,523)

Operating Surplus/(Deficit) (1,579) (1,245) 1,891 3,929 0

Gain/(loss) on disposal of fixed assets 0 0 0 0

Net finance costs (2,083) (1,679) (2,080) (2,149)

PDC dividend (750) (750) (750) (750)

Retained Surplus/(Deficit) (4,412) (3,674) (939) 1,030 0

Revaluation/Impairments (exceptional) 0 0 0 0

Prior yr STF/PSF 0 0 0 0

Adjusted Retained Surplus/(Deficit) (4,412) (3,674) (939) 1,030 0

Plan 1,226 0 0 0 0

Variance from plan (5,638) (3,674) (939) 1,030 0

Less STF/PSF funding 0 0 0 0 0

Actual excl. STF/PSF (4,412) (3,674) (939) 1,030 0

Plan excl STF/PSF/MRET 1,226 0 0 0 0

Variance from plan (excl. STF funding) (5,638) (3,674) (939) 1,030 0

Forecast
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Figure 15: RCHT forecast performance as a stand-alone Trust 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 15 shows a marked deterioration in the RCHT financial position, from c£33m deficit in 

2020/21 into the future years. It should be noted that within the LTP a non-recurrent 

financial flow adjustment of c£5m 2022/23 and c£18m 2023/24 was transacted in the final 

LTP submission – so unadjusted financial forecast for 2023/24 is c£40.7m deficit in a no 

merger scenario. This is largely driven by the impact of achieving lower CIPs in future years 

and the requirement to make further investment in capacity at RCHT which is not fully offset 

by increased income. The level of CIP included in future year’s falls to reflect the expected 

ongoing demand pressures and because of the reduced ability to cut operating costs 

without significant structural change. 

Working within our CIOS financial framework there is recognition of the national ambition 

for organisations and systems to move to a sustainable financial position by the 2023/24 

financial year. 

The 2023/24 financial position is a non-compliant plan with I&E deficit c£22.1m, after 

assuming MRET funding (applied as per technical guidance) which includes c£60m 

cumulative savings over the four years.  

The system financial and organisational position plan remains non-compliant in 2023/24 

with control total and recovery trajectories. 

Plan

RCHT 2020/21  

£000

2021/22  

£000

2022/23  

£000

2023/24 

£000

2024/25 

£000

Clinical income 406,452 416,370 430,520 448,984

Other income 40,303 40,769 41,095 41,425

Pay (286,445) (295,816) (302,432) (300,818)

Non-pay (189,635) (198,092) (202,803) (206,928)

Operating Surplus/(Deficit) (29,325) (36,769) (33,620) (17,337) 0

Gain/(loss) on disposal of fixed assets 0 0 0 0

Net finance costs (1,196) (937) (883) (803)

PDC dividend (2,475) (4,000) (4,000) (4,000)

Retained Surplus/(Deficit) (32,996) (41,706) (38,503) (22,140) 0

Revaluation/Impairments (exceptional) 0 0 0 0

Prior yr STF/PSF 0 0 0 0

Adjusted Retained Surplus/(Deficit) (32,996) (41,706) (38,503) (22,140) 0

Plan 0 0 0 0 0

Variance from plan (32,996) (41,706) (38,503) (22,140) -           

Less STF/PSF funding (4,459) 0 0 0

Actual excl. STF/PSF (37,455) (41,706) (38,503) (22,140) 0

Plan excl STF/PSF/MRET 0 0 0 0 0

Variance from plan (excl. STF funding) (37,455) (41,706) (38,503) (22,140) 0

Forecast
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7.5 Projected counterfactual financial performance (baseline) - do 

minimum scenario / no merger 

The aggregated counterfactual position for both Trusts with no merger is shown in figure 16 

below. 

Figure 16: Combined baseline forecast performance a – no merger/integration base case 

 

 

 

 

 

 

 

 

 

7.6 Key assumptions for projected counterfactual performance 

In summary, the assumptions used to build the financial plans for future years if the Trusts 

were to remain as standalone entities (the counterfactual case) are set out as follows: 

The key assumptions underpinning these financial forecasts are: 

 Tariff efficiency factor at 1.1% and modelled inflationary and prices increases as 
per national guidance. 

Figure 17: Summary of assumptions 

 

 

 

 

CIP assumptions 

CFT set a savings targets for 2020/21 requiring £10.6m representing c5.1% of income due to 

the challenge of the financial plan, with an underlying financial deficit as identified in the 

March 2020 submission. The Trust has assumed at c2.1% CIP delivery beyond 2020/21, this 

Plan

Consolidated
2020/21  

£000

2021/22  

£000

2022/23  

£000

2023/24 

£000

2024/25 

£000

Clinical income 586,051 599,913 622,027 647,621 0

Other income 50,248 50,714 51,040 51,370 0

Pay (426,192) (440,218) (451,403) (453,948) 0

Non-pay (241,011) (248,423) (253,393) (258,451) 0

Operating Surplus/(Deficit) (30,904) (38,014) (31,729) (13,408) 0

Gain/(loss) on disposal of fixed assets 0 0 0 0 0

Net finance costs (3,279) (2,616) (2,963) (2,952) 0

PDC dividend (3,225) (4,750) (4,750) (4,750) 0

Retained Surplus/(Deficit) (37,408) (45,380) (39,442) (21,110) 0

Revaluation/Impairments (exceptional) 0 0 0 0 0

Prior yr STF/PSF 0 0 0 0 0

Adjusted Retained Surplus/(Deficit) (37,408) (45,380) (39,442) (21,110) 0

Plan 1,226 0 0 0 0

Variance from plan (38,634) (45,380) (39,442) (21,110) 0

Forecast

Cost CFT RCHT
Cost 

weight

Weighted 

est.

Pay 2.90% 2.90% 68.30% 2.00%

Drugs 0.60% 0.60% 2.60% 0.00%

Capital 1.80% 1.80% 7.20% 0.10%

CNST 10.50% 10.50% 2.30% 0.10%

Other 1.80% 1.80% 19.60% 0.40%

Total 100.00% 2.50%
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is based upon national guidance of 1.6% plus additional stretch of 0.5% for systems in 

deficit. 

RCHT set a savings target for 2020/21 with an underlying financial deficit as identified in the 

March 2020 submission of the financial plan, the savings target at that point was indicated 

as needing to be c£27m representing c5.6% of income. 

System Wide Financial Plan & Savings 2020/21 

Summary of system wide savings (as at March 2020 submission) with £37.6m derived from 

individual provider organisations and a further £42.1m from system wide/commissioner 

programmes. Given the significant and high risk financial challenge faced within the system, 

the collective position as at 5/3/20 for system recovery was agreed by Chief Officers which 

represented a system deficit of c£46m, resulting in a c£47m gap compared to required 

trajectory of £1.2m surplus control total. 

Figure 18: Summary of system wide savings 

 

There are a number of key assumptions driving the financial gap and requirements for 

system recovery, as follows: 

 Context of the CIOS Health and Care system, the environment in which it operates, 

the recent challenges it has faced and how they have contributed to the financial 

position; 

 Understanding of the drivers of the system deficit; 

 Actions undertaken to support the financial recovery of the system; 

 The underlying position entering 2020/21; 

 The savings opportunities and development of plans for 2020/21; 

 Risks and mitigations to the delivery of the plan for 2020/21; 

 Other key enablers to support the delivery of the plan; 

 Next steps beyond the 2020/21 plan. 

Capacity assumptions 

In the March 2020 plan RCHT has assumed capacity investment of c£9m in 2020/21 to 

achieve the targeted performance standards.  Further work was required at that point in the 

RCHT CFT
Provider 

efficiencies

System

/ CCG
Total

£m £m £m £m £m

Provider efficiency 18.6 6.0 24.5 - 24.5

Increased collaboration 7.9 4.2 12.1 18.1 30.2

Integration synergy 0.5 0.5 1.0 - 1.0

Commissioner efficiency - - - 24.0 24.0

27.0 10.7 37.6 42.1 79.7

Memorandum:

Financial Framework QIPP 12.1 4.9 17.0 (17.0) (0.0)

Total including F/F QIPP applied 39.1 15.6 54.6
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planning process and there now needs to be a more fundamental review of activity and 

capacity assumptions based on the recovery from Covid-19.  

This will need to be more accurately modelled and aligned with the system challenges and 

long term plan, in addition to the Covid-19 operational recovery process. 

Activity assumptions in the base case, as follows:- 

 The growth assumptions in the plan are based on the midpoint of historic activity 

growth rates (higher) and ONS age weighted demographic growth projections 

(lower), adjusted to achieve RTT 92% at RCHT in 2020/21 and UHP over a 4 year 

period.  

 This means that we are assuming growth continues, but at a lower rate than the last 

5 years, i.e. we will be more effective in managing demand over the next 5 years 

than over the last 5 years. 

 For the different patient groups this gives us growth rates (for the system, and 

varying slightly year by year because of variation in the population projections) of: 

 c1.9% for outpatients; 
 c2.5% to 3% for electives (where there is greater variation because of the 

backlog reduction requirements); 
 c2.8% for non-electives; 
 c2.5% for ED. 

 The financial impact of activity growth assumption included within the RCHT 

2020/21 plan is c£5.6m (pay c£3.7m, non-pay 1.8m).  

 Overall activity growth rate assumed within the 20/21 submitted draft operational 

plan is 2.34%. 

The key assumptions affecting the balance sheet projections are: 

 No material change in the value of non-current assets for CFT & RCHT. 

 A reduction in working capital balances for RCHT due to the deficit plan as at March 

2020. 

 The policy for managing cash and equivalent asset. 

7.7 Projected financial performance of merged Trust 

The scale of the local financial challenge, an increasing and ageing population and the 

relative size of both organisations mean that 'do nothing' is not a realistic option for either 

CFT or RCHT in the long term. 

The financial forecast for the integrated/merged Trust is shown below. This uses the 

projected standalone financial plans for both organisations and then incorporates the 

investments required and expected synergies from the formal integration to produce the 

post consolidation financial plan. The savings and investments are set out in more detail 

later in this section. 
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Base assumptions in terms of inflationary pressures, cost growth and business as usual CIPs 

are as they were in the standalone financial plans for each individual organisation. 

