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TRUST BOARD MEETING IN PUBLIC 
Meeting of the Royal Cornwall Hospitals NHS Trust Board 

Thursday 5 November 2020 09.45 – 14.45 
G.09, The Knowledge Spa, RCHT, Truro TR1 3LJ and via Microsoft Teams
Members of the Public are invited to join via Teams Live at the following

link: http://bit.ly/RCHTPublicBoardNov2020 

No. Item Page 
no. 

Accountable Officer Approx. 
time 

Min 
No 

1. Welcome and Apologies for Absence: 
• Allister Grant, Medical Director
• Susan Bracefield, Chief Operating Officer
• Sally May, Finance Director

N/A Chairwoman 09.45 20.168 

2. Declaration of Interest / Register of 
Board Members Interests 
Members of the Trust Board and other persons 
attending are asked to declare any interests 
they may have in the business on the public 
agenda (Standing Order 22 refers). Unless the 
Trust Board agrees otherwise in the case of a 
non-prejudicial interest, the person concerned 
shall withdraw from the meeting room and play 
no part in the relevant discussion or decision. 

6 Chairwoman 09.47 20.169 

3. Minutes of the Previous Board Meeting: 
To approve the minutes of the meeting held 1 
October 2020. 

11 Chairwoman 09.50 20.170 

4. Matters Arising & Action Log 
To review the minutes for matters arising and 
receive an update on actions. 

27 Chairwoman 09.55 20.171 

5. Chairwoman and Chief Executive 
introductory remarks 

N/A Chairwoman and Chief 
Executive 

10.05 20.172 

6. Patient Story 
To note the patient story 

N/A Joint Director of Nursing, 
Midwifery and AHP 

10.10 20.173 

7. Covid-19 update (Verbal) 
To discuss a verbal presentation / update on 
the response to Covid-19, focussed on Phase 3 
response  

N/A Acting Director of 
Operations 

10.30 20.174 

STRATEGY, PERFORMANCE AND FINANCE 

8. Integration of Cornwall Partnership 
Foundation Trust and Royal Cornwall 

29 Director of Strategy and 
Performance 

10.50 20.175 
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Hospitals NHS Trust: Strategic Outline 
Case 
To note submission of the Strategic Outline 
Case for integration with Cornwall Foundation 
Partnership Trust to NHS England 

9. Emergency General Surgical Business 
Case 
To approve the Emergency General Surgical 
Service business case at a cost of £1.1m over 
six years 

131 Acting Director of 
Operations 

10.55 20.176 

10. Biannual Strategic Report 
To note the biannual strategic report 

161 Director of Strategy and 
Performance 

11.05 20.177 

11. Innovation Strategy 
To approve the Innovation Strategy which has 
been updated following Board and FPC 
feedback in July 2020 

180 Director of Strategy and 
Performance 

11.20 20.178 

12. Research and Development Annual 
Report 2019/20 
To approve the Research and Development 
Annual Report for 2020/21 

222 Director of Strategy and 
Performance 

11.25 20.179 

BREAK (10mins from 11.35) 

13. Phase 3 Recovery: Month 7 – 12 
Financial Plan 
To ratify approval of the Trust’s financial plan 
for months 7 to 12 of the financial year 

257 Deputy Director of 
Finance 

11.45 20.180 

14. Integrated Performance Report 
To discuss for assurance the key 
performance indicators, noting that the IPR has 
been discussed by October Committee’s 

277 Chief Executive 12.05 20.181 

15. Month 6 Finance Report 
To note the Month 6 Finance report, as 
presented to the Finance and Performance 
Committee on 26 October 2020 

362 Deputy Director of 
Finance  

20.182 

16. Committee Assurance Reports (verbal) 
To receive any issues for exception reporting to 
the Board from Committee Chair’s on recent 
meetings not otherwise discussed through other 
items on the agenda. Reports for noting (not 
requiring discussion) by the Board are also 
included in this section. 

i) Audit and Risk Assurance Committee:
15 October 2020

ii) Finance and Performance Committee:
26 October 2020

371 
and 
401 

Committee Chair’s 12.35 20.183 
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iii) Quality Assurance Committee and Joint
Quality Assurance Committee: 27
October 2020
• Ward to Board report
• Emergency Preparedness,

Resilience and Response (EPRR)
Core Standards Assurance Process
2020

iv) People and OD Committee: 28 October
2020

QUALITY AND PEOPLE 

17. Freedom to Speak Up Biannual Report 
To discuss for assurance the biannual report 
from the Freedom to Speak Up Guardian 

411 Joanne Burton, Guardian 
for Freedom to Speak Up 

12.55 20.184 

BREAK (20mins from 13.10) 

18. Guardian of Safe Working Hours 
Quarter 2 report 2020/21 
To discuss for assurance the Q2 report from 
the Guardian for Safe Working Hours 

416 Jon Stratton, Guardian of 
Safe Working Hours 

13.30 20.185 

GOVERNANCE AND RISK 

19. Scheme of Delegation – proposed 
changes 
To approve changes proposed to the Scheme 
of Delegation, on recommendation from Audit 
and Risk Assurance Committee 

425 Deputy Director of 
Finance / Company 
Secretary 

13.45 20.186 

20. Risk Management Strategy and Policy 
To approve the Risk Management Strategy 
and Policy and recommended by the Audit and 
Risk Assurance Committee 

448 Director of Integrated 
Governance 

13.55 20.187 

21. Board Assurance Framework and 
Corporate Risk Register 
To approve the Board Assurance Framework 
and note the Trust’s top corporate risks, as 
recommended by the Audit and Risk Assurance 
Committee, including to identify any risks 
raised during the meeting that may need to be 
escalated to the Board Assurance Framework 
or Corporate Risk Register 

487 Director of Integrated 
Governance 

20.188 

22. Board Calendar of Meetings, Glossary 
of Terms and Work Programme  
To approve the Calendar of Meetings for 
2021/22 

520 Company Secretary 14.20 20.189 

23. Questions from the Public 
Up to 15 minutes is allocated for questions from the 
public 

Chairwoman 14.25 20.190 
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QUESTIONS FROM THE PUBLIC 
When the Trust is using Teams Live to live stream the meeting the following Protocol applies to 
questions from members of the public: 
• Members of the public are welcome to raise questions throughout the meeting and they will be taken at

the end of the meeting at item 21. 15 minutes is allocated for questions from the public.
• Questions at the meeting must relate to papers being presented on the day.
• Questions should be kept brief and to the point.
• There is no need for questions to be submitted in advance, although this may mean that it is not always

possible to provide an answer at the meeting. In that case, the questioner’s contact details will be
requested for response.

• Questions will be taken in rotation, to ensure those wishing to raise questions have equal opportunity,
within the limited time available – if a member of the public asks more than one question their first
question will be asked and then their remaining question/questions returned to if no other members of
the public wish to raise one and if it is within the time allocated for the item

• We will endeavor to provide a response at the meeting which will be offered by a member of the Board
to the Chair.

• An answer to an oral question under this procedure will take the form of either:
o A direct oral answer; or
o If the information required is not easily available a written answer will be sent to the questioner,

circulated to all members of the Trust Board and included in the minutes of the meeting.
• Questions and answers will be reflected in the minutes of the meeting.
• Questions need not be answered if the Chairwoman considers that they:

o Are not on any matter that is within the powers and duties of the Trust;
o Are defamatory, frivolous or offensive;
o Are substantially the same as a question that has been put to a meeting of the Trust Board in the

past six months;
o Would require the disclosure of confidential or exempt information.

24. Evaluation of Effectiveness of the Meeting: 
• What worked well?
• Even more effective if?

Chairwoman 14.40 20.191 

25. Date of Next Meeting: 3 December 2020 
26. Move to Board in Committee 

The Board will now take a short break and move into its private session to consider matters deemed 
confidential, as per the motion on notice at the end of the agenda. 
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Notice of Motion:  That, under the provision of Section 1, Sub-Section 2, of the Public Bodies Admission 
to Meetings Act, 1960, the public will be excluded from the meeting as the Trust is in Committee on the 
grounds that publicity would prove prejudicial to the public interest by reason of the confidential nature of 
the business to be transacted.  The issues to be discussed involve, for example, matters relating to 
individuals and patient confidentiality. 
One of more the following criteria must be met to for a Trust Board in Committee discussion: 

• The document contains employee identifiable information; 
• The document contains patient identifiable information; 
• The document contains information relating to legal proceedings; 
• The documentation is in draft format for future publication / remains in early stages of development; 
• The documentation is commercially sensitive 
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 REGISTER OF BOARD DIRECTORS’ DECLARATIONS OF INTEREST  

October 2020 
 

Shaded blue are voting members of the Board 
 
Executive Directors 

NAME DATE OF 
DECLARATION 

 

RELEVANT 
DATES 

ORGANISATION ROLE(S) ACTIVITY STATUS ANY THAT COULD LEAD TO 
CONFLICT OF INTEREST 

Kate Shields  
Chief Executive 

28.02.19 - - - - - - 

Sally May 
Director of Finance 

12.02.19 Ongoing Cornwall Partnership 
NHS Foundation Trust 

Director of Finance dual 
role with the Trust and 
the Royal Cornwall 
Hospitals NHS Trust’ 

NHS Foundation 
Trust 

NHS  To be managed as appropriate 
 

Kim O’Keeffe 
Joint Director of 
Nursing, Midwifery & 
AHP 

09.07.20 Ongoing Cornwall Partnership 
NHS Foundation Trust 

Joint Director of Nursing, 
Midwifery and Allied 
Health Professionals 

NHS Foundation 
Trust 

NHS To be managed as appropriate 

Ongoing University of Plymouth Honorary Associate 
Professor of Nursing 
 

Higher Education 
Institution 

Non-Profit 
UK 
University 

The duty to declare a possible 
conflict of interest will be judged 
and made for individual activities 
that present in this role. This 
would cover educational and 
research topics in the main 

Allister Grant 
Medical Director 

15.06.20 Ongoing RCHT Consultant Hepatologist 
and Medical Director 

RCHT / NHS NHS Employer 

Susan Bracefield 
Chief Operating 
Officer 

08.07.20 - - - - - - 

Thomas Lafferty 
Director of Strategy 
and Performance 

08.07.20 Ongoing TWL Associates Director Governance 
Consultancy 

Profit 
Making 
(Inactive)  

No 
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NAME DATE OF 
DECLARATION 

 

RELEVANT 
DATES 

ORGANISATION ROLE(S) ACTIVITY STATUS ANY THAT COULD LEAD TO 
CONFLICT OF INTEREST 

Kerry Eldridge 
Director of People 
&O 

12.06.20 Ongoing Paradigm Shift Properties 
Limited 

Director  Property renovation Limited 
Company 
– Profit 
Making 

No 

Ongoing Norfolk Stores Limited Director Village grocery 
store and Post 
Office 

Limited 
Company 
– Profit 
Making 

No 

Bernadette George 
Director of 
Integrated 
Governance 

15.06.20 - - - - - - 

Kelvyn Hipperson 
Chief Information 
Officer 

23.06.20 Ongoing Cornwall Partnership 
NHS Foundation Trust 

Chief Information Officer NHS Foundation 
Trust / Healthcare 
provision 

NHS  To be managed as appropriate 
 

Sian Millard 
Company Secretary 

08.07.20 - - - - - - 

Karen Kay 
System Director for 
Urgent and 
Emergency Care 

16.06.20 Ongoing Kenow Clinical 
Commissioning Group 

Substantive Employment NHS Commissioner NHS Substantive Employment 

Ongoing Royal Cornwall Hospitals 
NHS Trust 

System Director for 
Urgent and Emergency 
Care 

NHS Acute Trust NHS The role requires me to act on 
behalf of and balance the 
interests of all partner 
organisations across the UEC 
system, specifically acting on 
behalf of RCHT, CFT, Cornwall 
Council and Kernow CCG 
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Non-Executive Directors 
 

NAME DATE OF 
LATEST 
DECLARATION 

RELEVANT 
DATES 

ORGANISATION ROLE(S) ACTIVITY STATUS ANY THAT COULD LEAD TO 
CONFLICT OF INTEREST 

Mairi McLean 
Chairwoman 

12.06.20 Ongoing Manage Europe Chief Executive Governance and 
leadership 
consultancy 

Profit  To be managed as appropriate 

Ongoing The Safeguarding 
Community 

Managing Partner Safeguarding 
governance and 
practice and tech 
solutions - 
Consultancy 

Non-Profit None 

Ongoing Schumacher Institute  Fellow Multiple – Interest 
in infrastructure 
resilience - 
Consultancy 

Charity  None 

Paul Hobson 
Non-Executive 
Director 

12.06.20 Ongoing CSW Group Ltd CEO / Director Developing people Not for 
profit 

None 

Ongoing Ansome Ltd Founder/Director Healthcare 
consulting and 
advisory 

Profit 
making 

Unlikely 

Sarah Pryce 
Non-Executive 
Director 

12.06.20 Ongoing The Critical Friend Owner Consultancy 
specialising in 
business coaching, 
leadership 
development, 
resilience 

Profit 
Making 

None currently but could secure 
work with an NHS supplier or 
partner organisation.  Have 
previously carried out some work 
for Healthwatch Cornwall. 