7.8 Expected Financial synergies 

The key overarching principles for delivering financial benefits are: 

 The NHS faces a period of significant financial challenge and geographical and 

population factors in CIOS make this challenge particularly acute. 

 The integration plan to address this challenge relies upon much closer working 

between NHS and other providers, focussing services upon the needs of empowered 

patients. 

 CFT and RCHT are taking the first steps in the journey to develop this new, integrated 

and co-ordinated model of care. 

 Tangible and intangible benefits associated with the change are identified in the case 

for change. 

 The formal integration provides an opportunity to rationalise estate by co-locating 

acute health care, mental and physical health services in the same, modern, fit for 

purpose facilities and through co-locating corporate and business support services.  

Support services savings 

Through formal integration of RCHT & CFT there are opportunities to adopt new corporate 

delivery models, creating improved, more responsive corporate and non-clinical support 

services, and the potential to generate financial savings in back office function, over a 

number of services – for example: Human Resources (HR), Finance, Contracts and Business 

Planning teams, Estates and Facilities and Information Management and Technology. 

Principles 

The following strategic and operational principles will be used to inform a review of support 

services: 

 Standardisation of processes and systems, providing some opportunities to avoid 

costs by combining license and support service contracts to cover all staff groups. 

 Development of more sustainable joint in-house services – by combining teams to 

provide extended consistent service cover and by adopting best practice policies, 

processes and technology from each organisation. 

 Better value contracts – by combining the contract values to negotiate better value 

and higher quality service level agreements. 

 Creating an evidenced based property portfolio plan for assessment of 

organisational demand. Understanding the shape of the core clinical services and 

how they are expected to operate such as geographical reach will test the right 

property, right place for the right services to deliver the best clinical care in the most 

efficient way. (e.g. using network of community facilities used by all citizens of CIOS). 
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 Clear review and potential synergies in structures, from governance structures 

through to clinical management structures and support service integration and co-

location, in addition to a wider remote working workforce. 

 Adopting the opportunities associated with improved healthcare and mobile 

technology and applying these to change working practices, there is scope to reduce 

the size of combined estate (particularly office space) and costs of supporting an 

enlarged integrated NHS provider. 

Better co-ordination and day to day planning will also address existing service and continuity 

gaps through the removal of organisational barriers and the development of a more flexible 

workforce who are supported by shared IT and support services. 

The estimated support service savings expected from provider efficiency/productivity 

through formal integration are set out in figure 19 below. All savings are assumed to be cash 

releasing. These are high level estimates which will be developed in greater detail at 

Business Case stage. Whilst savings have been achieved to date through amalgamation of 

some support services, the ability to achieve further savings are limited whilst they remain 

two separate legal entities because of statutory requirements e.g. around information 

governance. 

Figure 19: Estimated support service savings 

 

Clinical service delivery savings 

Integrating the delivery of acute, community, mental health, and social care is one of several 

methods health and social care economies across the country are using to design models of 

care that can respond to a combination of increased demand and 'flat cash' levels of 

funding. 

Assumptions 

Along with the system Long Term Plan objectives, the following assumptions have been 

made at strategic case stage regarding clinical service savings. These will be refined further 

at full business case stage.  

 New clinical approaches are required to meet the needs of an ageing population 

with the limited resources available. 

 The clinical model will enable a wider healthcare review of acute care, inpatient and 

elective care (including physical and mental health care) to move away from a 

traditional bed-based delivery model. 

RCHT CFT
Provider 

efficiencies

Provider efficiency - Support Services £m £m £m

Digital/IT 1.5 - 1.5

All other corporate areas 4.4 0.6 5.0

Estates & Facilities 0.3 0.3 0.6

6.2 0.9 7.1
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 Transitional funding will be available to support any dual running that may be 

required to establish new integrated services whilst maintaining business as usual. 

 The commissioning of integrated care will evolve to include the provision of social 

care. 

 A degree of realism will be maintained about what can be delivered within the 

current Cornwall Health & Social Care budget. 

 There will be a single front end IT system (as a minimum), to enable information to 

be accessed remotely by multi-disciplinary teams, to include patient care plans, 

records, documentation/ correspondence and history. 

The estimated clinical service savings expected within provider efficiency/productivity from 

formal integration are set out in figure 20 below. 

Figure 20: Estimated clinical service savings 

 

Opportunities identified through benchmarking 

Benchmarking data indicates the scope of the combined entity to improve its position 

through changes to both corporate and clinical services. Further work will be required to 

determine whether these savings are realisable and to quantity them. Nonetheless they 

indicate areas we will review in detail if we receive approval to move to Business Case stage. 

7.9 Combined baseline - do minimum scenario 

Combining the financial projections of CFT and RCHT and netting off any inter-organisation 

trading, provides the baseline or "do minimum" position. 

This will be reviewed further at full business case stage once revised planning assumption 

for 2020/21 and beyond are known. 

7.10 Financial case: increased collaboration 

There are a number of synergies that are expected to arise as a result of increased 

collaboration between CFT and RCHT.  These are not reliant upon formal integration 

between the two organisations, just closer and more co-ordinated working. This will be 

tested as part of the full business case development to test the wider society benefits versus 

costs of a full transaction case. 

The initial estimated increased collaboration savings expected are set out in figure 21 below. 

Figure 21: Estimated increased collaboration savings 

RCHT CFT
Provider 

efficiencies

Provider efficiency - Clinical Services £m £m £m

Community Integration - 0.5 0.5

Planned care 4.1 0.1 4.2

Mental Health/ LD - 0.2 0.2

Workforce 8.3 4.3 12.6

12.4 5.1 17.5
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7.11 Financial case: initial integration synergies 

The initial financial benefits identified within Board and corporate savings are based upon 

system LTP financial plans of £1m and already assumed at this level within the 2020/21 (5th 

March submission). Further work at full business case stage will be required to identify 

further efficiencies. 

Initial integration synergies currently incorporated into financial plans are set out in figure 

22 below. 

Figure 22: Initial integration synergies 

 

7.12 Transaction and transformation costs 

We propose to cover the full cost of the proposed formal integration from within the two 

Trust’s budgets, and are seeking to keep costs low by minimising external advisors and using 

in-house resources as far as possible. This approach has the additional advantage of 

ensuring ownership and retention of developing the thinking, planning and implementation. 

Existing operational and transformational teams will be used to supplement the additional 

resources required. 

7.13 Sensitivity analysis 

The financial sensitivity analysis is intended to assess the impact of changes in the key 

parameters and assumptions on the forecast financial forecasts for the collaboration and 

formal integration options.  The sensitivities considered include: 

 Variation in the level of CIP that is achieved; 

 A change in the timescale for the implementation of the merger (integration); 

 Alterations to the costs associated with the transition 

7.14 Conclusion 

At this stage it is not possible to produce a full set of financial plans beyond historic financial 

performance due to the pause in national planning assumptions for 2020/21 and beyond. 

RCHT CFT
Provider 

efficiencies
Increased Collaboration efficiencies £m £m £m

Frailty 3.5 1.7 5.2

Planned care 2.9 0.3 3.2

Mental Health/ LD - 0.3 0.3

Finance & Procurement 1.2 0.4 1.6

Estates & Facilities 0.3 1.5 1.8

7.9 4.2 12.1

RCHT CFT
Provider 

efficiencies
Integration Synergies £m £m £m

Board and corporate savings 0.5 0.5 1.0

0.5 0.5 1.0
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On this basis indicative savings on a ‘before and after basis’ of merger linked to developed 

plans as at the 5/3/20 planning assumptions have been used to indicate the significant 

benefits of merger. 

Savings plans of c£31m have been developed at this stage and risk evaluated as a 

consequence of working in partnership through the integration work programme. This will 

be further developed for the LTFM and formal integration business case developments. 

Sensitivity modelling will be developed as part of the LTFM. 
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8 Transaction execution plan 
This section sets out our plans for delivering the formal integration.  

8.1 Legal form of transaction 

The spirit of the transaction between CFT and RCHT is a merger of equals, and this is central 

to our communications and engagement with staff, patients and external stakeholders. 

However, from a legal perspective, the transaction will be an acquisition of RCHT by CFT. 

This is due to CFT being a Foundation Trust, whilst RCHT is not, meaning s56A of the NHS Act 

applies. 

8.2 New name 

At the point of transaction we intend the merged Trust to have a new name. We will be 

consulting on options for the new name with our staff and public, which will then inform the 

two Boards’ final decision. 

8.3 Board composition of merged Trust 

Currently each Trust maintains its own separate Boards. At the point of transaction, we 

intend the merged Trust to have a reconstituted Board with Executive and Non-Executive 

Directors drawn from both legacy Trusts to ensure an appropriate skills mix. 

Both Trusts have Executive and Non-Executive Directors (NEDs) who have experience of 

mergers and acquisitions, (both within healthcare and other corporate settings), meaning 

there is a wide range of expertise and skills that can be drawn upon to support the two 

Trusts in the execution of the transaction.   

The current composition of each Board is available in the supporting information. 

The two Trusts currently share the following Executive Directors: 

 Chief Information Officer 

 Joint Director of Nursing, Midwifery and AHP 

 Joint Director of Finance 

The proposed merged entity will provide a broad range of mental health, community and 

acute services, and we are mindful that the Board of the new organisation needs to have 

the necessary skill and experience to provide effective leadership and oversight of this 

enlarged Trust. We would aim for a Board of around 15 – 20 people, with just over half 

comprising independent Non-Executive Directors (where a test of independence would be 

applied) and which should cover all of the core skills and competencies expected of a 

Foundation Trust responsible for community, mental health and acute services. In 

particular, we’d expect to have a number of NEDs on the Board with clinical experience in 

community, mental health and acute services and at least one person with accounting 

expertise (per HMFA best practice for audit committees). We’d also look to ensure other 

skills were reflected that would be expected of a high-performing public sector Board 
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including community engagement, corporate strategy, governance, law, HR and 

organisational development, property (because of the scale of our physical assets) and 

business intelligence/data analysis.  

We also plan to hold elections to the Council of Governors shortly after the transaction date 

to ensure the representation from the constituencies set out in the revised Trust 

constitution. We will create joint working groups of Governors in advance of the transaction 

date to ensure their views are fed into the planning. We will also create a joint Governors 

working group on the revised constitution of the merged Trust.  

8.4 Plan to deliver transaction 

We have developed an initial outline plan for the transaction which is provided as a 

supporting submission to this document. Assuming we receive the approval to move to 

stage 2 we will further develop the plan early in the full business case stage, in consultation 

with NHSI/E. 

The key milestones set out on the transaction delivery plan are as shown in figure 23 below. 

Provided we secure the necessary support and approvals from our boards, governors, 

stakeholders and regulator our intended ‘go-live’ date for the transaction completion is no 

later than 31st March 2022. However, both RCHT and CFT are committed to improving upon 

this date where possible. 

We have set out a timetable for formal integration which aims to keep the overall 

programme as short as possible, with the aim of reducing the amount of organisational 

uncertainty whilst the transaction plan is developed, as well as ensuring we can proceed 

with implementing our new integrated models of care as soon as possible. 

Figure 23: Key transaction milestones 

Date Milestone 

July 2020 Strategic Outline Case approved by both Trust Boards and 
submitted to NHSI for review 

June 2020-March 2022 Development and implementation of Communications 
and Engagement Plan July 2020 

 Staff engagement commences across CFT and 
RCHT June 2020 

 Programme of formal communications and 
engagement commences August 2020 
 

September 2020 NHSI/E complete review of Stategic Case and indicate 
whether or not proposed transaction may move to 
Business Case stage 

September 2020 - June 2021 Trusts develop Full Business Case, including: 

 Development of benefits realisation plan 

  Long-Term Financial Model 
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 Development of  post-transaction implementation 
plan 

  Completion of full due diligence 

  Completion of revised constitution 

 Trusts complete negotiation of transaction agreement 

April 2021-June 2021 Reporting Accountant Review  

July 2021 Business Case approved by both Trust Boards 

August  2021 Trusts submit Business Case to NHSI 

October 2021 NHSI/E Board meeting with both Boards 

October 2021 NHSI/E issues transaction risk rating 

November 2021 Boards and COGs formally approve transaction 

No later than 31st March 2022 NHSI/E formally grants transaction and Trusts merge 

 

Further detail on the proposed timeline is included in Appendix 6. 

If the timetable were to slip this would increase costs, prolong the disruption to the Trusts 

while the formal integration process is completed and delay in realisation of expected 

benefits. 

8.5 Outline transaction governance 

We have established a programme reporting structure as shown in Figure 24, which allows 

us to keep both Trust Boards updated on the formal integration. Key decisions relating to 

the proposed transaction are taken at both Trust Boards. The CFT Council of Governors will 

also be kept informed about progress via their regular meetings. 

Figure 24: Programme reporting structure 
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The Executive Integration Group (EIG) meeting is made up of the full Executives of both 

Trusts and will oversee the workstream activity by providing Senior Responsible Officer 

responsibilities and providing regular programme reporting through the Programme 

Management Office (PMO) to the EIG and upwards. 

We have also established a Corporate Governance and Approvals phase which will provide 

guidance and control around key timeline activity to ensure workstreams have clear 

deadlines for activity completion. The PMO will then ensure projects are consistently 

managed and reported, within the agreed timelines and key success indicators. 

8.6 Resources and programme management 

The Senior Responsible Officer for the formal integration is Thomas Lafferty, Director of 

Strategy and Performance at RCHT. Thomas oversees the Programme Management Office 

for RCHT and reports to Phil Confue, Chief Executive Officer for CFT, regarding the 

Integration Programme. 

If approved to proceed to phase 2 is received, the programme will take a workstream 

approach to developing the Business case and transaction execution for day 1 of formal 

integration and beyond. Each workstream will have a Senior Responsible Officer and 

specified activity which will be determined by the key deliverables. The workstreams are 

indicated in figure 25 below. 
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Figure 25: Programme workstreams 

Workstream SRO Scope 

Clinical Governance  Bernadette 
George 

 Clinical governance framework. 
 

Corporate Governance/ 
Legals/ Approvals 

Lisa Kelvin/ 
Sian Millard 

 Corporate governance for new 
organisation 

 Plan to transition to single Board and 
Council of Governors. 

 Revised constitution. 

 Integration of information of 
governance function. 

Clinical and Operational 
Models 

Adrian Flynn/ 
Susan 
Bracefield 

 Clinical model & patient benefits. 

 Planning of clinical integration projects 

 Integration of Research and 
Development function 

 Clinical service strategies. 

 Operating model for new entity. 

 Mental health strategy. 

Communication and 
Engagement 

Caroline 
Righton 

 Staff and stakeholder communications. 

 Staff and stakeholder engagement. 

Digital infrastructure Kelvyn 
Hipperson 

 Integration of IT platforms. 
 

Workforce Integration Adrienne 
Murphy 

 Cultural Harmonisation plan. 

 Staff engagement. 

 Workforce planning. 

 TUPE transfer of staff. 

 Completion of HR integration. 

 Integration of training and Education 
function. 

Finance Karl 
Simkins/Rich 
Lake 

 Long term financial model. 

 Quantification/ finance team support to 
integration projects. 

 Integration of Finance and Planning 
function. 

 Integration of procurement function. 

 

We want to use in-house resources across both trusts to deliver the transaction so we 

maintain ownership, gain maturity and provide value for money. We feel that internally we 

have the resource, expertise and experience to successfully deliver the transaction. 

However we acknowledge that some aspects of the transaction will require external and 

specialist expertise, such as legal capacity and independent auditors.  
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Both Trusts have programme management offices which are already closely linked and 

currently share the same project management software and project methodology. The 

programme management team will be made up of both CFT and RCHT resource. 

8.7 High-level benefits realisation strategy 

The PMO methodology and process which wraps around the Integration Programme 

includes the identification and quantification of tangible and intangible benefits, ensuring 

these are agreed and documented, so they are a central part of the project delivery. 

The PMO has benefits tracking as part of its project software and this forms part of our 

project and programme reporting. Alongside this a five gateway process which each project 

and programme goes through to ensure benefits are tracked and controlled at each stage. 

Benefits will be tracked during and post transaction, to ensure that the integration achieves 

the intended benefits. 

8.8 Risk assessment and management 

We have developed an integration risk register identifying the key risks related to the 

proposed transaction and associated mitigations, see figures 26 and 27. The integration risk 

register is provided as a supporting submission to this Strategic Case. 

Figure 26: Pre-transaction risks 

Risk Description Mitigating actions 

Regulatory Approval: There is a risk 
that we do not receive regulatory 
approval from NHSI/E due to capacity 
or restrictions in place due to Covid-19 
which could result in the transaction 
completion moving past March 2022. 

CFT CEO to engage with NHSI/E to gain 
commitment to support proposed timeline. 

Operational Focus: There is a risk that 
the Operational and Executive 
leadership do not provide commitment 
and focus to the programme because 
of business as usual and Covid-19 
pressures which could result in the 
programmes ability to deliver the 
Strategic and Business cases to NHSE/I 
within the agreed timelines. 

1) All Executives are included in the 
Executive Integration Group which will 
provide focus and direction.                                                             
2)  Each workstream will be sponsored by a 
member of the Executive with clear 
responsibilities.                                                   
3)  Each workstream will be allocated leads 
to support the activity with a detailed plan 
in place. 
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Transformational Capacity: There is a 
risk that CFT and RCHT do not have the 
capacity within their teams to complete 
the activity required to deliver the 
Strategic and Business Cases because 
of vacancy gaps, business as usual 
activity and potential Covid-19 impacts 
which could result in the programme 
unable to deliver to the transaction 
timeline 

Programme approach built and agreed, to 
provide focus and capacity requirements. 
EIG to then agree capacity resource across 
both trusts. Plan to include detail on:  
>Programme structure  
>Reporting lines  
>Scope 
>Constraints/ assumptions 
>Priority timeline  
>Capacity planning  

Staff Engagement: There is a risk that 
there is insufficient time to engage and 
communicate with all internal 
stakeholders prior to submitting the 
Strategic Case to NHSI/E because of the 
submission timeline which could result 
in some disengaged stakeholders and 
potential gaps in the Strategic Case 
submission. 

1) Create a Communication and 
Engagement plan initially focusing on the 
Strategic Case.       
2) Communication and Engagement 
workstream set up to identify key 
stakeholders, provide consistent messaging, 
identify and provide mechanisms for 
leadership to cascade through their teams. 
3) Chair of the EIG to engage with key 
system stakeholders.  
4) Communication plan will include 
attending the System Board meetings and 
the Overview and Scrutiny meeting. 

External Engagement: There is a risk 
that there is insufficient or ineffective 
communications with all external 
stakeholders prior to submitting the 
Strategic Case to NHSI/E because of the 
submission timeline, which could result 
in some disengaged stakeholders and 
potential gaps in the Strategic Case 
submission. 

1)  Create a Communication and 
Engagement plan initially focusing on the 
Strategic Case.                                             
2) Chair of the EIG to engage with key 
system stakeholders, initially.                                                      
3) Communication plan will include 
attending the System Board meetings and 
the Overview and Scrutiny meeting. 

Financial Planning: There is a risk that 

the financial assessment of the case 

cannot be completed in the timescales. 

The revised national financial 

architecture and national pause in the 

planning process has resulted in agreed 

Annual Plans for both organisations 

with NHSI/E not being in place. 

1) Expectation of a revised plan submission 

in August 2020. 

2) Ongoing communication of the 

development of the financial case with 

NHSI/E. 

3) Ongoing communication and planning 

with system partners and regulators, with 

particular focus upon the interim financial 

architecture and underlying Trust deficits. 
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Covid-19: There is a risk that 

integration changes or projects are 

stalled due to increased Covid-19 

clinical and operational pressures 

which could result in a reduction of 

colleague and operational capacity, 

reduced flexibility in our estate and 

leadership focus during a second or 

third spike of the virus in 2020. 

1. Integration programmes to have 

Executive SRO alignment to provide clear 

direction when needed.                                                               

2. PMO to provide programme impact 

updates as Covid-19 pressures fluctuate to 

enable decision making. 

 

Figure 27: Post-transaction risks 

Risk Description Mitigating actions 

Operational Pressures: There is a risk 
that leadership focus on business as 
usual pressures due to patient/ 
government demands which could 
result in slippage in the delivery 
timelines for integration projects or 
teams not embedding the change in to 
their ways of working impacting on the 
benefits realisation. 