Ongoing Oxford Innovation Business Coach Coaching support 
for high growth 
business in 
Cornwall 

Profit 
Making 

None currently, but could secure 
work with an NHS supplier or 
partner organisation. 

Ongoing Kernowforno Director Event catering Profit 
making 

None 

Margaret Schwarz 
Non-Executive 
Director 

30.07.20 Ongoing Cornish Mutual 
Assurance Co 

Governance Lead General Insurance Mutual None 
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NAME DATE OF 
LATEST 
DECLARATION 

RELEVANT 
DATES 

ORGANISATION ROLE(S) ACTIVITY STATUS ANY THAT COULD LEAD TO 
CONFLICT OF INTEREST 

Ongoing Cornwall Foundation 
Trust 

Non-Executive Director Health Care 
Provision 

NHS  To be managed as appropriate 

Ongoing System Chair of System Joint 
Quality Assurance 
Committee 

Health Care NHS To be managed as appropriate 

Gillian Vivian 
Non-Executive 
Director 

28.05.20 10 October 
2018 – 9 
October 
2020 

Alliance Medical Independent reporter Radiology services 
to NHS 

Profit They provide PETCT on RCHT 
site 

10 October 
2018 – 9 
October 
2020 

In Health Advisor on PETCT 
Thames Valley 

Radiology services 
to NHS 

Profit None known 

10 October 
2018 – 9 
October 
2020 

DMC Ltd Independent reporter Radiology services 
to NHS 

Profit None known 

10 October 
2018 – 9 
October 
2020 

Plymouth Hospitals 
University Trust 

Covid-19 returnee Clinical  NHS None 

10 October 
2018 – 9 
October 
2020 

AAA UK (subsidiary of 
Novartis Ltd) 

Consultant Provision of radio-
isotopes services to 
NHS 

Profit  Unlikely 

Richard Stephenson 
Non-Executive 
Director 

12.06.20 Ongoing University of Salford Emeritus Professor Higher Education 
(Charity) 

Honorary 
position 

None 

Sarah Newton  
Non-Executive 
Director 

01.10.20 Ongoing Health and Safety 
Executive 

Chair Regulatory / Public 
Body 

Public 
Body 

None  

Rob Leighfield 
Associate Non-

12.06.20 15 October 
2018 – 15 
October 

Jamie Lewington and Co 
Ltd 

Management 
Consultancy  

Financial Advice 
and wealth 
management 

Profit 
Making 

No 
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NAME DATE OF 
LATEST 
DECLARATION 

RELEVANT 
DATES 

ORGANISATION ROLE(S) ACTIVITY STATUS ANY THAT COULD LEAD TO 
CONFLICT OF INTEREST 

Executive Director 2020 

15 October 
2018 – 15 
October 
2020 

St Anne’s Nursing Home Chef Residential home Profit 
Making 

No 

 Samaritans Volunteer Emotional Support 
to callers 

Charity No 

Ruth Allarton 
Associate Non-
Executive Director 

12.06.20 Ongoing Health Education 
England 

Consultancy Public body Public 
body  

None 

Richard Smith 
Associate Non-
Executive Director 

12.06.20 Ongoing University of Exeter 
Medical School 

Deputy Pro Vice 
Chancellor and Professor 
in Health Economics 

Higher Education Profit None 

Ongoing South West Academic 
Health Science Network 

Non-Executive Director National network 
set up by NHS 
England to identify, 
adopt and 
disseminate 
innovative 
healthcare 

Limited 
company 

None 

 



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

on Thursday 1 October 2020 at 09.45 – 14.25 in Room G.09, The Knowledge Spa, Royal 
Cornwall Hospitals NHS Trust, Truro and on Microsoft Teams (virtual meeting software) 

 
 
Voting Directors Present:    
Mairi McLean (MM), Chairwoman (MS Teams) 
Margaret Schwarz (MS), Non-Executive Director (MS Teams)  
Gill Vivian (GV), Non-Executive Director (MS Teams) 
Paul Hobson (PH), Non-Executive Director (MS Teams) 
Richard Stephenson (RSt), Non-Executive Director (MS Teams) 
Sarah Newton (SN), Non-Executive Director (MS Teams) 
Kim O’Keeffe (KOK), Joint Director of Nursing, Midwifery & AHP and Deputy Chief Executive 
Thomas Lafferty (TL), Director of Strategy and Performance  
Allister Grant (AG), Medical Director 
 
Non-Voting Directors Present: 
Rob Leighfield, Associate Non-Executive Director (MS Teams) 
Ruth Allarton (RA), Associate Non-Executive Director (MS Teams)  
Rich Smith, Associate Non-Executive Director (MS Teams) 
Susan Bracefield (SB), Chief Operating Officer 
Kerry Eldridge (KE), Director of People and Organisational Development. 
Bernadette George (BG), Director of Integrated Governance 
Kelvyn Hipperson (KH), Chief Information Officer; 
Karen Kay (KK), System Director for Urgent and Emergency Care  
 
In Attendance: 
Ricky Daniel (RD), Interim Director of Estates 
Karl Simkins (KSim), Strategic Financial Advisor to the Chief Executive (MS Teams) 
Barbara Vann (BV), Chair of Cornwall Partnership Foundation Trust (MS Teams) 
Siân Millard (SMil), Company Secretary (minutes)  
Bryson Pottinger (BP), Consultant Haematologist 
Emma Spouse (ES), RCHT Diagnostic Imaging Lead 
Lynsey Neave (LN), Deputy Company Secretary 
 
The order of the minutes may not reflect the order of the discussion 
 
 
20.147 Welcome & Apologies for Absence 

 
 a. Apologies for absence were noted from Kate Shields, Chief Executive; Sarah Pryce, Non-

Executive Director and Sally May, Director of Finance. 
 

 b. Noted length of the agenda and that it reflected the scale of the business of the Trust at the pre-
sent time. 
 

 
 
20.148 Declaration of Interest / Register of Board Member Interests 
 
a. With regards the Register of Directors’ Interests, the Board noted that Sarah Newton, Non-

Executive Director, had been appointed as the Chair of the Health and Safety Executive. 
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b. The Board noted no declarations of interest in relation to items on the agenda.  
 
20.149 Minutes of Previous Board meeting 
 
a. The minutes of the meeting held on 30 July 2020 were approved as an accurate record without 

amendment. 
 

20.150 Matters Arising and Action Log 
 

a. Alongside the written updates in the Action Log, the Board noted the following updates to ac-
tions which were identified as overdue: 
i) action 20.34 NED challenge (RSt): what the timeframe was for delivery of safer staffing for 

medical staff. The Medical Director confirmed that in order to roll out safer medical staffing 
all medical staff had to be on the appropriate electronic roster. The roster team had not 
been on site during the pandemic to undertake that work. The Director of People and OD 
reported that a key milestone was completion of the rostering project by March 2021 

ii) action 20.67 di) Brilliant People Strategy: the Chairwoman reported that the Brilliant People 
Strategy had been approved by herself and the Chair of People and OD Committee (POD) 
per the delegation from the Board. It was further noted that the strategy should be consid-
ered a living document and as such monitoring through POD, including a survey of staff at 
the appropriate point to identify the impact of the strategy and any adjustments required 

 
b. The Board agreed to close all actions proposed as complete. 

 
c. With regards matters arising, the Board received an updated on action 20.145 di) with regards 

hard and soft data relating to virtual consultations. The Board noted:  
i) the Medical Director reported that in terms of use of video consultations the Trust placed in 

the top four nationally, however there had been a recent decline in non-face-to-face con-
tacts across the Trust 

ii) activity was monitored through the Outpatient Transformation Board and referral to treat-
ment 

iii) the national requirement was for 25% of new outpatient appointments to be non-face-to-
face and 60% of follow-ups – those proportions would vary by specialty  

iv) the Trust had useful data from friends and families and from staff surveys about implemen-
tation; out of 700 responses from friends and family, 93% reported non face-to-face contact 
was positive and of the 7% who reported it was not, the reason was usually due to technical 
difficulties.  

v) with regards clinicians’ views, about 70% reported they were able to fully diagnose and 
treat patients using non-face-to-face methods and 30% considered it was not representa-
tive of a face-to-face contact and also quoted issues with technology 

vi) clinics were already being held at community hubs in line with the principle of enabling peo-
ple to accessing care close to home and there would be a pilot with care homes 

 
d. The Board agreed the following action: 

i) Chief Operating Officer to circulate a briefing to the Board an update on the Outpatient 
Transformation Programme 
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20.151 Chairwoman’s and Deputy Chief Executive’s Opening Remarks 
 
a. The Chairwoman invited the Deputy Chief Executive to make opening remarks and the Board 

noted: 
i) events planned during October for Freedom to Speak Up Awareness month and Black His-

tory Month 
ii) the End of Life team had won two awards at the Patient Experience National Awards and the 

Board offered its congratulations to the team 
iii) the Learning Disability team had been nominated for a Nursing Times Award for a book they 

had written for children with autism about coming into hospital  
iv) the extreme pressure in communities and hospitals nationally due to Covid-19 and the im-

portance of continuing to socially distance, wash hands and wear a mask 
v) staff roadshows were being held on integration with Cornwall Partnership Foundation Trust 

(CFT) and all comments and questions were captured to reflect staff feedback in the Full 
Business Case; a dedicated site for frequently asked questions was live and actively updat-
ed  

vi) the Trust would, with CFT and Kernow Clinical Commissioning Group, be formally declaring 
a climate emergency on 6 October, following the resolution passed by the Board in February 
2020; the declaration supported the declaration made by Cornwall Council last year and re-
flected a shared commitment of the System 

 
b. The Board discussed: 

i) NED challenge (SN): to what extent the Trust’s capital programme would contribute to the 
ambition of net zero carbon emissions. The Director of Strategy and Performance confirmed 
that at a minimum standard the Trust was pursuing ‘good green standards’ – would aim for 
outstanding where possible, particularly for brand new builds, and staff are already engaged 
in a number of environmental initiatives (e.g. recycling)  
 

 c. The Chairwoman thanked: 
 a. members of public, staff and board members for the way in which we are adapting to new 

ways of working; 
 b. two outgoing members of the Board: Gill Vivian, Non-Executive Director, and Rob Leighfield, 

Associate Non-Executive Director, for their service to the Trust.  
 