1) Detailed plans developed through the 
Business Case phase will allow us to provide 
mitigations, by allocating resource, clear 
responsibilities.                                                   
2) Transformation programmes will be 
allocated an Executive SRO to provide focus, 
decision making and escalation.                                            
3) PMO control over the programme 
portfolio will enable early visibility of risks 
to allow corrective decision making. 

Culture: There is a risk that the new 
culture is not embedded in to the new 
trust due to the need for consistent 
messaging and focus, length of time to 
change and business as usual pressures 
which could result in the trust having a 
splintered workforce and the trust 
brand damaged. 

1) Clear, detailed Communication and 
Engagement plan will be in place.                                                                                                      
2) Clear ownership of the plan in place with 
Executive SRO.                                                  
3) Communication and Engagement 
workstream to remain part of the 
Integration Programme going forward. 
4) Comprehensive Organisational 
Development plan to be developed and 
implemented as part of Workforce & OD 
Workstream. Dedicated OD resource to be 
requested as part of resource plan. 

Managing Expectations regarding CIP: 
There is a risk that CIP expectations will 
drive the decision making post 
integration due outside pressures 
which could lead to re-prioritisation of 
integration projects, mixed messaging 
to stakeholders and capacity pressures 
and patient benefits not being realised 
within timelines. 

1) Creation of clear PMO structure will 
provide programme change management 
process which will enable controlled change 
where needed and formal sign off of that 
change. 
2) Full integration business plans to include 
cost improvement plans. 
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Change Fatigue: There is the risk that 
the volume of change for the Trusts 
over the next 3 years will create change 
fatigue with colleagues, patients and 
stakeholders which could result in the 
change not embedding and the 
benefits not being realised. 

1) Detailed plans developed through the 
Business Case phase will allow us to paint an 
exciting future for the Trust, colleagues, 
patients and Cornwall.                                                              
2) Clear, detailed communication and 
engagement plan will be in place.                           
3) Communication and Engagement 
workstream to remain part of the 
Integration Programme going forward. 

Operational Pressures: There is a risk 
that integration changes or projects are 
stalled due to increased Covid-19 
clinical and operational pressures 
which could result in a reduction of 
colleague and operational capacity, 
reduced flexibility in our estate and 
leadership focus. 

1) Integration programmes to have 
Executive SRO alignment to provide clear 
direction when needed.                                                               
2) PMO to provide programme impact 
updates as Covid-19 pressures fluctuate to 
enable decision making. 

 

The integration risk register is a live document which will be kept updated as we move 

through the transaction process, including taking account of risks identified through the Due 

Diligence process. The integration risk register is a standing item at the Executive Integration 

Group and Integration Committee meetings.  

The two Trusts’ corporate risk registers are monitored by the Trust Boards and their sub-

committees. The integration risk register is also considered by the Boards and its sub-

committees and any significant risks relating to integration and the proposed transaction 

will be incorporated into the two corporate risk registers as necessary. Both Trusts 

corporate risk registers are provided as supporting submissions to the Strategic Case. 

8.9 Legal advice sought 

If we receive approval to move to Full Business Case, we would expect to take legal advice 

on matters including TUPE transfer of staff, the transaction agreement, and if relevant, 

public consultation on any significant changes to services. 

8.10 Initial due diligence 

As a result of our joint Executive and Non-Executive Director posts, there is already some 

understanding across both organisations of each other’s work. We also have a number of 

shared services and teams.  

At Full Business Case stage, we will undertake detailed Due Diligence across the following 

workstreams: 

 Clinical 

 Finance and Tax 
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 Legal 

 HR 

 Contracts 

 Commercial 

 IT 

 Estates and Environmental 

 Health and Safety 

This will be supported by an appropriate third party where required. 

8.11 Competition analysis 

As the two Trusts provide different services, it is not anticipated that action will need to be 

taken in relation to competition. However, the two Trusts, in conjunction with NHSI/E, will 

liaise with the Competition and Market Authority in relation to the proposed formal 

integration, and the outputs of this will be taken into account in the full business case.  

8.12 Stakeholder communications and engagement  

To enable us to deliver the planned benefits of the acquisition we have established a 

Communication and Engagement workstream to ensure we build on our close working 

relationships with all internal and external stakeholders throughout the process. 

The Communication and Engagement workstream has and continues to develop a detailed 

plan to support the transaction and the ongoing integration changes.  Key elements of the 

plan are set out below. 

Aims and Objectives 

Our stakeholder engagement strategy aims to ensure we are transparent and informative 

with our colleagues, patients and key stakeholders. It will:  

 Explain the reasons for the integration, with specific focus on the benefits to 

patients, carers and our community of how it will provide more joined up patient 

pathways and ways of working for physical and mental health services.   

 Provide regular updates on the progression of the integration and ensure 

misinformation is corrected. 

 Encourage and enable colleagues, patients and stakeholders to play an active part in 

shaping future plans for the new trust. 

 Support colleagues and listen to their concerns throughout the change, focussing on 

their well-being and providing stability. 

 Create confidence throughout CIOS that the new trust is taking the best from both 

legacy trusts and that decisions will be made in the interests of continuing to provide 

excellent patient care. 
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To maintain the trust of all of colleagues, patients and stakeholders we need to ensure 

messages are consistent and include those which are difficult as well as those which explain 

the benefits of the acquisition. 

Staff engagement is critical to the success of the integration and the future of the new trust 

and we have kept Trade Unions and staff updated on our plans. 

We will develop our new service models with clinical colleagues and other partners 

including Primary Care. In line with our engagement strategy we will also ensure ongoing 

engagement and co-production with patients and carers. Our intention is to go to public 

consultation and this will be built in to the plans accordingly.  

8.12.1 Key Messages 

Overarching messages will be developed and tailored to key milestones or stakeholders as 

the acquisition progresses. 

For the Two Trusts: 

We plan to transform health and care services in Cornwall and the Isles of Scilly over the 

next decade and integration is a key part of achieving that aim.  We will build on our strong 

foundation of partnership working that has demonstrated significant benefits during our 

response to Covid-19.  By doing this, integrating models of care and harmonising clinical 

pathways across acute, community and mental care, we will deliver significant benefits to 

our patients and service users. Our hospital re-configuration and digital transformation 

programmes, along with streamlining our support services and management costs, will 

mean improved delivery of care and release money for the front line.  

Commissioners: 

We want to work with other partners across CIOS to deliver quality services, aligned too 

with primary care, in support of the Health, Care and Wellbeing strategies and our Long 

Term Plan.  

For the Public: 

We want to become the ‘one NHS’ that most people already assume we are -  delivering real 

benefits from models of care that are patient-centric rather than organisation-focussed.   

For Patients: 

A seamless ‘whole’ pathway approach will mean we can share expertise, reduce delays and 

eliminate duplication.  A patient will only need to tell their story once and their information 

will be available to all who are looking after them.   

For Colleagues: 
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We want to improve retention and recruitment and provide broader training and research 

opportunities 

We want the new trust to be a rewarding employer where it is possible for staff to work in 

different care settings and have more career opportunities. 

We want to learn from each trust’s best practice and adopt ways of working that will enable 

us to deliver our key principles. 

We will continue to forge ever closer working with other partners in the CIOS system. 

For Primary care: 

We want to work closely with our system partners to deliver the quality services that will 

better support primary care.  

We will work more locally with primary care colleagues to deliver local need.  

8.12.2 Audiences and communication channels 

Figure 28 summarises the audiences and communication channels we intend to use. 

Figure 28: Audiences and communication channels 

Audience Channels of communication 

Colleagues  Staff news and intranets 

 Chief Executive live Q&A 

 Exec and clinician-led Roadshows with partner 
representation  eg. Council, SWAST  

 Videos 

 Newspaper 

 C2C (consultants only) 

 Engagement programme with clinicians developing 
clinincal strategies 

Council of Governors:  Governor briefings 

 Awaydays/development sessions 

 Proposed Engagement programme 

Commissioning group:  System Board meeting updates 

Primary Care:  Updates in CCG and GP bulletins 

 Proposed engagement programe  

Other NHS partners/ providers:  Proposed engagement programme  

Local Council:  Proposed engagement programme with members 

The public and patient groups: 
including RCHT Patient 
Involvement Model and 
Healthwatch, CFT members,  
Citizen Advisory Panel  

 Attendance at meetings to give updates 

 Public meetings 

 Copy given for newsletters and parish magazines 

 Continuous contact throughout process 

 Proposed engagement programme 
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Voluntary/ third sector groups:  Attending League of Friends, Cornwall Volunteer 
group etc. meetings 

 Proposed engagement programme 

Education partners:  Proposed engagement programme 

Local MPs:  MPs briefings 

 Proposed engagement programme on full business 
case 

Staff representive groups: Trade 
Unions 

 Proposed engagement programme 

Media: local, regional, and 
national broadcast and print 
media, national health specialist 
publications, trade press 

 Specific briefings at key milestones 

 Case studies and patient stories to reflect new ways 
of working 
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Appendix 1: Supporting submissions 
 

Governance 

1. Executive Integration Group Terms of Reference.  

2. Integration Committee Terms of Reference.  

3. Integration risks register. 

4. RCHT corporate risks register.  

5. CFT corporate risks register.  

Quality 

6. CQC comprehensive inspection report on RCHT.  

7. RCHT CQC action plan.  

8. CQC comprehensive inspection report on CFT.  

9. CFT CQC action plan.  

Delivery 

10. Director profiles. 
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Appendix 2: CIOS health and care key challenges 
 

Demographics 

Based on the 2018 Office for National Statistics (ONS) projected populations1 shown in 

figure 29 below, CIOS* has a higher proportion of residents aged 65 and over than the 

England Average (25% CIOS, 18% England). This difference between CIOS and England 

continues with the 75 and over population which is 30% larger compared relatively to the 

England average (11% CIOS 8% England).  

Figure 29: Cornwall and Isles of Scilly Vs England Population by age band. 

 

Compared to the ONS 2012 projected populations the CIOS population has grown by 5%. 

This growth has been disproportionately spread, with the 65+ age band increasing by 15% 

compared to 2% in the under 65 population. The 70-74 age band had the largest increase at 

47%, with a reduction of 16% experienced in the 40-45 age band.  

Figure 30: Cornwall and Isles of Scilly Population Projections 2012-2018

 

                                                      
1
 ONS Population Projections Accessed 15/06/2020  

* Population Registered to a GP Practice in Cornwall (Kernow CCG) population used to allow for most recent 
analyses 
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https://www.ons.gov.uk/peoplepopulationandcommunity/populationandmigration/populationprojections/datasets/clinicalcommissioninggroupsinenglandtable3
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Older people utilise health and care services more than people of working age. This means 

that the demand on the CIOS health and care system is greater than in a region with a 

comparable population but with a more balanced demography. The reduced number of 

working age residents and the particular geography of CIOS is also likely to affect the ability 

to recruit into posts.   

The 2018 Joint Strategic Needs Assessment (JSNA)2 for CIOS identified that 21.4% of the 

population report they have a health problem or disability that limits their day-to-day 

activities which has lasted, or is expected to last, at least 12 months, which is higher than 

the England average of 18.4%. Positively though there is also an increased percentage of 

people in CIOS feeling supported to manage their long term conditions (67.5% CIOS 64% 

England).  

The demographic imbalance already present is expected to worsen in the coming decades. 

ONS predicts by 2039 the CIOS population is expected to grow by 16%, with a growth in the 

over 65 population of 48% expected. These growth levels are ahead of the England average 

which has forecast growth of 9% overall with a 42% growth in the over 65 population.   

Deprivation 

CIOS is an area of contrast, with areas of visible wealth and hidden poverty. Whilst CIOS as a 

whole is not particularly deprived; there are wide variations between geographic areas, with 

12.7% of the CIOS population living in the 20% most deprived communities in England.3 

The rural geography of CIOS can affect access to services. 60% of people live in settlements 

of fewer than 3,0004 people, with lengthy travel times across the county, especially when 

utilising public transport or when travelling to the mainland from the Isles of Scilly.  

Increasing Demand for Acute Care 

Demand has increased for all types of healthcare across CIOS in previous years. In acute 

care, ED attendances at Royal Cornwall Hospital increased by 28% from 2014/15 to 

2019/205. In line with other type 1 emergency departments nationally, the RCH site has not 

been able to meet the 4 hour standard, with only 71% of patients seen, treated and 

departed or admitted within 4 hours in 2019/20.  

2019/20 was the first year where there was a decline in Emergency attendances since 

2013/14 with a 2% reduction in ED attendances compared to 2018/19. This was caused by 

the reduction in emergency attendances in response to the Covid-19 pandemic in March 20. 

                                                      
2
 Cornwall – Self Management of Long Term Conditions JSNA report 2018 

3
 Public Health Cornwall: Cornwall and Isles of Scilly Population Health Summary 2019  

4
 Cornwall & IOS Long term plan. 

5
 ED Attendances at RCH 60,100 in 2014/15 and 76,747 in 2019/20: Source RADAR ED Cube. 
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Prior to this, average daily emergency attendances for (in a comparable period)6 at RCH had 

been up 1% in 19/20.  

Prior to Covid-19 the Trust’s annual operating plan had forecast growth of 2.4% in Type 1 

attendances in 2020/217 . However with the decrease in emergency attendances, coupled 

with the changes to service provision for trauma and frailty pathways in response to Covid-

19, this is no longer expected. Attendances have been significantly reduced with average 

daily ED attendances for April and May at 45% of 2019/20 levels.8 

Figure 31: Type 1 ED Attendances 

 

Demand for elective activity has also been increasing year on year. With RCHT submitting a 

forecast increase of 4.9% of Referral to Treatment (RTT) clock starts expected in 2019/20 

compared to 2018/19.  However due to the reduced referrals in March 2020 linked to Covid-

19 (shown in figure 32) there was instead a reduction in clock starts, with 0.1% fewer clock 

starts made in 2019/20 than 2018/199. 

Figure 32: Referral To Treatment Clock Starts by month 

Prior to Covid-19 RCHT was forecasting a 2% increase in Outpatient attendances for 2020/21 
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with a 4% increase in Elective admissions10. However as above, these forecasts are likely to 

be significantly affected by Covid-19 and will likely show a significant reduction, with 51% 

fewer outpatient appointments and 63% fewer elective admissions performed in April and 

May 2020 compared to the previous year. 11   

Increasing demand – future forecasts 

The CIOS Health and Care Partnership predicts that demand for consultant led services will 

rise further in the next 5 years for both elective and non-elective care, with the NHS Kernow 

CCG activity plan shown in figure 33 below *12.  

Figure 33: Cornwall & IOS Long Term Plan submitted 26/09/2019 

 
1920 plan 

Growth 
applied 2020/21 2021/22 2022/23 2023/24 

Outpatient first 157,994  2.8% 162,418  166,966  171,641  176,447  

Outpatient followup 317,450  2.5% 325,386  333,521  341,859  350,405  

NEL 0 LOS 20,143  4.2% 20,989  21,871  22,789  23,746  

NEL 1+ LOS 46,731  4.2% 48,694 50,739 52,870 55,090 

Emergency Dept 217,931  4.2% 227,084  236,622  246,560  256,915  

Elective daycase 80,690  3.1% 83,191  85,770  88,429  91,171  

elective ordinary 16,846  3.1% 17,368  17,907  18,462  19,034  

       Outpatient total 475,444  2.6% 487,804  500,486  513,499  526,852  

Non Elective 66,874  4.2% 69,683  72,609  75,659  78,837  

ED Total 217,931  4.2% 227,084  236,622  246,560  256,915  

Planned Inpatient 
total 97,536 3.1% 100,560 103,677 106,891 110,205 

 

Modelling of the forecast growth for inpatient beds predicts by 2023/24* an additional 54 

acute overnight beds will required,13  with a further increase of 123 acute overnight beds 

required by 29/30. More integrated pathways delivered through our EMBRACE programme 

will seek to reduce both the numbers of patients admitted and reduce their length of stay, 

reducing the growth in acute beds required. 

                                                      
10

 Submitted RCHT Annual Operating Plan 
 
11

 OP Attendances April May (98,825 2019, 48698 2020) . Elective Admissions April/May  (12,909 2019, 4,798 
2020) 
12

 Cornwall & IOS Long Term Plan. 
* NB this is exclusive of non-consultant and specialist commissioned services and are based on these forecasts 
were based on meeting the 92% elective standard. Growth applied at the midpoint between historic growth 
and age adjusted demographic growth 
13

 RCHT Beds Model Predicted beds required 20/21 630 90% Occupancy 23/24 684 beds. * assuming no 
reductions to LOS 
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The Cornwall & IOS Long Term Plan (LTP) also predicts increased access and demand for 

psychological therapies with a forecast growth of 103% across the five years.  

Figure 34: Cornwall & IOSLTP Psychological therapies forecast. 

 2018/19  
baseline 

2019/20 2020/21 2021/22 2022/23 2023/24 

Number of 
People 
receiving 
psychological 
therapies 

9,825 13,202 15,513 17,231 18,712 19,990 

 

Mental Health Demand 

The demand for and capacity in mental health bed stock in the County is a particular 

pressures for CFT.  The most recent GiRFT report for Adult Crisis and Acute Care shows the 

Trust as having 41.4 beds per 100,000 population (acute and old age) compared to a 

national mean of 49 beds as shown in figure 35 below. 

The same report shows limited commissioning, outside of Psychiatric Liaison, of home based 

crisis response services (Figure 36).  The associated high levels of admissions, to a lower 

than average bed stock, results in high levels of bed occupancy and a level of out of area 

placement. 

Figure 35 : Number of acute admissions by provider per 100k weighted population. 
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Figure 36: Core fidelity Crisis Response Home Team (CRHT) provision. 

The development of a home based crisis response service, together with a continuation of 

the Mental Health Crisis Hub and 24 hour telephone line developed as part of the system 

Covid-19 response, is a priority for the application of the Mental Health Improvement Fund 

in 2020/21.  As well as improving the experience of service users, these services would 

reduce the impact of mental health presentations through Emergency Departments of acute 

hospital sites. 

Community Services 

Bed based care in Community Hospitals is a significant feature of the CIOS health and care 

system.  Although the availability and voracity of benchmarking data is limited, through the 

work of the Embrace Care Programme, we know that we operate with between and three 

times the number of community hospital beds than other comparable systems. 

As shown in figure 37, the majority of care delivered in community hospitals is on a ‘step 

down’ basis from acute hospitals.  

Figure 37: Sources of Referral to CFT 

 

For what percentage of the population do you have core fidelity CRHT provision in place. 



OFFICIAL 

81 
 

The Embrace Care Programme clearly describes a ‘home first’ model of care; unnecessary, 

extended stays in acute and community hospital beds affect both the quality, safety and 

experience of our patients and consume significant resource, both human and financial. 

Further development of capacity in community based services, including those provided by 

partner agencies in domiciliary, residential and nursing home care, will be critical to 

improving patient flow in our system.  As well as providing better care, this will also reduce 

the requirement for bed based care. 

Workforce & Retention 

Due to the number of working age adults, the rural geography of CIOS and  the wider issues 

with recruitment & retention nationally, there are significant challenges with recruiting to 

posts, creating an increased need to ‘grow our own’ workforce both within RCHT and CFT. 

As at 31st of March 2020 RCHT had 169 FTE registered nursing and midwifery vacancies 

against an establishment of 1610 FTE, which represents a vacancy rate of 10.5%. In order to 

ensure safe staffing RCHT spent £9.9m on bank staff and £14m in agency staff for nursing in 

2019/20. 

For CFT, Registered Nurse (RN) recruitment remains challenging, particularly for Mental 

Health and Learning Disabilities RNs.  There are currently a total of 27.90 RN vacancies. 

Mitigating actions are in place, including introduction of the Nursing Associate role, 

development of a ‘grow our own’ with nursing apprenticeships and a programme of work to 

improve retention of our workforce. 

There are also challenges in recruiting and retaining medical posts within both Trusts. For 

RCHT there are particular issues relating to recruitment of consultant anaesthetists, with 8.8 

FTE posts vacant. There are also challenges with recruiting to junior medical posts as junior 

doctors are not coming out of training in the numbers required by the Trust. Despite the 

Trust recruiting clinical fellows to mitigate gaps, there were 16 FTE Junior doctor vacancies 

at 31/3/20. In the context of a national shortage, CFT have found consultant recruitment 

challenging with vacancies held in both adult psychiatry and CAMHS. 
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Appendix 3: Cornwall STP Chairs’ statement 
 

Statement by the leaders of the CIOS Health and Care Partnership. June 2020. 