 
20.152 Patient Story 
 
a. The Joint Director of Nursing, Midwifery and AHPs introduced this item and was joined by Thys 

de Beer (ITU consultant) and Lisa Niemand (Clinical Matron) to hear ‘Alan’s Story’ and reflect on 
ITU’s response to Covid-19, learnings from wave 1 and challenges going into wave 2.  
 

b. The Board noted: 
i) a film of Alan’s Story, noting that Alan was still in hospital and doing well  
ii) in terms of reflection on Covid-19 from a medical perspective, it took a while to understand 

the virus and recognise that it is a multi-organ disease 
iii) that patients responded differently to different treatments – intubation, oxygen therapy, non-

invasive ventilation – and there were other challenges including blood clots so patients had 
to be put on high dosages of blood thinners 

iv) the research and development team worked closely with national initiatives to find and test 
alternative treatments 

v) the good response to support critical care and all Covid-19 patients and the positive impact 
of strong team work across the Trust from the porters who were moving patients to the Ex-
ecutive team who unlocked flow to ensure a swift and effective approach 
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vi) that one of the key challenges was that the Trust has the least number of critical care beds 
per 100,000 population; despite that, mortality rates put the Trust in the top 10% of intensive 
care in the UK 

vii) the need to maintain elective surgery capacity and focus on urgent care/intervention 
viii) with the support of the Trust, plans were in development to expand the critical care service – 

beds and nursing staff – and to ring-fence surgical beds for those requiring major surgery  
ix) that critical care and the wider Trust were ready for wave 2, having taken what worked well 

and the learnings from wave 1 
x) the Trust’s critical care service was one of the few in the country to have rehabilitation em-

bedded within it and the benefit of being able to follow-up with patients when discharged 
from critical care 

xi) lower anxiety from staff as they know what to expect from wave 2 and have confidence in 
support from the wider Trust from its response to wave 1  

xii) that training and upskilling of staff since wave 1 had continued to bolster the numbers of col-
leagues able to work in critical care with a good uptake across RCHT and CFT 

xiii) the key challenge for wave 2 might be more numbers of patients coming through as predict-
ed from national data and confidence that the plans in place will enable the Trust to respond 
well  

 
c. The Board discussed: 

i) the importance of sharing Alan’s Story and the learnings from critical care in the Trust’s 
broader communications to staff and the public about Covid-19 (KK) 

ii) the impressive, rapid application of learning and reflection and the whole Trust response to 
Covid-19 (MM) 

iii) the leadership of key members of staff (Thys de Beer, Lisa Niemand and Claire Blake) in 
readying the Trust for wave 1 and the bar they set for the rest of the organisation to follow 
(SB)  

iv) the typical needs for patients post discharge including long term fatigue and memory prob-
lems and the psychological impact of having been in intensive care. There had been good 
support from clinical psychologists and rehabilitation teams followed-up with patients in the 
community and patients also returned for follow-up clinics 

v) NED challenge (RSt): whether there was an understanding of nuanced progression from 
presenting features or whether there was variability in each case. It was confirmed that not 
all patients responded in the same way and that as learning increased about the disease 
nurses and doctors treating patients developed a feel for when specific intervention was re-
quired  

vi) NED challenge (RSt): what the learning had been with regards communicating with families 
given the visiting restrictions and what might continue to be adopted beyond the pandemic. It 
was responded that in intensive care, one of the most important things is the relationship 
with the patient’s relatives and that had been very difficult as a result of Covid-19 visiting re-
strictions. The Clinical Matron secured iphones early on to ensure communications for pa-
tients and staff in isolation areas. That kit has been upgraded and a more manageable ap-
proach to allocating it out put in place (e.g. time for calls). The team has also improved their 
skills in having difficult conversations over the phone. The Director of Integrated Governance 
confirmed that all elements of ‘stay connected’ would continue across the Trust and that a 
key learning was daily communication with a designated family member  
 

d. The Board resolved to  
i) thank Alan for sharing his story with the Trust and wished him well for his recovery 
ii) thank Thys De Beer, Lisa Niemand and all ITU staff for their unwavering commitment to and 

compassion for patients during the Covid-19 pandemic  
iii) note Alan’s Story, the experiences of the critical care unit and the learnings from Covid-19 

wave 1 
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20.153 Covid-19 Response Update  
 
a. The Chief Operating Officer verbally briefed the Board using a slide deck on the status of the 

Trust’s response to Covid-19 and the Board noted: 
i) the changed format of the briefing to focus on aspects relating to Phase 3 recovery and the 

need to manage Covid-19 alongside elective recovery  
ii) the visiting policy restrictions put in place early on to reduce footfall on the sites which was a 

key factor in minimising spread of the virus  
iii) full recognition of the impact the visiting restrictions have had on patients and their loved 

ones, especially in areas like maternity, and the importance of clear communication with 
Healthwatch and Maternity Voices to explain the restrictions  

iv) alongside the current restrictions, the Executive would also respond to exceptional circum-
stances in making a decision about visiting  

v) a reminder regarding the approach to recovering elective care and management of harm – 
including the prioritisation throughout the pandemic of cancers and urgents  

vi) the Trust’s good cancer performance regarding two week waits and positive national com-
parative position 

vii) theatre capacity and the impact of pausing elective activity including: 
• the importance of stringent infection control and the need to train staff for critical 

care 
• a dip in theatre capacity performance in August due to a theatre refurbishment 

with thanks to the estates team for their swift work  
• patients per session were at 2.15 and pre-Covid-19 it was 2.51  
• touch time was better than pre-pandemic as better use was made of resources 

and capacity which was an important lesson to learn  
viii) the overall trajectory for referral to treatment (RTT) and the two ‘bumps’ in the waiting list; 

the first ‘bump’ had been dealt with; the second ‘bump’ related to those people who had 
waited to seek help during lockdown and a resulting surge of more recent referrals. Weekly 
RTT meetings were in place to manage the waiting list and triangulate with harm reviews 

ix) the Trust was one of the few nationally to see a recent improvement in those waiting longer 
than 52 weeks for treatment, however it was noted that position may worsen again as the 
second ‘bump’ is dealt with. All those waiting longer than 52 weeks are risk assessed and 
brought forward if necessary  

x) there were issues nationally with diagnostics however the Trust had a slight improvement in 
performance; audiology was taking some time to recover as it requires face-to-face contact 
for outpatients however the Trust had acquired some new technology to do remote tuning of 
hearing aids which would help. More service was being brought back online for colonoscopy, 
working with Bodmin Hospital and the Duchy, although there was some way to go for recov-
ery with that specialty   

xi) the key risks including: 
• minimising harm, noting that the Trust had been asked to share the work on the 

harm dashboard with the rest of the South West region; 
• the need to be clear on the ability to dynamically flex up and down to increase 

critical care capacity to run complex operations 
• the impact on flow of a lower bed base due to Covid-19 social distancing (re in-

fection control) and the removal of one ward to boost intensive care capacity to 
run complex operations 

• system-level risks, at an aggregate of individual organsiations, of managing 
Covid-19 alongside business as usual pressure  

• managing within the Phase 3 financial resource envelope  
xii) the challenges with regards continuing to communicate with the public with regards visiting 

restrictions; rebasing of beds against demands; and managing Covid-19 alongside Phase 3 
recovery  
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xiii) the supporting paper to the presentation with regards the management of harm and risk 
which outlined the process for the Trust as a whole and by specialty  

 
b. The Board discussed: 

xiv) NED challenge (SN, MS): how well was the Trust communicating with the public on visiting 
restrictions and other messages relating to waiting lists. The Chief Operating Officer re-
sponded that with regards internal messaging the Incident Command Centre (ICC) met eve-
ry day during wave 1 and twice a week since the end of lockdown; it was now being in-
creased to three times a week in line with the national picture of increasing infection rates. 
Regular Covid-19 specific communications were issued Trust-wide and all System cells 
were still operating to ensure good engagement across system partners. Concern about po-
tential misinformation making its way into the public domain and the Trust’s work with Radio 
Cornwall through the Chief Executive’s weekly interview and social media, as well as with 
Healthwatch and the voluntary sector, to communicate key messages 

 
c. The Board resolved to: 

i) note the update on Covid-19 response/recovery 
ii) note the approach being taken to the management of harm reviews in relation to recovery of 

waiting lists, with the focus being on minimising harm to those patients assessed at greatest 
risk  

 
STRATEGY, PERFORMANCE AND FINANCE 
 
20.154 RCHT Winter Plan 

 
a. The Chief Operating Officer introduced this report and the Board noted: 

i) the original intention to bring the Trust’s Winter Plan to the Board in September; it was de-
layed due to a desire to pull together the plans for winter, flu and Covid-19 however this was 
not easy to achieve and as such the plans remain separate. However, a project manage-
ment approach would be taken though to ensure consistency of approach across the plans  

ii) new initiatives from last year as a result of work by Newton Europe, including the bed bureau 
and three centres which enable patients to access the care they need closer to their home 
(e.g. having geriatricians working in the community to avoid frail people needing to come into 
hospital) 

iii) learning from Covid-19 had been reflected in the Winter Plan and next week all Covid-19 
plans would be refreshed in the context of the Winter Plan and the developing national pic-
ture  

iv) each organisation within the wider System had its own responsibilities to prepare for winter, 
including business continuity plans and staffing models; an overarching System-wide Winter 
Plan was in development to provide support and challenge across the system to identify in-
terdependencies and mutual aid 

v) communications plans were in development with regards advising the public which services 
to use in which instances  

 
b. The Board discussed: 

i) NED challenge (SN): how to ensure safe discharges for vulnerable people including people 
who are homeless or in insecure accommodation and those who cannot afford to heat their 
homes. The Joint Director of Nursing, Midwifery and AHPs responded that there is a home-
less advisor as part of the integrated safeguarding team to ensure people have the right des-
tination to go to. The System Director for Urgent and Emergency Care confirmed that there 
were strong connections between the Trust and public health and that a specific public 
health consultant was dedicated to winter wellbeing, including last year having developed 
good communications materials on keeping warm at home, distributed by community teams 
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ii) NED challenge (MM): how the Trust could be assured that when people were given infor-
mation (e.g. about keeping warm or safe housing) that they get it. The System Director for 
Urgent and Emergency Care confirmed that it was difficult to track when patients are dis-
charged if they do not have a continuing social care need. There was a balance to giving 
people the tools to use as they determine and intervening where needed 

 
c. The Board resolved to: 

i) note the current position RCHT is with winter planning 
ii) approve the management of the plan in accordance with ICC principles 
iii) note the existing links with social care and public health to help the most vulnerable people  

 
 
20.155 MRI/Lowen Full Business Case 
 
a. The Director of Strategy and Performance introduced this item, joined by Bryson Pottinger, Con-

sultant Hematologist and Emma Spouse, RCHT Imaging Lead, and the Board noted: 
i) the MRI/Lowen Full Business Case (FBC) had been reviewed by Finance and Performance 

Committee and recommended to the Board for approval 
ii) the project was a key enabler for the Women’s and Children’s build and was on plan to de-

liver by October 2020 
iii) the FBC had been circulated to Board members with the meeting papers (and was available 

to members of the public on request) and the cover report set out changes between the Out-
line Business Case (OBC) and the FBC which were:  