The Chairs of the organisations within the Cornwall and Isles of Scilly (CIOS) Health and Care 

Partnership are fully supportive of the proposal for formal integration of Cornwall 

Partnership NHS Foundation Trust and Royal Cornwall Hospitals NHS Trust. 

We recognise the integration of these two providers as an important step towards the 

development of a CIOS Integrated Care System; enhancing our ability to sustainably respond 

to the health and care challenges that we will face over the coming years.  

Moreover, we recognise the key benefits to our population that integration will bring, 

namely: 

• The harmonisation of clinical patient pathways across acute, community and mental 

health care, ensuring that patients receive care proportionate to their needs in the 

right care setting, with the right care professional, at the right time; 

• The opportunity for the holistic transformation of health services within CIOS; 

through the rolling out of enhanced models of care that are digitally-enabled and 

supported by modern healthcare estate; 

• The strengthening of public accountability for acute NHS services through the NHS 

Foundation Trust model; 

• Helping to ensure the sustainability of care services across CIOS so that the provision 

of future health services can respond effectively to projected population 

demographics and need in the CIOS region. 

If the two organisations receive NHS England/Improvement approval to progress to the 

second stage of their business case development, all of the organisations within the Health 

and Care Partnership will be actively engaged with as part of the development of the 

transaction business case, ensuring all partners are part of the journey to transform health 

and care for Cornwall and the Isles of Scilly. 
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Appendix 4: Quality ratings and well-led reviews 

 

CFT CQC Report and Quality Priorities 

 

CFT date of CQC inspection 

CFT underwent a focussed Care Quality Commission (CQC) inspection of the following 

services on 05 – 07/03/2019: 

 Community health services for adults 

 Community health inpatient services 

 Community end of life care 

 Urgent care 

 Wards for older people with mental health problems 

 Community-based mental health services for adults of working age 

 Specialist community mental health services for children and young people 

 The Well-Led aspect of the inspection was carried out over 02 & 03/04/2019 

CFT Summary Ratings 

CFT CQC summary ratings are shown in Figure 38 below: 

Figure 38: CFT CQC summary ratings 
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Key: 

 

CFT rating changes 

Following the inspection, CFT saw its overall rating improve from the 2017 rating of 

“Requires Improvement”, to “Good” with significant improvement made across all 

community services, wards for older people with mental health problems and community-

based mental health services for adults of working age. 

The outstanding rating for Caring remained in place and staff were particularly commended 

for treating patients with compassion and kindness; being highly motivated and inspired to 

offer care that was kind and promoted patient’s dignity and privacy; demonstrating a strong 

visible person-centred culture; and strong, supportive, caring relationships with service 

users and those close to them. 

However, specialist community mental health services for children and young people saw a 

deterioration in their service rating from Requires Improvement to Inadequate due to 
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significant concerns regarding waiting list management and the safety of those patients 

waiting to be seen. 

NHSI found that the Trust’s board were aware that the Trust was trading with an underlying 

deficit despite reporting a surplus; staff did not understand the Trust’s underlying financial 

position; supported the finance leadership team’s desire to develop credible finance 

business partners to support clinical divisions and improve mandatory financial training 

programme; and to improve compliance with the Trust’s Standing Financial Instructions. 

CFT Inspection Recommendations / Must-do actions 

A Section 29A Warning Notice was served to the Trust at the time of inspection due to the 

significant concerns found within the specialist community mental health services for 

children and young people.  (CQC can serve a warning notice under section 29A of the 

Health and Social Care Act 2008 when they identify concerns across either the whole or part 

of an NHS trust or NHS foundation trust and they decide that there is a need for significant 

improvements in the quality of healthcare). This warning notice requires that the Trust: 

 Has sufficient staff in the mid and the east team to see all the children and young 

people allocated to them for assessment in a timely manner, in accordance with 

their level of risk and to follow up children and young people discharged from 

hospital within seven days (as per trust policy).  

 Has a clear understanding of how many children and young people were waiting for 

treatment following assessment in the mid and east teams and has mechanisms in 

place for the management of these waiting list and for monitoring any changes in 

the level of patient risk. 

 Be able to provide an accurate record of current staff establishment and vacancies 

which is consistently understood throughout the teams. 

 Work to improvement staff morale in the mid and east teams due to movement of 

staff to recently developed services.  The trust should be able to provide an impact 

assessments or workforce plans that had been considered when moving staff from 

the mid and east teams to the more recently developed specialist teams.  

 Escalate appropriately concerns raised by managers and staff. 

 Share with the services managers and escalate as appropriate complaints logged 

with the Trust’s Patient Advise and Liaison Service  

 Improve incident recording, and subsequent reports, in the mid and east teams and 

ensure learning is shared.   

 Provide a formal agenda for team meetings and ensure minutes provide an 

appropriate level of detail to ensure learning from incidents or complaints is 

captured.  
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NB: CQC carried out an unannounced focussed inspection of the Mid and East Community 

CAMHS teams on 02/10/2020 and found the Trust had met all the requirements of the 

warning notice, which has now been removed. 

In addition to the Section 29A Warning notice, CQC gave the Trust eight Requirement 

Notices (action CQC have told the Trust must take) in the following areas: 

Specialist community mental health services for children and young people: 

 Regulation 17 – Good Governance: The trust must have clear oversight of the large 

number of children and young people waiting for treatment, the length of time they 

have waited and the level of risks for each of those on the waiting list. The trust must 

have oversight of the quality of services being delivered, how complaints were being 

managed or whether incidents were being reported, addressed and learnt from. The 

trust must ensure it has sufficient systems and processes to enable them to assess, 

monitor and improve the quality and safety of the services provided in the carrying 

on of the regulated activity. They must be able to assess, monitor and mitigate the 

risks relating to the health, safety and welfare of service users and others who might 

be at risk which arise from the carrying on of the regulated activity. They must also 

evaluate and improve their practise in respect of the processing of the information 

referred to above. 

 Regulation 18 – Staffing: The trust must ensure there are enough, suitably qualified, 

competent, skilled and experienced staff deployed in the mid and the east teams to 

meet the needs of children and young people in a timely manner. 

 Regulation 12 – Safe Care and Treatment: The trust must ensure care plans, risk 

assessments and crisis plans are consistently in place across the service. The trust 

must work with the local general hospitals to ensure that children and young people 

presenting at the emergency departments in mental health crisis receive an 

appropriate mental health assessment outside of the crisis teams working hours. 

 Regulation 15 – Premises and Equipment: The trust must ensure that all premises 

used by the service are well maintained and safe 

Community-based mental health services for adults of working age: 

 Regulation 12 – Safe Care and Treatment: The trust must ensure that all staff record 

the dispensing of medication appropriately and that medicines charts and care 

records have consistent and accurate information about medicines dispensed. Any 

errors or omissions must be reported as incidents and followed up appropriately. 

Community health inpatient services: 

 Regulation 18 – Staffing: The trust must ensure there are sufficient numbers of 

suitably qualified, competent and skilled staff available to meet the needs of patients 

at all time and in all wards. 
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 Regulation 15 – Premises and Equipment: The trust must ensure all premises are 

clean and follow infection prevention control practices. 

Community end of life care: 

 Regulation 9 – Person-centred Care: The trust must ensure community hospital care 

plans and the documents used to support end of life care are individualised, 

consistently completed, signed and up to date. 

NHSI recommended that: 

 The Trust Board must collectively own the Trust’s financial position and ensure the 

Trust delivers enough efficiencies to finance its investments whilst improving its 

underlying financial position. 

 The Trust must ensure there is a clear message to budget holders and staff regarding 

the Trust’s financial position and the need to deliver efficiencies at pace. 

 The Trust must ensure that standing financial instructions are adhered to, that 

additional controls are in place where required so the staff are clear and held to 

account on the consequences of not adhering to them and overspending on agreed 

budgets. 

CFT Should-do actions 

In addition to the above requirement notices, the inspection report also made 43 ‘Should-

do’ recommendations. Following the inspection, CFT developed an action plan for both the 

‘Must-do’ and ‘Should-do’ items. This is provided as a supporting submission to the strategic 

case. 

CFT Overview of quality priorities  

CFTs quality priorities for 2020/21 are as follows: 

To improve the timeliness and quality of communication between Trust staff, patients 

and, where applicable, family members and carers. 

CFTs review of findings from serious incidents has identified the quality of information 

sharing and engagement with carers and family members as a common theme.  Poor 

communication and engagement can lead to gaps in care planning if the critically important 

knowledge is missed.  CFT want to ensure that they capture and use all available 

information to support patients in their recovery and to support carers and family members 

wherever possible.   

To improve communication between professionals and teams through better record 

keeping 
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Patient safety is improved by structured communication between clinicians and settings, 

especially at points of care transition.  It provides clinical staff with a clear and concise 

communication tool for evidencing the assessment and treatment interventions being 

offered to patients. Record keeping should be structured so that there is clear 

communication and evidence of good clinical assessment and the rationale behind key 

decisions. 

In 2019/20 the Trust has implemented the SBARD tool for record keeping in Mental Health, 

Learning Disabilities, Complex Care and Dementia and CAMHS services.   In 2020/21 CFT 

propose to roll this out in Adult Community Services. 

Working together with system partners to reduce delays in the discharge process. 

Delayed discharges can result in harm to patients; it reduces access to further rehabilitation, 

can impair recovery and affect a patient’s ability to retain their independence in the longer 

term.  This is a priority for all system partners.  We want to achieve a seamless care and 

service delivery model, with patients being able to access our combined resources to deliver 

the right care to the right people at the right time.  

Improving clinical outcomes through co-produced care plans  

This programme will help patients achieve their personal goals through care planning with 

their nurse or therapist.  CFT know that where those personal goals are discussed, 

understood and reflected in care plans patients achieve a better personal outcome.  Clear 

care plans improve effectiveness, patient experience and safety by improving 

communication between healthcare workers.  CFT want all care plans to reflect the voice of 

the patient, have person specific goals for improving their physical and mental health and 

recommend agreed goals for prevention and self-care.  This is continuing from 2019/20, 

extending the principle across Adult Community Services. 

Overview of well-led review, including summary outcomes/actions 

The rating of well-led at CFT improved to ‘good’ because: 

 There was a culture of improvement across the trust.  

 Effective leadership in the community health services and community mental health 

teams.  In particular, the positive impact of a GP working as primary care director 

and a nurse consultant overseeing the pathway in the minor injury units. 

 The culture of the trust had improved with high morale in the majority of services.  

 The trust had an experienced stable senior leadership team with the skills, abilities, 

and commitment to provide high quality services. The executives and non-executives 

presented as a strong unified board. They recognised the training needs of managers 

at all levels, including themselves, and worked to provide development opportunities 

for the future of the organisation. 
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 The board and senior leadership team had set a clear vision and values that were at 

the heart of all the work within the organisation.  

 The trust was committed to improving services by learning from when things go well 

and when they go wrong, promoting training, research and innovation. The positive 

culture of learning in the trust was embodied by the response to CQC’s warning 

notice.  

 Despite the challenge of the geography, senior leaders made sure they visited all 

parts of the trust and fed back to the board to discuss challenges staff and the 

services faced. 

 The trust had a clear structure for overseeing performance, quality and risk, with 

board members represented across the divisions.  There was excellent challenge 

from non-executive directors. 

 The leadership team worked well with the clinical leads and encouraged divisions to 

share learning across the trust. 

 The board reviewed performance reports that included data about the services, 

which divisional leads could challenge. There was strong rigour at board. Non-

executive directors were able to act as critical challengers but be supportive at the 

same time. 

 The trust recognised the risks created by the introduction of new IT and business 

systems in the services. Staff managed these risks well at ward level. 

However: 

 Although the trust had appropriate systems in place to gather data, it was not always 

presented in a way that would help senior leaders identify areas of concern.  

 CQC were concerned that, in contrast with other services, the local governance 

systems were not robust enough in the mid and east CAMHS teams to identify issues 

with waiting times and staffing levels.  

 Not all of the board had a clear understanding of the level of financial challenge the 

trust faced despite good challenge from nonexecutive directors and positive action 

from the director of finance. 

 No strategic overview of patient involvement in the trust was in place. 

 

RCHT CQC Report and quality priorities 

Dates of Inspection  

12 October 2019   Use of resources assessment (led by NHSI/E). 
12-14 November 2019   CQC inspection of the following core services at the Royal 

Cornwall   Hospital site: 

 Maternity (including community services) 
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 Urgent and Emergency Care 

 Medicine 

 Surgery 

 End of Life 

 Outpatients 
11-12 December 2019  CQC provider level well-led inspection.  

26 February 2020   Publication of inspection reports. 

RCHT Ratings Summary 

Overall, the CQC rating of the Trust remained at ‘requires improvement’, however the CQC 

acknowledged significant improvements in a number of core services, along with a vastly 

improved culture across the organisation.  

The rating tables from the CQC inspection are below, with highlights to note as follows:  

 Ratings for three of the six core services assessed at the Royal Cornwall Hospital site 

improved to ‘good’ overall – End of Life Care, Maternity and Outpatients. 

 The Trust’s overall well-led rating improved from ‘inadequate’ to ‘good’. 

 Of the 47 comparable ratings, 18 improved and only one deteriorated, the 

remainder stayed the same. 

 The use of resources rating improved to ‘good’ with the report from NHSE/I noting 

that the Trust had made significant progress following the 2018 assessment. 

 However, the ‘safe’ domain continues to be rated as ‘requires improvement’ for the 

majority of core services. 

 

Figure 39: RCHT Trust and Site Ratings 
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Figure 40: RCHT Core Service Ratings 

 

 
 

 RCHT CQC Recommendations 

The CQC inspection report identified 94 areas for improvement - 18 breaches of legal 

requirements the Trust must put right (must-do actions), 68 should-do actions, and 8 

actions from the use of resources assessment. The action plan in response to the findings 

was submitted to the CQC on 25 March 2020, and is included as a supporting submission to 

this strategic case. 

Figure 11: RCHT Action Plan  

Core 
Service 

Must-Do Action Summary 

U
rg

en
t 

an
d

 E
m

er
ge

n
cy

 
Se

rv
ic

es
 

Compliance with mandatory training, refresher training and safeguarding training. 

Completion of risk assessments, such as safety checklists. 

Mental health assessment room to meet the safety standards described by the 
Psychiatric Liaison Accreditation Network 2007. 

Ensuring patients attending the emergency department do not wait longer than 
15 minutes for initial assessment or an hour for their treatment to begin. 

Ensuring patients are admitted, transferred or discharged within four hours of 
arriving in the emergency department. 

M
ed

ic
al

 C
ar

e
 

 

Consultant vacancies which cause delays in care, specifically Neurology, Elderly 
Care, Cardiology, Gastroenterology, Respiratory/Endocrine, Acute Medicine. 

Recruitment for nursing vacancies and ensuring enough staff are always available 
on the wards. 

Staff understanding of their responsibilities under the Mental Health Act 1983 and 
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RCHT Overview of quality priorities  

RCHT quality priorities for 2020/21 are as follows: 

Implementation of the National Patient Safety Investigation Framework to continue to 

improve learning from incidents and the Serious Incident (SI) reporting process. This will be 

achieved by: 

 Becoming an early adopter of the new National Patient Safety Investigation 
Framework. 

 Appointing a new Risk Manager to oversee the SI management process and give 
senior level leadership to the patient safety team. 

 Linking the management of incidents to risks to ensure that there is an accurate 
picture of the level of exposure to harm. 

 Taking a risk based approach to the management of actions. 

 Improving cross care group learning by facilitating communication between the 
Triumvirates and the corporate teams. 

 

Implementation of the Medical Examiner Role to improve safeguards for the public. They 

will be in place to ensure that the right deaths are referred to the coroner. 

 Engaging and improving the role of carers to recognise the great work carers do and offer 

them more benefits and more support.  

the Mental Capacity Act 2005. 

Appropriate and timely care and treatment for patients being cared for as 
outliers, on wards not providing care for their specialty. 

M
at
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Training compliance for medical staff in infection prevention, conflict resolution, 
and basic life support. 

Training compliance for medical staff in safeguarding children level three. 

 

Documented evidence of all daily, weekly and monthly equipment checks. 

 

Ensuring there is an authorising signature on all midwife patient group directions 
(PGDs). 

Effective systems and processes for managing infection control. 

 

Consistent completion of World Health Organisation (WHO) theatre checklists. 

 

O
u
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at
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n

ts
 

 

Regular checks of resuscitation equipment in the cardiology department. 

 

Secure storage for cardiac pacing tests. 

 

Appropriate fire safety equipment outpatient area 
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In addition to these new priorities for 2020/21, RCHT will also continue to focus on the 

following existing quality priorities: 

Learning from Deaths to present the current positon of mortality rates to the Board and 

ensuring that learning is disseminated across specialties. 

Freedom to Speak up to protect patient safety and quality of care and improve the 

experience of all staff that work throughout the hospital.  All staff are encouraged to raise 

concerns either through their line manager, Freedom to Speak up Guardian/Champion or 

the Freedom to Speak Up App where staff can raise concerns. 

Reducing cases of Clostridium difficile and MRSA 

Transforming the urgent and emergency care system 

 Increase access to same day urgent care and support; 

 Provide a rapid community response for people in crisis; 

 Increase functionality and capacity in community-based urgent care settings; 

 Increase the number of people receiving same day ambulatory emergency care in 
interface services  

Improve the system-wide approach to Operational Management and Escalation to 

empower colleagues across all organisations in our system to work collaboratively and 

proactively, agree creative solutions to challenges and continued to strengthen relationships 

between teams to ensure we work together to maintain safety, standards and people’s 

experience of care as they move through our system. 

Working closely with Devon Partners.  Continue to work together with Devon partners, 

regularly sharing good practice, as active members of the Plymouth A&E Delivery Board, and 

by actively participating in managing urgent care escalation and in system improvements 

that benefit both Devon and Cornwall patients. 

Delayed Transfers of Care (DToCs) - improvements to reduce delays in patients transferring 

to community hospitals. 

7 day services to ensure that all emergency admitted patients have access to consultant-

directed assessment, diagnostics, interventions and ongoing review every day of the week. 

Participation in Clinical Audits to improve the quality of the healthcare provided. 

 

RCHT Well-led Summary 
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The Trust’s overall well-led rating improved from ‘inadequate’ in 2018 to ‘good’ in 2019. In 

addition, every site and core service was rated good for the well-led domain, with the 

exception of diagnostics which was rated as ‘outstanding’ in 2018. 

 
In the initial feedback received following the 2019 inspection, the CQC noted a vastly 

improved culture across the trust, impressive integration of the Non-Executive Directors 

with the Care Groups, and an extremely passionate and focused team who put patient 

safety first. 

The inspection report noted that: 

 Leaders had the integrity, skills and abilities to run the trust.  

 The trust had a vision for what it wanted to achieve and a strategy to turn it into 
action 

 Staff felt respected, supported and valued. They were focused on the needs of 
patients receiving care.  

 Leaders operated effective governance processes throughout the trust and with 
partner organisations.  

 Leaders and teams used systems to manage performance effectively.  

 The trust collected reliable data and analysed it. The information systems were 
integrated and secure. 

 Leaders and staff actively and openly engaged with patients, staff, the public and 
local organisations to plan and manage services. 
 

There were 12 should-do actions in the well-led section of the CQC report which are 

included in the overall CQC action plan. 

Figure 42: RCHT Should-Do Action Summary 
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Core 
Service 

Should-Do Action Summary 

W
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F2SU: Review the reporting and supervision arrangements for the Freedom to 
Speak-up Guardian. 

Winter Planning: Start winter planning earlier and work towards having the 
2020/2021 winter plan signed off ahead of winter starting. 

Staffing Levels: Review staffing levels in the medical physics team. 

Staff Side Relationships: Strengthen relationships with staff-side 
representatives, including improving consistent attendance by executives at the 
joint consultative and negotiation committee. 

Integrated Governance: Improve documentation of serious incident 
investigations to demonstrate patient and/or family involvement. Review how 
learning from incidents is shared. Review all deaths in accordance with the trust 
policy. 