• updated capital costs, initial capital costs increased from £31.7m to £34.4m between 
OBC and FBC and that the Trust had been supported by NHSI to submit the 'wave 
variation' (technical document) funding for the capital gap of £3m 

• the Trust had submitted a capital funding gap and scope change template to NHSEI 
for the additional £3.06m capital costs. The cost increase related to inflation impacts 
since the STP bid of £1.5m and a small increase in footprint following full design work 

• updated revenue costs to reflect a reduction from £1.7m per annum at OBC to £1.55m 
per annum following review and finalisation 

• updated table of additional Cost Improvement Programme (CIP) required to negate 
the impact of the scheme on the overall Trust deficit position. NHSI/E expect this to 
cover off the full value of increased revenue costs but because of increased capital 
charges a £0.4m annual increase in revenue costs remained 

• updated risk register for the project high level risks, including Covid-19. 
iv) the imaging requirements and benefits of the project including technological opportunities to 

reconfigure layout to improve safety; enhanced in-patient waiting facilities; and future-
proofing the build by ensuring the department is big enough to take three magnets when the 
need arises  

v) the problems with the existing provision, including poor drainage and roof issues which im-
pact on the risk to vulnerable patients, and that the project had been in-train for a number of 
years  

vi) that the new provision would enable a change to the model of care with a hope to deliver 
more ambulatory care at the front with expanded treatment options, particularly for the clini-
cal trials portfolio  

 
b. The Board discussed: 

i) the current facilities had been identified on the Trust’s risk register for some time and the 
Board’s support for the upgrades proposed to deliver significantly improved facilities for pa-
tients and staff to enable safe, quality care  

ii) that the developments were key to the services going forward e.g. research, long Covid-19, 
cancer treatments, and that it was pleasing to see the project coming to fruition (GV) 

iii) the hard work of the team and the importance of a nice environment to work in (MM)  
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c. The Board resolved to: 

i) approve the FBC for Haematology / Oncology (Lowen) Ward and MRI Suite re-provision 
ii) agree the case can be formally submitted to NHSI/E for review  
iii) delegate authority for any non-material post review changes to the Director of Strategy & 

Performance 
 

 
20.156 Integrated Performance Report (IPR) 
 
a. The Chairwoman noted that although the Board was reviewing August data in October this was 

due to a change in dates of the Board meetings to the first week of the month and still reflected 
the most up-to-date data available for review; the September Committees had considered the 
IPR  
 

b. The Deputy Chief Executive introduced this item and the Board noted:  
i) the three sections of the report – Brilliant Care, Brilliant People and Brilliant Improvement 
ii) August was a busy operational month with the impact of tourism 
iii) ED flow had been a challenge due to a return to business as usual levels 
iv) the importance of the triumvirate between the Chief Operating Officer, Joint Director of Nurs-

ing, Midwifery and AHPs and the Medical Director to manage discharges 
v) good performance in relation to cancer standards however concerns with regards referral to 

treatment due to the impact of Covid-19 on elective surgery  
vi) the Trust’s proposed breakeven finance position  
vii) the new Covid-19 dashboard which had been appended to the IPR 

 
c. The Joint Director of Nursing, Midwifery and AHPs invited Executive Directors to highlight issues 

by exception to the Board and the Board noted: 
 
i) Brilliant Care (Director of Nursing, Director of IG and MD):  

• pressure ulcers and falls continued to be of concern; there was peak in pressure ulcers 
in critical care which had been resolved with further education and new ways of applying 
equipment 

• surgical admissions lounge and Med 1 and Med 2 at St Michael’s Hospital saw a spike 
in falls. A review was underway to check staffing levels and it was noting that surgical 
admissions had seen an increase in patients presenting with complex conditions; the 
quarterly integrated falls and pressure ulcer improvement plans would be considered by 
October’s Quality Assurance Committee  

• while overall ED checklist compliance had improvement, documentation was 1% below 
target of 90% 

• c/difficile performance and requested fresh eyes review which had been postponed due 
to the pandemic and would be picked up by a new appointment to the Trust with signifi-
cant experience in infection control  

• duty of candour reporting at 40% for August at the time of the report; meetings with care 
groups had been undertaken to explore any obstacles to timely completion   

• performance had dipped in relation to complaints in the previous month and although 
improved for September the target had not been met, although noted the numbers are 
low (3); the Trust was always looking to learn from complaints  

• standardised mortality ratios benchmarked favourably against peers and significantly 
below national average 

• 100% screening had been met for sepsis screening and ED had restarted their Sepsis 
Improvement Group; steady increase in number of antibiotics delivered to patients with-
in one hour but performance was still slightly below target  
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• theatre cancellations were being managed closely and avoided wherever possible, with 
decisions being taken by the Chief Operating Officer  

• ED was at pre-Covid-19 activity levels and space was a challenge due to social distanc-
ing requirement; all patients into ED are swabbed and those needing a bed cannot be 
allocated one until there is a result  

• a zero tolerance to corridor waiting due to social distancing and mitigating the risk of 
Covid-19 cross-infections; working with the ambulance service to manage this 

• continuing work on morning discharges to support flow, with the intention of discharging 
before midday where possible  

• an increase in the average length of stay; working with the bed bureau to ensure safe 
discharges 

• work with primary care on how to prevent falls at home 
• work with colleagues in the Same Day Medical Assessment Unit (SDMA) and consult-

ants to move patients quickly out of ED to release ED capacity  
 

ii) Brilliant People (Director of People and OD):  
• staff turnover was improving month on month as were vacancies; almost 100 bank 

workers into substantive posts over the past 3 months or so 
• learning with regards to apprenticeships, which were effectively fixed-term contracts, 

and the need to succession plan early for permanent roles  
• a new chart demonstrating staff movement within the organisation and the need to do 

more to map flexible working to certain areas (e.g. the intensity of the Emergency De-
partment makes full time working a challenge over time and so a portfolio approach may 
be more appropriate to help reduce stress and anxiety)  

• plans in place as a system for a care support worker to work across any organisation 
with an enhanced skills set to meet the needs of our patients 

• working with the Department for Work and Pensions to enable community members 
who may have been made redundant / furloughed to enter the care sector  

• challenges around appraisals and mandatory training, the latter impacted by space con-
straints due to social distancing meaning the ability to train staff on certain things had 
significantly reduced 
 

iii) Brilliant Performance (Director of Strategy and Performance/Deputy Director of Fi-
nance/Chief Information Officer) 
• research and development income was significantly down during the pandemic and was 

back on plan due to fantastic catch-up work by the team; as at the end of September 
£435k worth of income had been generated versus the pre-Covid-19 plan of £440k 

• the Trust had been the most successful in the South West in recruiting to the Siren 
study and it was likely the Trust would be chosen as a site for Covid-19 vaccination tri-
als 

• the context of the ‘ambers’ relating to the digital strategy which was a result of digital 
support redirected to the Covid-19 response; equipment for the data centres was arriv-
ing  

• finances were covered under the Month 5 Finance Report item 
 

d. The Board discussed:  
i) NED challenge (MM): how performance around appraisals would be addressed. The Direc-

tor of People and OD reported that the paperwork had changed as it had been identified as 
a barrier for some staff. A dedicated member of staff would also be identified to input ap-
praisals for care groups as administrative support was also identified as a barrier 
 

e. The Board resolved to note the Integrated Performance Report for the period 31 August 2020 
 

f. The Board agreed the following actions: 
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i) Director of People and OD to circulate a briefing note on plans at system level for care sup-
port workers and engagement with the Department for Work and Pensions 

 
 

 
20.157 Month 5 Finance Report and Update on Public Dividend Capital 
 
a. The Deputy Director of Finance introduced this report and the Board noted: 

i) that Finance and Performance Committee had considered the report and recommended it to 
Trust Board 

ii) the continued breakeven position due to true-up and top-up income  
iii) work underway to develop the Month 7 to 12 financial plan, working within the system finan-

cial envelope 
iv) the additional section of the report relating to retrospective and prospective approval sought 

for Public Dividend Capital per Standing Financial Instructions as it reflects a form of borrow-
ing for the Trust 

v) that due to the timing of some of the approval processes and timelines against the capital 
programme, including the Women’s and Children’s build, and timing of expenditure with P22 
contractors, approvals for spend (or other relevant matters) may need to be sought between 
Committee/Board meetings to draw down funding   

 
b. The Board raised no questions or challenge for discussion 

 
c. The Board resolved to: 

i) note the financial position of the Trust for the year to 31 August 2020 
ii) provide retrospective and prospective approval for Public Dividend Capital that has been 

confirmed 
 

 
20.158 Committee Assurance Reports 
 
a. The Board noted the following summaries from its Committees: 

 
b. People and OD Committee (10 September 2020) – presented by Sarah Newton, Non-

Executive Director on behalf of the Chair of the Committee 
i) the Freedom to Speak Up Guardian programme had been recognised as outstanding and 

the Committee thanked the Guardian for her work 
ii) the Director of Medical Education reported survey results which highlighted how satisfied 

junior doctors are in their experience of the Trust  
iii) the importance of the staff survey in understanding what is working well at the Trust and 

what needs to change  
iv) how to encourage staff to have their flu jab  

 
c. Charitable Funds Committee (15 September 2020) 

i) The Committee acts on behalf of the corporate trustee 
ii) a discussion with on the Charity’s Strategy and its implementation plan, including the inten-

tion to recruit to a position of Head of Charity   
iii) approved the investment strategy  
iv) reviewed activity by the fundraising team the regards the Covid-19 fund – NHS Charities to-

gether and local donations – including the provision of tablets and phones for patients while 
in hospital 

v) reviewed the charity’s latest financial position and noted the relatively good position of the 
general fund while recognising the need to raise awareness of the charity for increasing 
fundraising  
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d. Finance and Performance Committee (21 September 2020) 
i) nothing by exception to report to the Committee 
ii) welcomed the Covid-19 dashboard element of the integrated performance report 
iii) recommended for approval to the Board the Strategic Outline Case for the Peripheral Sites 

project and noted work was progressing to Outline Business Case 
iv) reviewed policy for Business Case approval  
v) reviewed an update on the capital programme  
vi) considered enhanced security arrangements and requested further information on the next 

steps as the pandemic continues 
vii) received assurance on backlog maintenance equipment 
viii) reviewed a proposal on resourcing required for transformation and appointment of a strate-

gic partner  
 

e. Quality Assurance Committee (23 September 2020) 
i) reviewed in detail referral to treatment performance and harm reviews – nothing to escalate 

to the Board in respect of that  
ii) discussed an update on the health and safety programme and the related principal risks 
iii) reviewed the Ward to Board report and noted that ward accreditation had recommenced 
iv) scrutinised the integrated performance report and discussed an increase in falls and hospital 

acquired thrombosis for which assurance of actions was sought  
v) an improvement in stroke performance  
vi) interrogated two of the most recent never events 
vii) received a deep dive report on sepsis and were assured on actions being undertaken, noting 

that a sepsis lead had been recruited  
viii) monitored the timeliness and quality of hospital discharge summaries and noted the quality 

improvement programme underway  
ix) noted compliance with same sex accommodation, acknowledging that two unavoidable 

breaches had occurred and the reasons why  
x) welcomed sustainable improvement in the nurse-led end of life care through the service’s 

quarterly report  
xi) at the Joint Quality Assurance Committee with CFT: considered children’s safeguarding and 

provided assurance to the Board in that respect; reviewed the safer staffing position state-
ment, noting that there would usually be a full assurance report which was delayed due to 
Covid-19, and continued to consider what constitutes safe staffing levels with our level of 
acuity  

xii) reviewed the visiting policy and restrictions due to Covid-19 and reiterated the importance of 
consistency of approach across the county 

xiii) noted the activities and outcomes with regards the thematic review of medicines manage-
ment 
 

f. The Board discussed: 
i) the approach to monitoring quality system-wide, with MS as Chair of the System Joint Quali-

ty Assurance Committee, with the intention to blend work done elsewhere and triangulation 
across sources as opposed added a further governance layer for executives to service (MS) 

ii) NED challenge (MM): when the next formal report on safer staffing would come to the Board 
per regulation. The Joint Director of Nursing, Midwifery and AHPs confirmed that the regula-
tory report on safer staffing was not required as it was part of reporting stood down national-
ly in response to Covid-19. However, the Trust was has produced an integrated safer staff-
ing position statement with CFT to report on its application given the importance the two or-
ganisations place on it  

 
g. The Board resolved to: 

i) note the reports from the Committees 
ii) note the Ward to Board report 
iii) note the Trust’s statement of compliance with the provision of same-sex accommodation 
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iv) note the position statement on safer staffing 
 
QUALITY AND PEOPLE 
 
20.159 Never Events Assurance Report – Thematic Review and Action Plan  
 
a. The Director of Integrated Governance introduced this report and the Board noted: 

i) the Trust had reported five never events between May 2020 and September 2020; prior to 
this no never events had been declared for 12 months 

ii) serious incident investigations into the first two had completed and the remaining investiga-
tions were on-track to report within agreed timeframes 

iii) common themes had been identified and all related to procedures, in particular the imple-
mentation of the Five Steps to Safer Surgery checklist, not being adhered to correctly 

iv) immediate actions taken to mitigate the likelihood of these recurring and further action 
planned. Action taken included: 

• safety alert briefings to all staff 
• requesting a clinical quality review by NHSE/I and Kernow CCG of the implementation 

of Five Steps to Safer Surgery 
v) culture was key in the application of the checklists and a potential issue identified in terms of 

staff not feeling empowered to challenge 
vi) reporting on the action plans would be made monthly through Quality Assurance Committee 

to ensure the Committee remained sighted on issues 
vii) a clinical lead for culture change and improvement had been appointed by the Trust to work 

across organisational development, clinical governance and transformation. The clinical lead 
will be involved in actions from the never events and asked to identify tangible actions to be 
taken to improve culture (KE) 

viii) a member of the organisational development team was also being included in the ward ac-
creditation team and the serious incident investigations 

ix) the report had come straight to the Board at the request of the Chairwoman and Chief Exec-
utive as a reflection of how seriously the Board takes its responsibilities to patient safety 
(MM) 

 
b. The Board discussed: 

i) NED challenge (RSt, RSm): the report did not clearly pull out the underlying issue of culture 
and how that was being addressed; sought assurance on understanding of ‘why’ the never 
events had happened as would expect training to be well understood in professional areas. 
The Joint Director of Nursing and AHPs confirmed that there was determination to identify 
and understand the root cause and the report at present reflected the current position with-
out the benefit of all investigations having closed. Some resulting actions would likely be HR 
related. If was further confirmed that there was a need to understand where there might be 
resistance to compliance with the checklists and, if a difficult member of staff, how best to 
address such behavior and empower colleagues to speak up. The checklists keep patients 
and staff safe and are mandatory not optional and should be applied no matter what pace 
someone is working at 

ii) the never events appeared cultural in terms of use applying process and not directly related 
to hierarchy, however there were some examples of dominant behaviours in other areas that 
were being dealt with (AG) 

iii) the importance of flat hierarchy in theatres to enable people to feel safe in speaking up (AG)  
iv) the triangulation of the never events with other cultural issues the Board had been advised 

of in different areas over the past few months and disappointment in that regard in the con-
text of the excellent response to Covid-19 (GV)  

v) NED challenge (RSt): what the teams’ own feedback was on why the never events had hap-
pened and if that could be reflected in future reports. The Director of Integrated Governance 
confirmed that the teams’ views would be reflected in future reports  
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vi) NED challenge (MM): the Board’s concern about the cluster of never events and a request 
for more detail on the ways in which learning is being shared across the Trust and basics 
reaffirmed. The Director of Integrated Governance confirmed that briefings had been under-
taken with all areas not just those affected by the never events. A specific never event news-
letter was in development and senior staff were ‘walking the floors’ to observe practice and 
provide support. Through Brilliant Care Week there were a series of safety conversation that 
use real-life events that have happened at the Trust to deliver learning and key messages  

vii) NED challenge (MM): the urgency and pace of the actions and how quickly messages were 
being delivered to staff. The Director of Integrated Governance confirmed that messages 
about initial findings had already been delivered and more would be communicating in the 
coming two weeks once the final three investigations were finalised. The work around never 
events would be kept live and dynamic and team working culture is being examined and 
supported at pace  

 
c. The Board resolved to: 

i) note the initial findings of the Never Events investigations 
ii) note that the Trust has invited NHSI/E and Kernow CCG to undertake a further Quality Re-

view of Theatres; noting that an initial meeting would take place on 2 October 2020 
iii) approve the actions identified to date to mitigate future Never Events 
iv) delegate monthly monitoring of the overall Safety Culture improvement plan to the Quality 

Assurance Committee, ensuring that the outcome of a cultural review is reported back 
through to the Board 

 
d. The Board agreed the following action: 

i) Director of Integrated Governance to ensure that reflections from the teams involved in Nev-
er Events are included in future assurance reports to the Board on the matter 

 
20.160 Infection, Prevention and Control Annual Report 2019/20 
 
a. The Director of Infection, Prevention and Control, Louise Dickinson, introduced this report and 

the Board noted: 
i) the annual report for 2019/20 from the Director of Infection, Prevention and Control which 

was a statutory requirement per the Health and Social Care Act 2012 
ii) with regards reportable infections, c difficile infections were higher than expected and as 

such the Trust had invited NHSE in to undertake a fresh eyes review of practice. That review 
had been postponed due to Covid-19 however a new Consultant Nurse was starting in No-
vember and would undertake the review  

iii) Surgical Site Infection Surveillance was conducted in orthopaedic surgery  
iv) 318 bed days had been lost to norovirus during the period June 2019 to January 2020  
v) peer reviews of hand hygiene reports to ensure validity of results 
vi) the IPAC team had responded to Covid-19 by playing a pivotal role in implementing the 

Pandemic Plan  
vii) Both CQUINs had been met for antimicrobial stewardship 

 
b. The Board raised no questions or challenge for discussion 

 
c. The Board resolved to: 

i) approve the Infection, Prevention and Control Annual Report for 2019/20 and the Pro-
gramme of work  

ii) thank the Director of Infection, Prevention and Control and her team for their hard work un-
der great pressure in response to Covid-19 
 

20.161 Annual Flu Campaign 
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a. The Director of People and OD introduced this report and the Board noted the plans to increase 
the uptake of flu vaccinations among staff at the Trust and the commitment of resources to a 
wider system approach to the flu vaccination of our population 

 
d. The Board raised no questions or challenge for discussion 

 
c. The Board resolved to 

i) note the elements of the proposed Flu Vaccination program and the Board checklist at Ap-
pendix 2  

ii) note the ambition to achieve the flu vaccination offer to 100% of frontline healthcare staff be-
ing vaccinated  

iii) appoint the Joint Director of Nursing, Midwifery and AHPs as the Board-level champion for 
the Flu Programme per the checklist at Appendix 2  

 
 

20.162 Guardian of Safe Working Hours Quarter 1 Report 
 
a. The Guardian of Safe Working Hours, Jon Stratton, introduced this report and the Board noted: 

i) the Guardian’s Quarter 1 report from April to June 2020, per regulatory requirement 
ii) no areas of high risk were highlighted with regards junior doctor staffing 
iii) the actions for focus were one in three weekend working; automatic payment of activity fol-

lowing an exception report; and vacancies identified later on in the year  
iv) the estimated cost of moving to a 1:3 ratio was reflected in the Trust’s Phase 3 financial plan 

for month 7-12 (KSim) 
 

e. The Board raised no questions or challenge for discussion 
 

f. The Board resolved to  
i) note the quarterly assurance report from the Guardian of Safe Working Hours 
ii) agree to receive the Guardian’s report direct to the Trust Board instead of via People and 

OD Committee for efficiency and to reflect the Board’s responsibilities in this regard 
 
20.163 Learning from Deaths Quarter 1 Report 
 
a. The Medical Director introduced this report and the Board noted:  

i) the Quarter 1 Learning from Deaths Report which was a regulatory requirement 
ii) overall mortality (as measured by the Hospital Standardised Mortality Ratio) at the Trust was 

below the national average of 100 (93 for RCHT) 
iii) five main themes of the mortality reviews with regards: 

• treatment and diagnostic issues 
• documentation 
• communication 
• pathway delays and patient flow 
• recognition of the dying patient and starting end of life care 

iv) there were 12 high priority deaths in Quarter 1, seven of which related to serious incidents, 
complaints and concerns 

v) priority death reviews had been conducted in a timely manner, the rest of mortality reviews 
were showing some delay so the Mortality Review Group had put in place a rolling pro-
gramme of review  

vi) that ten medical examiners would be in post by April 2021 to examine deaths across RCHT 
and the community  

vii) the Clinical Harm Review Panel would consider harm reviews  
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viii) three alerting ‘red flags’ in the following areas: fracture neck of femur (was reviewed by Brit-
ish Orthopedic Society and actions underway); acute and unspecified renal failure (initial re-
view of these patients has identified no issues or recurrent themes); and leukemia (reviews 
of patients have identified no areas of concern)  

ix) additional areas of scrutiny regarding mortality data relating to: 
• acute cerebral vascular disease (stroke) – identified as a stroke mortality outlier. 

Review of patients has been completed and improvement actions identified with a 
number completed and underway, including introduction of thrombectomy imag-
ing software 

• lung cancer 30-day mortality and post Systemic anticancer therapy (SACT) – 
identified as a statistical outlier for patient with lung cancer, post SACT, in Eng-
land. Analysis of the 17 of the 18 cases correctly identified that four died from 
other illnesses and the remaining 13 died due to rapid progression of their can-
cer, despite treatment 

x) a structured judgement review had been undertaken for all patients who had Covid-19 listed 
as their main cause of death. Areas of improvement identified included assessment of level 
of frailty, documentation of consultant review and the need for completion of discharge 
summaries. The use of Treatment Escalation Plans (TEPs) was good as was the introduc-
tion of the ‘Independent Doctor’ to advocate for the frail. In most cases there was real com-
mitment to involving relatives, keeping them in remote contact with their loved ones and in-
formed, particularly when patients had begun to deteriorate 
 

b. The Board discussed:  
i) TEPs for people with learning disabilities or autism and shared learning in completing them 

correctly, driven by the Learning Disabilities team (KOK) 
ii) NED challenge (MM): how far-reaching was learning about learning disabilities at the Trust. 

The Medical Director acknowledged that ongoing training for doctors was currently insuffi-
cient and needed to be strengthened, alongside the mandatory training on vulnerable pa-
tients 

iii) NED challenge (RSt): clarification required on the action page on page 20 of the report in 
terms of timeframes for delivery. The Medical Director clarified that a number of the recom-
mendations in the table did not apply to RCHT as the Trust did not have patients in those 
categories  
 

c. The Board resolved to: 
i) note the Q1 report for Learning from Deaths as part of the Board’s assurance arrange-

ments 
 
d. The Board agreed the following action:  

i) Medical Director to enhance learning disability training for doctors 
 
20.164 Consideration of Risk 
 
a. From the discussions of the meeting, the Board considered no additional matters required esca-

lation to the Board Assurance Framework and/or Corporate Risk Register than that already noti-
fied, however the cultural aspects of never events would be reviewed for the BAF 

 
20.165 Board Calendar of Meetings, Glossary of Terms and Work Programmes 

 
a. The Board noted the Calendar of Meetings, Glossary of Terms and work programme which set 

out the forward plan of business. 
 