Board Assurance: Improve board ownership and oversight of equality and 
diversity. Seek greater assurance about ongoing research within the trust. 
Review how sub-committees are evaluated on an ongoing basis. Provide greater 
detail of discussion and challenge in minutes. 

Fire Safety: Continue to address fire safety issues. 

 
RCHT Action Plan Governance 

The 2020 CQC action plan is monitored by the CQC Scrutiny Group who provides oversight 

and challenge to ensure that the Trust is able to demonstrate and sustain improvements. 

The CQC Scrutiny Group is co-chaired by the Joint Director of Nursing, Midwifery and AHPs 

and the Director of Integrated Governance, and reports on monthly basis to the Quality 

Assurance Committee.  

The action plan is submitted to the CQC on a monthly basis for oversight. 
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Appendix 5: Operational performance detail 

1. CFT Operational performance 

This section summarises operational performance at CFT against key constitutional 

standards.  

Traditionally, CFT has performed strongly against its national operational performance 

standards. In the latest Provider Segmentation report the Trust is assessed as being in 

segment 1, affording ‘maximum autonomy’ with ‘no support needs identified’. 

Community Services 

CFT has improved its performance in reducing waiting times in 2019/20. The number of 

people needing physical health care waiting more than 18 weeks fell from 354 at April 2019 

month end to 135 in March 2020 (completed pathways). Incomplete Performance stood at 

100% at the end of 2019/20 against the 92% target. 

Figure 43 & 44 CFT RTT Performance 

There are a number of community based services, not subject to the application of national 

measures for which CFT aspires to provide within the same 18 week standard. Whilst 

achieved for a number of services, the Trust is addressing long standing pressures in a 

number of specialist services including Podiatry, Continence services, Adult SLT, MSK and 

Cardiac Rehabilitation that remain a focus for improvement in 2020/21. 

Whilst normally performing well, CFT experienced a shortfall in MRI capacity on its MSK 

pathway during Quarter 3 of 2019/20.  This was corrected resulting in 100% achievement 

against the 6 week diagnostic standard since January 2020.  

Mental Health Performance 

CFT was awarded the contract to provide Improving Access to Psychological Therapies 

across Cornwall and the Isles of Scilly (IOS) on 1st April 2020.  Under the previous provider 

none of the core standards - access times, treatment times and recovery rates - were 

consistently achieved.  It is a key priority for the Trust in 2020/21 to stabilise this service, 

with recovery plans in place to deliver these core standards by the end of the year. 
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The standard that people with a first episode of psychosis begin treatment with a NICE-

recommended package of care within 2 weeks of referral was consistently achieved 

throughout 2019/20. 

The completion of cardio-metabolic assessment and treatment for in-patients with 

psychosis has improved from 47% to 88% during the last year.  A small further improvement 

is required to achieve the 90% standard. 

Reducing inappropriate adult mental health out-of-areas placements as standard for mental 

health providers, remains a key priority.  Figure 45 below shows significant improvement in 

2019/20, though high bed occupancy continually puts this standard at risk, with PICU and 

dementia care placements being the most pressured. 

Figure 45: CFT Out of Area Bed days. 

 

The Trust consistently achieves the standard for the proportion of discharges from hospital 

followed up under the Care programme approach, both within 7 days and 72 hours. 

The Trust has experienced significant waiting times for access to specialist CAMHS services 

in 2019/20.  Following a significant investment in capacity, largely in the form of Clinical 

Assistant Psychologists, and a structured improvement in waiting list management 

processes, waits in excess of 28 days for first assessment have largely been eradicated.  As 

at 31 May 2020, only 20 patients had been waiting over 28 days for assessment. 

2. RCHT Operational performance 

This section summarises operational performance at RCHT against key constitutional 

standards and actions to address underperformance.  

Due to Covid-19 RCHT has experienced a decline in the amount of activity performed in 

2019/20 for both elective and non-elective care. The response to Covid-19 has negatively 

impacted elective performance but positively has also accelerated transformation within the 

Trust. This has included a reduction in face to face outpatient attendances, greater use of 

demand management techniques and closer integration with community partners.  
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Emergency Department and MIU Demand  

Linked to both the reduced attendances within Emergency Departments & MIUs and 

increased bed capacity to admit patients, RCHT has met the 95% 4-hour standard in both 

April and May 2020. This was last achieved in May 2018 and was significantly ahead of the 

planned recovery trajectory of 90%. Additionally there have also been improvements in the 

time taken to initial assessment which met target in May 2020 and there have been no 12 

hour trolley waits observed since February 2019.  

Ambulance handover delays of over 30 minutes have also improved with both 30 minute 

delays and 60 minute delays at or below trajectory since March 2020. It is expected this 

performance will continue to improve as RCHT work further with South West Ambulance 

Service Foundation Trust colleagues to improve pathways for patients not requiring to be 

seen at the main acute site.  

RCHT is increasing emergency staffing including the recruitment of 2 additional consultants, 

with 8 members of staff currently being trained to become advanced care practitioners to 

support the emergency department.   

The CIOS Embrace care programme has been designed to reduce the acute emergency 

demand and deliver care closer to home, with enhanced community provision supported by 

acute physicians within each of the integrated care areas within CIOS. Having a single 

organisation supporting patients throughout their entire pathway would help to maximise 

these benefits and further reduce any delays.  

Work is currently underway improving the estate on the Royal Cornwall Hospital site, with 

an expansion to the current Emergency Department to increase the resus capacity and 

provide space to Rapidly Assess and Triage (RAT) patients arriving by ambulance.  In 

addition, there is the creation of an Integrated Multi-agency Prevention and Assessment of 

Crisis Team (IMPACT) hub, which will in-reach to support patients within the Emergency 

Department. Both projects are expected to be completed within 2020/21 and are expected 

to improve the experience within the emergency department. 

Cancer Standards 

RCHT has performed above the 93% standard for 2 week wait (2WW) cancer referrals since 

June 2019. Performance against this standard has historically been very good, with the Trust 

meeting the standard consistently between April 2017 and December 2018. Increased 

referrals to the breast service had impacted on performance but these have been 

addressed, with improvements achieved in the breast cancer pathways continuing to have a 

positive impact on overall 2WW performance. The recent change to telephone assessments 

and triage straight to test has further improved booking windows, with over 72% being 

assessed within 7 days.    
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RCHT has met the first treatment within 31 days consistently in 2019/20 with an average 

monthly performance of 98% against the 96% standard. It is anticipated that the standard 

will continue to be met.  

Whilst the average monthly performance for the 62 day referral to treatment target was 

above the 85% target at 86%, performance was variable in year. The position for April 2020 

was below the 62 day target at 77%, with unavoidable delays due to Covid -19 impacting on 

performance.  

A number of improvements are planned with RCHT participating in Cancer Alliance projects 

across a number of pathways including implementing one-stop shops for the lung cancer 

pathway. Estates work is also currently underway to improve the facilities for patients with 

cancer with a new cancer ward and MRI suite being built. 

Referral to Treatment 

RCHT last met the 92% Incomplete RTT standard in May 2017 with performance previously 

hitting a low of 78% in April 2018. Since then there have been considerable improvements, 

with RCHT achieving 85% at the end of the 2018/19 financial year with a recovery trajectory 

set for 90% in 2019/20. The impact of winter pressures combined with the response to 

Covid-19 has seen performance drop to 66.36% in May 2020. Services are starting to be 

switched back on in a phased approach, with recovery plans being prepared. 

Following a reduction from 253 patients waiting over 52 weeks for treatment at April 2018 

to 0 in October 2019, the reduction in services due to Covid-19 has also impacted on the 

number of 52 Week Waiters, with 59 reported for May 2020. 

Covid-19 has accelerated the speed in which RCHT has modernised its outpatient services 

with an increased number of appointments happening through video consultations or 

virtually, as well as improving demand management techniques including referral vetting 

and providing increased advice and guidance to primary care. Further integration of 

pathways between CFT and RCHT should deliver increased capacity within the system and 

improve the quality of care provided.  

Diagnostic 6 Week Wait 

The Trust is currently delivering 45% of referrals for diagnostic test within 6 weeks against a 

target of 99%. Underperformance is driven largely by reduction in activity and increased 

social distancing measures related to Covid-19. There are plans in place to increase the 

capacity able to be delivered for Dexa Scans using the new community CATU sites and 

increase MRI activity. 

Patient Safety 

Patient Safety is of utmost importance to RCHT with the Trust setting out an ambition to 

become the safest hospital in the country. In 2019/20 the Trust held its first brilliant care 

week to coincide with world patient safety day, to identify areas where care could be 
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improved. RCHT monitors a range of indicators relating to safe care to ensure learning is 

made from incidents and the potential for harm reduced.   

 

 Falls: RCHT monitors all patient falls and moderate severe harm falls separately, 

with the Trust participating in the South West Falls Network. 

 Safety Thermometer: RCHT takes part in the National Safety Thermometer Audit 

each month. 

 Pressure Ulcers: RCHT has met or improved upon its target for the previous 6 

months with a significant reduction due to increased vigilance by its clinical 

teams.  

 Sepsis: Due to the implementation of eObs within nervecentre in ED and 

Inpatient areas all patients are now screened automatically for sepsis, with focus 

now on ensuring antibiotics are promptly delivered. 

 Incident monitoring: All patient safety incidents are reported through DATIX. SI 

investigation progress is tracked daily by the Patient Safety Team and reviewed 

weekly at the Incident Review and Learning Group in order to identify and action 

any potential delay or obstacle to timely reporting. This has meant that there has 

been a significant reduction in the number of serious incident investigations 

which have breached the 60 day deadline.   

3. Friends and Family  

The Friends and Family Test (FFT) provides patients an opportunity to give feedback by 

answering a simple question regarding whether they would recommend the service they 

have received to friends and family. The most recent scores (Feb 2019 RCHT) for the two 

merging trusts are as indicated in figure 46 below  

Figure 46: RCHT & CFT Friends and Family Test results 

Service RCHT CFT 

A&E 91%  

Community Services  97% 

Inpatients 97%  

Maternity 100% (Antenatal, Birth, 
Postnatal Community) 92% 
(Postnatal ward 

 

Mental Health  91% 

Outpatients. 95%  
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Appendix 6: Integration Project Plan 

 

 