20.166 Questions from the Public 
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a. The Board noted that members of the public viewing the meeting on MS Teams Live had been 
engaging in the ‘Q&A’ function and one individual had raised a question. As this was a Teams 
Live event, questions were permitted during the meeting and taken at this item. The questions 
raised and answered were as follows: 

 
• Question (Jane Bernal): Following on from concerns about endoscopy in the Perfor-

mance Report. I would like to know how many people are now waiting for gastroscopy 
or colonoscopy, how those on the waiting list are assessed for risk of harm, and how 
long they should now expect to wait. 
 

• Answer: The Chief Operating Officer reported that 985 people were waiting for gastros-
copy or colonoscopy; the two week cancer rule had been achieved and all patients on 
waiting lists were subject to harm review where appropriate   
 

• Question (Jane Bernal): About TEP for people with Learning Disabilities and Autism, 
are we improving the quality of the recording, or truly reducing the number of people 
placed on inappropriate TEPs and potentially excluded from treatment that might be life-
saving, and that they might have received had they had no such disability? 
 

• Answer: The Joint Director of Nursing, Midwifery and AHPs reported that there had 
been 14 deaths of patients with a learning disability since 2019 and all 14 had appropri-
ate input from the learning disability team  

 
20.167 Evaluation of Effectiveness of the Meeting 
 

 a. The following comments were received by Board members: 
 

 i) What worked well: 
 • good pace with a full agenda and detailed, focused discussion where necessary 
 • the technology 
 • comprehensive and inclusive discussion covering the Trust’s key priority areas 

 ii) Even more effective if: 
 • for improved public and staff engagement with the Board, the possibility of moving 

the time of the meetings into the afternoon/evening 
 

 b. It was reported that 14 people had accessed the live stream of the meeting and the Company 
Secretary would consider additional measures to improve engagement with the Board 

 
 
Date of Next Meeting: Thursday 5 November 2020 
The Chair advised the public that the Board would be moving into its private session per the Motion 
on Notice set out on the Agenda.  
 
 
The minutes were duly approved by 
 

Name  

Signature  

Date  
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KEY:
Action complete or proposed complete
Action in progress
Action overdue/incomplete

Min Ref Action Lead Status Due date Update

20.150 di)
Action log: Chief Operating Officer to circulate a 
briefing to the Board an update on the 
Outpatient Transformation Programme

Chief Operating 
Officer Proposed complete Oct-20 Update October 2020: Briefing circulated to the Board on 28 

October 2020

20.156 fi)

Integrated Performance Report: Director of People 
and OD to circulate a briefing note on plans at 
system level for care support workers and 
engagement with the Department for Work and 
Pensions

Director of People 
and OD Proposed complete Oct-20 Update October 2020: Briefing circulated to the Board on 29 

October 2020

20.159 di)

Never Events Assurance Report: Director of 
Integrated Governance to ensure that 
reflections from the teams involved in Never 
Events are included in future assurance reports 
to the Board on the matter

Director of 
Integrated 

Governance
In progress Nov-20 Update October 2020: The reflections from the team will reported 

into the November Quality Assurance Committee report. 

20.163 di) Learning from Deaths: Medical Director to 
enhance learning disability training for doctors Medical Director In progress Dec-20 Update October 2020: Medical Director to update the Board at 

the December meeting

20.129 dii)

Chairwoman's and Chief Executive's Opening 
Remarks: Director of People and OD to produce 
a deep dive briefing report on arrangements for 
and management of home working during the 
Covid-19 period and beyond

Director of People 
and OD Proposed complete Oct-20

Update September 2020: The briefing to come to 5 November 
Board meeting via October People and OD Committee. Links to 
the NHS People Plan3 and new ways of working.
Update October 2020: People and OD Committee reviewed the 
Flexible Working Guide on 28 October 2020 which had included 
learning from the pandemic. Action proposed as complete.

20.132 c

Innovation Strategy: Director of Strategy and 
Performance to make the amendments 
suggested to the Innovation Strategy from 
Finance and Performance Committee and Trust 
Board, and liaise with the Company Secretary to 
issue the finalised strategy to the Board for 
approval via e-governance during August

Director of Strategy 
and Performance Proposed complete Aug-20

Update September 2020: Further work ongoing with finance 
colleagues to clarify the future costs associated with the strategy. 
Aiming to complete analysis and issue for approval via e-
governance by Friday 2 October.
Update October 2020: updated strategy to be considered by 
Finance and Performance Committee and back to November 
Board for final approval
Update November 2020: On agenda for 5 November Trust Board

TRUST BOARD IN PUBLIC ACTION LOG

Apr-20
May-20
Jun-20

Jul-20

Oct-20
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KEY:
Action complete or proposed complete
Action in progress
Action overdue/incomplete

Min Ref Action Lead Status Due date Update

TRUST BOARD IN PUBLIC ACTION LOG

20.34

Guardian of Safe Working Hours: People and OD 
Committee to receive an update on the roll out of 
the Safer Staffing model across medics which 
would be reported through People and OD 
Committee in the next Guardian’s quarterly report.

Medical Director Overdue - on hold
01/05/2020       

(revised date to 
March 2021)

Update March 2020: To be included in the next Quarterly Report 
from the Guardian of Safe Working Hours to People and OD 
Committee and on to the Board (May 2020)                                                              
Update May 2020: This discussion and subsequent action was 
just pre-covid and has been superseded by the requirement for 
the consultant rotas to be very fluid necessitated by a rapid 
change in the ward bases of various teams. It is a piece of work 
that we will need to come back to once the ‘new normal’ has been 
established and we have fully rolled out the e-roster and medi-
roster systems.                           Update July 2020: Still on hold 
and reviewed regularly at QAC   Update October 2020: update 
provided at October Board. In order to roll out safer medical 
staffing all medical staff need to be on the appropriate roster. 
Work on the medical roster has been impacted due to Covid-19. 
Director of People and OD confirmed key milestone to have all 
medical staff on rosta by March 2021. Update on rostering 
considered by People and OD Committee on 27 October 2020

Jan-19
Jul-19

Dec-19

Mar-20
Feb-20

Nov-19
Sep-19
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EXECUTIVE SUMMARY 
Meeting: TRUST BOARD IN PUBLIC Date: 5.11.20 
Report Title: Update on RCHT / CFT integration Agenda Item: 8 
Author: Tim Atkins, Head of Strategy 
Executive Lead: Thomas Lafferty, Director of Strategy and Performance 

Alignment to Strategic Objectives Tick box(es) 
BRILLIANT CARE - Always providing safe, effective and compassionate 
care, where we listen and learn to provide an excellent patient experience 
and reduce avoidable harm. 

X 

BRILLIANT IMPROVEMENT - Instilling a culture of quality improvement 
where everyone feels empowered to make changes for the benefit of our 
patients. 

X 

BRILLIANT PEOPLE - Working together in a supportive environment to 
attract, develop and retain brilliant people. 

X 

Purpose of the Report 
Approve Discuss Note X 
This report updates the Board on progress with the programme of work to formally integrate 
Royal Cornwall Hospitals NHS Trust (RCHT) and Cornwall Partnership Foundation Trust 
(CFT). In particular it highlights the recent submission of our Strategic Case (see Appendix 
A) to NHS England and NHSE Improvement (NHSE/I) and next steps.

Consultation – other meetings discussed with and outcome of discussion: 
Prior to submission to NHSE/I, the Strategic Case for integrating RCHT and CFT was signed 
off by both trust Boards, and discussed and supported at the Governing Body of NHS 
Kernow CCG, the Health and Social Care Oversight and Scrutiny Committee of Cornwall 
Council, and the Council of the Isles of Scilly. 

Summary of key points 
The Strategic Case for the Formal Integration of Royal Cornwall Hospitals NHS Trust and 
Cornwall Partnership NHS Foundation Trust (Appendix A) explains why bringing the two 
trusts together in one organisation is an important step towards delivering better, more 
integrated care for the people of Cornwall and the Isles of Scilly. It can help enable the 
people who work in the NHS to deliver person-centred care closer to where people live, 
reduce health inequalities and meet the changing needs of our population – and support our 
longer-term aim to become an Integrated Care System. The Strategic Case considers a 
range of options and concludes that formal integration of the two trusts is the best way to 
deliver on these objectives. 

The Strategic Case also outlines some principles that will be important in developing an 
Integrated Clinical Strategy for the new trust, our joint financial position and a high-level plan 
for delivering and executing the transaction. 

Our Strategic Case was sent to NHSE/I on 16 October 2020. The submissions also included 
a number of supporting documents. These are listed in Appendix 1 of the Strategic Case, but 
are not included in the Board papers. 

The next step is for NHSE/I to review our case, seek clarification or further discussions 
where needed, and decide whether to recommend that we should proceed to develop a Full 
Business Case. A Full Business Case would then be submitted to NHSE/I in late 2021 
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ahead of formal integration in March 2022. 

What is the key question(s) for the meeting to consider? 
N/A – this update is provided for information only 

Key risks 
Risks related to the integration of RCHT and CFT are discussed in section 8.8 of the 
Strategic Case. 

Recommendations and reasons 
The Board is recommended to: 
• note the progress with work to integrate our two trusts, and in particular the submission

of the Strategic Case to NHSE/I

Equality and Diversity 
Statement 

The integration of RCHT and CFT presents an opportunity to 
promote equality and diversity, reduce health inequalities, and 
ensure that the benefits of better, more integrated care are 
shared by all people in the county, whatever their personal 
situation, background or characteristics. 

To ensure that we take this opportunity, it will be important that 
consideration of equality, diversity and health inequalities is 
built into the development of plans for the new trust and our 
Integrated Clinical Strategy. 

Environmental 
considerations 

Environmental sustainability is an increasingly important 
consideration in both RCHT and CFT, and for our partners in 
the wider health and care system across Cornwall and the Isles 
of Scilly. The Strategic Case highlights sustainability as one of 
the factors that we need to consider in developing our clinical 
and operational models for the integrated trust, and this will be 
an important part of the work that we do over the next 18 
months as we move towards integration. 
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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 31 

March 2022.  

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. 

The Integration programme is owned by an Executive Director, and sits within a shared 

Programme Management Office between the two organisations. The Integration 

Page 40 of 522



 

11 
 

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. 
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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 3. 

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 3. 

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. 
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Figure 2:  Distribution of PCNs across three ICAs for CIOS 

 

 

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. 

Page 45 of 522



 

16 
 

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 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 resulting in the cancellation of 

routine surgery and outpatient appointments saw performance drop to a new low of 

53% in July 2020. Services are starting to be switched back on in a phased approach, 

with recovery plans prepared for each service. 

 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 277 reported for August 2020. 

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 
but this has since recovered with 94.2% of patients being treated within 62 days in 
July 20. 
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3. Unplanned Care  

 Linked to both the reduced attendances within Emergency Departments & MIUs and 
increased bed capacity to admit patients, RCHT was able to meet the 95% 4-hour 
standard in Q1 for 20/21. This was last achieved in May 2018 and was significantly 
ahead of the planned recovery trajectory of 90%. There has only been one 12 hour 
trolley wait observed since February 2019 with the delay linked to awaiting Covid 
test results. In Q2, performance has declined but was still above the planned 
recovery trajectory of 90%.  

 At RCHT, challenges in meeting the 95% standard 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. 

 Ambulance handover delays of over 30 minutes have also improved in Q1 and Q2 
2020/21 with both 30 minute delays and 60 minute delays lower than in Q1 and Q2 
in 2019/20. 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.  

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. 

Page 49 of 522



 

20 
 

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.  

o Contributing to the wider determinants of health and wellbeing. 

 Healthy Start:  
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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.’  

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 
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(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 

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 
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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. 

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 
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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. 
 
However, due to the therapies team continuing to work across two separate organisations, 

Page 55 of 522



 

26 
 

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 letter of 

support from the CCG Chair and minutes showing support from Cornwall Council and the 

Council of the Isles of Scilly are included as supporting submissions. 
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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 
commenced the largest hospital building programme in England in a generation. As part of 

Page 68 of 522



 

39 
 

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. 

Our workforce wants 
to deliver whole-

We want to develop a 
coordinated and collaborative 

Improved quality and safety of 
services, through standardised 
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person 
compassionate care. 

workforce model, with 
opportunities for mutual 
development of skills and 
abilities. 

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:  

Page 73 of 522



 

44 
 

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 4. 

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

Page 78 of 522



 

49 
 

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 were put on hold in March 2020 which postponed a 

plan for the whole of the financial year. As a result of Covid-19 an interim national financial 

framework was introduced covering the first four months of the financial year, which was 

further extended to cover August and September 2020. A revised financial framework for 

second half of the 2020/21 financial year to March 2021 was issued in September. This 

therefore has impacted on the normal operational planning financial regime and directed 

focus to restoration and recovery phases only within financial break-even requirements.  

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. 

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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Figure 13: RCHT current financial performance 

 

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. 

As outlined above, interim arrangements in response to Covid-19 in 2020/21 have impacted 

on the normal operational planning financial regime and directed focus to restoration and 

recovery phases only within financial break-even requirements. 

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 were put on hold in March 2020 which postponed a 

plan for the whole of the financial year. As previously stated, this has impacted on the 

normal operational planning financial regime and directed focus to restoration and recovery 

phases only within financial break-even requirements. 

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 principles and key assumptions set out here use the projected standalone financial 

plans for both organisations and then incorporate 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 assumptions 

beyond the 2020/21 interim financial framework arrangements 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. 

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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Figure 21: Estimated increased collaboration savings 

 

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 31st 

March 2022. 

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 boards 

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 
 

October 2020 Strategic Outline Case submitted to NHSI for review 

November 2020 NHSI/E complete review of Stategic Case and indicate 
whether or not proposed transaction may move to 
Business Case stage 

November 2020 - September 
2021 

Trusts develop Full Business Case, including: 

 Development of benefits realisation plan 

  Long-Term Financial Model 

 Development of  post-transaction implementation 
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plan 

  Completion of full due diligence 

  Completion of revised constitution 

 Trusts complete negotiation of transaction agreement 

July 2021 - September 2021 Reporting Accountant Review  

October 2021 Business Case approved by both Trust Boards 

November  2021 Trusts submit Business Case to NHSI 

February 2022 NHSI/E Board meeting with both Boards 

February 2022 NHSI/E issues transaction risk rating 

March 2022 Boards and COGs formally approve transaction 

March 2022 NHSI/E formally grants transaction and Trusts merge 

 

Further detail on the proposed timeline is included in Appendix 5. 

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. 
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Figure 24: Programme reporting structure 

 

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 
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specified activity which will be determined by the key deliverables. The workstreams are 

indicated in figure 25 below. 

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 being delayed 

CFT CEO has engaged with NHSE/I and 
agreed to extend the transaction timeline to 
March 2022. Risk closed on that basis, but 
we will monitor Covid-19 activity next year 
and re-open if necessary. 

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. 
4) Additional resource requirements to 
support the programme to be scoped 
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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  

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 

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. 

Staff and External Engagement: There 
is a risk that there is insufficient time to 
engage and communicate with all 
internal and 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) 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. 

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. 
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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. 

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. 
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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 

 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.  
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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. 

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: 

Page 101 of 522



 

72 
 

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: 

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.  
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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 

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 Programme risk register 

4. RCHT a) Board Assurance Framework, b) Corporate Risk Register and c) Corporate 

Risk Register Dashboard (latest draft pending approval at RCHT Board 5 November) 

5. CFT a) Board Assurance Framework and b) Corporate Risk Register  

6. Integration Committee minutes recommending this Strategic Case to both trust 

boards 

7. RCHT Board a) papers and b) minutes showing the consideration and approval of 

this Strategic Case 

8. CFT Board minutes showing the consideration and approval of this Strategic Case (a 

draft of this document was presented as the paper) 

Quality 

9. CQC comprehensive inspection report on RCHT 

10. RCHT CQC action plan 

11. CQC comprehensive inspection report on CFT 

12. CFT CQC action plan 

Delivery 

13. Director profiles 

Engagement 

14. Letter of support from the Chair of NHS Kernow CCG 

15. Minutes from Cornwall Council’s Health and Social Care Oversight and Scrutiny 

Committee showing support for the formal integration of the two trusts (see pages 

6-7) 

16. Minutes from the Council of the Isles of Scilly, showing support for the formal 

integration of the two trusts (see page 9) 
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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

 
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 

                                                      
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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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. 

Prior to this, average daily emergency attendances (in a comparable period)6 at RCH had 

been up 1% in 19/20.  

                                                      
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. 

6
 Average Daily RCH ED Attendances 214 (1

st
 April 18 – 28

th
 of February 19) 216  (1

st
 April 19 – 29

th
 February 20) 
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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 during wave 1 of Covid were significantly 

reduced with average daily ED attendances for April and May at 45% of 2019/20 levels.8 And 

whilst these have increased these remain below the amounts of activity previously 

experienced with ED Attendances in September at RCH down 14% on last year9  

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 2018/1910. 

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 

with a 4% increase in Elective admissions11. However as above, these forecasts are likely to 

                                                      
7
 RCHT Operational Plan Type 1 & 2 Attendances  

8
 14,070 Type 1 ED attendances April & May 19,  6265 Type 1 ED Attendances April & May 20 

9
  6474 Type 1 ED attendances September 19, 5557 Type 1 ED attendances in September 20 

10
 Monthly Pathway Analysis Clock Starts: 18/19 136,710, 19/20 136,545 April to Feb 125,011 18/19, 127,389 

19/20) 
11

 Submitted RCHT Annual Operating Plan 
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be significantly affected by Covid-19 and will likely show a significant reduction, with 31% 

fewer outpatient appointments and 39% fewer elective admissions performed in Q1 and Q2 

2020 compared to the previous year. 12   

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 *13.  

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,14  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. 

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.  

                                                                                                                                                                     
 
12

 OP Attendances Q1-Q2 (272,707 2019; 187,760 2020) .  
   Elective Admissions Q1-Q2  (38,509 2019; 23,606 2020) 
13

 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 
14

 RCHT Beds Model Predicted beds required 20/21 630 90% Occupancy 23/24 684 beds. * assuming no 
reductions to LOS 
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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. 

 

Figure 36: Core fidelity Crisis Response Home Team (CRHT) provision. 

For what percentage of the population do you have core fidelity CRHT provision in place. 
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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 two 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 

 

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. 
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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: 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

e
rn
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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. 
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RCHT Well-led Summary 

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. 
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Figure 42: RCHT Should-Do Action Summary 

Core 
Service 

Should-Do Action Summary 
W

el
l-

le
d

 

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 4: 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 was able to meet the 95% 4-hour standard 

in Q1 for 2020/21. This was last achieved in May 2018 and was significantly ahead of the 

planned recovery trajectory of 90%. There has only been one 12 hour trolley waits observed 

since February 2019 with the delay linked to Covid testing. In Q2 performance has declined 

but was still above the planned recovery trajectory of 90%.  

Ambulance handover delays of over 30 minutes have also improved in Q1 and Q2 2020/21 

with both 30 minute delays and 60 minute delays lower than in Q1 and Q2 in 2019/20. 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 improved booking windows, and all teams are now required 

to provide a 5 day booking window which will still enable 80% compliance with the 7 day 

local target and allows for an element of patient choice. 
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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, however this has since been recovered with performance at 94.2% in July 20  

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 saw performance drop to a new low of 53% in July 2020. Services are starting to be 

switched back on in a phased approach, with recovery plans prepared for each service. 

Following a reduction from 253 patients waiting over 52 weeks for treatment at April 2018 

to zero in October 2019, the reduction in services due to Covid-19 has also impacted on the 

number of 52 Week Waiters, with 277 reported for August 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 

As at 30th September 2020 The Trust 72% of referrals for diagnostic test had been waiting 

less than 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. It is worth noting that this has significantly improved 

from a low of 38% in April 2020. 

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 
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Week to coincide with World Patient Safety Day, to identify areas where care could be 

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 5: Outline Project Plan for Integration 
This plan sets out the high-level timeline for the integration transaction. A full project plan for the programme of work to deliver the 

transaction is in development. 
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EXECUTIVE SUMMARY 
Meeting: TRUST BOARD IN PUBLIC Date: 05.11.20 
Report Title: Business case - Emergency General 

Surgical Service 
Agenda Item: 9 

Author: James Clark – Specialty Lead for Emergency GI Surgery. 
Melanie Feldman – Specialty Lead for Elective GI Surgery. 
Paul Lidder – Clinical Director. 
Charlotte Chapman – General Surgery Service Manager   
Tim Cockerill – Care Group Manager  

Executive Lead: Susan Bracefield – Director of Operations 
 
Alignment to Strategic Objectives Tick box(es) 
BRILLIANT CARE  
• Negate the impact of surgery in the Emergency Department by accepting 

all patients referred to the service. 
• Deliver on Best practice through Independent Evidence Based 

Emergency Surgical Care research. 
• Ensure every patient within the GI Specialty; Elective or Emergency are 

seen daily by Senior Clinician. 
• Ensure 7 Day service requirements in Emergency Surgical Care are met. 
• Sub 90 minute: Referral to Decision time. 
• Promote a culture of empathy and compassion, to listen and learn from 

complaints or mistakes and develop structures to counter them in the 
future. 

The aim of the new EGS service will be to improve flow of patients through 
ED reducing the impact of Surgery on ED and ED waiting/breach times. This 
will reduce the impact of Surgeons entering ED and minimise the risks of 
COVID spread. 
With early recruitment of EGS staff, this will enable the 1st stage to be 
initiated promoting greater presence of senior and middle grade staff on the 
unit for timely patient flow and discharge. Minimising bed days spent and 
ensuring elective RTT delivery is maintained. 
 

 

BRILLIANT IMPROVEMENT  
• The service remodelling in itself would be a Brilliant improvement, an 

innovation in hospital flow, patient experience and best practice delivery.  
• We would in addition like to see the introduction of Clinical Research 

Fellows and academia as a strong partnership within this proposal to 
support the trusts goals for “University” status 
• Collaborate with other units to promote Royal College Fellowships in 

Emergency General Surgery to support high quality staff retention and 
dissemination. 

• Lobby for Best practice tariffs through encouraging all patients 
presenting for Emergency Laparotomy with mortality of >5% to be 
monitored overnight on the Intensive Care Unit. (Currently 60% - this 
needs to be 80%). 

• Similarly press for best practice amongst other specialties like Urology 
and the service uplift that would come with primary ureteric stone 
extraction. (aware that currently the trust is on a block contract) 

• Introduce Innovative technology; hand held diagnostic imaging tools, 
point of care blood analysers to improve flow and speed decision 
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making within the department. 
• Improving overall patient experience through Emergency Surgical 

Wards 
 
BRILLIANT PEOPLE - Working together in a supportive environment to 
attract, develop and retain brilliant people. 
• Specialist Emergency General Surgeons with an interest in developing 

the department to promote an environment which is Brilliant to work in 
and Brilliant to be a part of. 

• Promote education in the Emergency Surgical Specialty; to encourage 
Deanery trainees: Middle Grades and Fy1s, to want and request to be 
placed at RCHT. 

• Promote an environment for experience Surgical Nurse Practitioners to 
thrive in a job which is stimulating for their experience and promotes 
independence and growth. 

• Promote a department that nursing staff will want to work in; reducing 
agency requirements, which feeds back to Brilliant care. 

• Promote and encourage interest in research and education within the 
department by supporting regular teaching sessions and actively 
collaborating with other EGS units to create and be a part of a larger EGS 
network. 

• Reduce sickness due to the reduced intensity of the role by promoting a 
department which is supportive, enabling every healthcare worker to 
provide the gold standard care they aim for but currently unable to 
provide. 

Recruit Specialist Emergency General Surgeons, allowing our specialist 
surgeons to work on their trained speciality. 
Attract research funding for additional posts 
This in all will improve the overall staffing quality within the emergency 
surgical unit, promoting greater care. It is hoped that this will reduce Datix’s 
and complaints through improved communication through the desire to be a 
part of a growing centre of excellence. 

 

  
Purpose of the Report  
Approve   Discuss  Note  
The purpose of the report is to seek approval of the Full Business Case for submission to the 
Trust Board. 
The new EGS team will lead the service, redesign pathways of care and establish consultant 
led ambulatory services including emergency clinics and same day emergency care in order 
to maximise efficiency and avoid unnecessary admissions. 
  
Consultation – other meetings discussed with and outcome of discussion: 
The draft case was presented, discussed, supported and Approved by:  
 

- General Surgery and Cancer – Care Group Board – Supported and Approved 
(12/06/20) 

- Operational Board - Supported and Approved 
- Business Review Group  – Supported and Approved 
- Investment Group - Supported and Approved 

 
Trust Board also received a briefing on the EGS strategy in February 2020. 
 
The Business Case was reviewed by Finance and Performance Committee on 26 October 
2020 and recommended for approval to the Board 
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Summary of key points  
 
The document describes a proposed modernisation program to the Royal Cornwall 
Hospital’s delivery of Acute General Surgery through a new Emergency General Surgical 
(EGS) Service model; run by a department of specialist surgeons interested in Emergency 
Surgery rather than a Gastrointestinal (GI) surgeon who may only occasionally undertake 
emergency surgery. Low volume experience always results in poorer outcomes, longer in 
patient stays and poorer patient satisfaction when compared to surgeons performing higher 
volume levels of specialised care. 
 
The EGS Key Points: 

• Recruit over time a team of 6 Emergency surgeons, 4 middle grades and 5 Surgical 
Care practitioners for the EGS service. 

• Reduce PAs for clinical job plans to 10 clinical PAs for everyone. 
• Increase elective operating within job plan by 20% for the team. This is sufficient to 

deliver the SLA with RTT performance >90%.  
• Theatre usage >95% regardless of annual leave by major timetable change 
• Make RCHT a centre of EGS training excellence, attracting additional EGS surgical 

trainees 
• Guaranteed daily weekend and Bank Holiday consultant review – on job plan 

(currently not available) 
• Provide daily consultant Specialist input  

– Fulfil the 2017 Bowel Cancer Commissioning requirements. 
• Establish hot abscess and gallbladder services. 
• Have an open door policy for any GI surgery referral 
• Deliver a Diagnosis to Decision Time of sub 90 minutes. 

– Decide whether emergency patients should be admitted, discharged or sent 
to ambulatory services within 90 minutes of arrival (and reduce emergency 
admissions). 

• Support pathway development for urology and vascular colleagues. 
 
What is the key question(s) for the meeting to consider? 
Is the committee suitably assured that the Business Case addresses all the relevant points 
and in the required format, such that the project can go forward for approval by Trust Board? 
  
Key risks 
Please see accompanying paper  
 
  
Recommendations and reasons  
The Board is recommended to: 
• approve the Emergency General Surgical Model business case at a cost of £1.1m over 

six years. 
 
 
Equality and Diversity 
Statement 

The development and inception of this service will provide 
greater inclusivity for all patients of all ethnic groups, ages and 
disability. It will aim to promote democratic healthcare for all but 
in particular to Cornwall, promoting excellence of care in a 
region recognised as having a high level of social deprivation. 

Environmental 
considerations 

No direct implications. 
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Emergency General Surgical Service – Business Case 

1. Purpose
The purpose of this report is to ask the Board to approve the business case of GI Surgery for
a new Emergency General Surgical (EGS) Service model.:
The new EGS team will lead the service, redesign pathways of care and establish consultant 
led ambulatory services including emergency clinics and same day emergency care in order 
to maximise efficiency and avoid unnecessary admissions. 

2. Background and Links to Previous Papers
• GI surgery has been unable to deliver the volume of care needed for the population

in recent years and had relied on ADH work, LLPs and long term sickness has led to
reliance on agency locums.

• All the consultants are on maximal job plans and all bar one above 10PAs with
several wanting to reduce in order to avoid punative tax bills. Yet we are unable to fill
our theatre template as current job plans do not allow for backfilling during periods of
planned leave. This alone cuts provision by 20% and leaves operating theatres
standing empty during working days. With long term absence at consultant level
during almost every week of the last 2 years we have further capacity reserve.

• Increasing the pool of consultants working less individual hours would permit proper
backfilling by deploying small teams commited to full theatre utilisation at >95% of
sessions. Having flexilbe hours available within plan our own consultants could
backfill planned and unplanned leave.

• There are significant savings to be made by developing a team of consultants who
can deliver sufficient capacity within sustainable job plan rather than having a limited
number overworking and becoming burnt out & unwell. With >15 on the pay bill at
>12PAs in the team, a switch to 18 on 10PAs would alone make a more sustainable
workforce with flexibility in both free time and personal reserve to step up for short
term gaps.

• Moving to 10PAs gives everyone breathing space to work on new models of working.
For example, we have insufficient clinic capacity but have improved clinic wait times
by use of nurse consultant telephone follow up instead. Pathway redesign could
transform inefficient pathways for patients with crescendo biliary colic, anal pain and
rectal bleeding (and other pathways) but these all need development time and
consultant input which we cannot provide in crammed consultant job plans.

3. Executive Summary
The Board is asked to approve the business case for Sustainable Working – Using a re-
design of Emergency Surgical Services to Enable Sustainable Elective Delivery of Service
Level Agreement (SLA) within NHS Job Plans.
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The document describes a proposed modernisation program to the Royal Cornwall 
Hospital’s delivery of Acute General Surgery through a new Emergency General Surgical 
(EGS) Service model; run by a department of specialist surgeons interested in Emergency 
Surgery rather than single specialist Gastrointestinal (GI) surgeons who occasionally 
undertake emergency surgery. The Emergency Surgeons will drive forward change, provide 
best evidence-based practice, and deliver on outcomes whilst providing full open door 
access to surgery from the main Emergency Department (ED). This is a  a concept novel to 
RCHT but unable to be deliverable without the changes outlined and the full backing of the 
trust. 
 
The proposal requires the following additional staff to be recruited, phased over 3 years: 
 

• 6 EGS Consultants 
• 4 EGS Middle Grades (2 x Trainees funded from the Deanery and 2 x CT3) 
• 5 Surgical Care Practitioners (SCP) 
• 2 Secretaries - Band 4/Band 5 
• 1 Phlebotomist 

 
Across GI Surgery, the existing surgical beds have been re-configured with the bed numbers 
dedicated solely to acute patients being reduced from 24 to 12. This has been balanced by 
permitting mixing of elective and emergency patients on the St Mawes template. Overall the 
surgical bed base remains unchanged and remains below that predicted by modelling and 
well below that of any comparable trust in the SouthWest. The intimacy of both elective and 
emergency patients is such that with strains felt on one service this ultimately is felt by the 
other.  
 
It is integral to both emergency and elective services that all emergency patients are 
efficiently directed to the surgical unit minimizing outliers, diagnosed in a timely fashion and 
treatment initiated to ensure as rapid a turn-around from diagnosis to discharge as possible. 
This can only be achieved with the correct model of service in place. The current model fails 
to achieve this.  
 
Elective GI surgery provides a very lean but high quality service yet fails to deliver its RTT 
targets and struggles to support emergency flow to the extent required to support ED. The 
elective position achieved relies on ADH / LLP work from the existing team, most of whom 
are working significantly in excess of 10PAs. There is as a result a high sickness rate. 
 
This paper describes a proposed model for sustainable working in GI surgery by separating 
emergency and elective service delivery. By recruiting a team of Emergency General 
Surgery consultants in stages a transformed service can be built within 3 years. Specialist 
surgeons can reduce PAs to part fund this, On call supplements reduce for the majority. The 
PAs released in specialist surgeons’ job plans are sufficient to fulfil the SAL, staff theatres 
currently empty during annual leave and permit new ways of working and pathway 
development. 
 
Other models of emergency surgical service improvement were explored prior to the 
decision to promote the EGS model of redesign (see table below): 
 
 

 Advantages Disadvantages 
No change • No cost pressure 

• Matured system, roles 
understood 

• Elective theatres empty during 
periods of leave & sickness 

• Failed RTT targets 
• Ongoing flow pressure at St 
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 Advantages Disadvantages 
Mawes lounge & ward 

• Insufficient staff to manage pm 
emergencies and weekends to 
include consultant Ward Rounds 

• High level pressure, sickness 
• Poor feedback from juniors 

 
Incremental 
increase in 
specialist 
surgeons 

 

• Avoids challenging whole 
system change in consultant 
working 

• No space in theatre timetable so 
same elective capacity diluted 
across surgeons 

• Time tends to be drawn to 
emergency service without 
making significant change to 
elective RTT delivery (as with 
previous increased numbers) 

• Ongoing model of surgeons 
‘intermittently dropping into 
acute work’ without ownership 

Planned large 
change to 
increased 
specialist 
surgeons 

 

• Backfill theatres 50 weeks a 
year and deliver RTT 

• Fulfil cancer commissioning 
guideline, specialists available 
to do bowel cancer and major 
biliary surgery 

• Sufficient manpower to 
manage pm emergencies and 
weekends to include 
consultant Ward Rounds 

• Move to 10PA clinical 
contracts 

• Implement major changes to 
consultant working patterns (in 
order to backfill theatres 50 
weeks a year and deliver RTT) 

• Ongoing model of surgeons 
‘intermittently dropping into 
acute work’ without ownership 

• Investment in additional 
surgeons releases less PAs to 
elective activity than EGS 
model. 

Planned large 
change to EGS 
model with EGS 

surgeons 
 

• Backfill theatres 50 weeks a 
year and deliver RTT 

• Fulfil cancer commissioning 
guideline, specialists available 
to do bowel cancer and major 
biliary surgery as their main 
contribution to EGS 

• Drive development, 
governance and efficiency by 
empowering a specialist team 

• Sufficient manpower to 
manage pm emergencies and 
weekends to include 
consultant Ward Rounds 

• Move to 10PA clinical 
contracts, increasing flexibility 

• Implement major changes to 
consultant working patterns (in 
order to backfill theatres 50 
weeks a year and deliver RTT) 
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RCHT General Surgery aims to become a centre of excellence for lean high quality delivery 
of emergency surgery. We are an early adopter team with a record of innovative pathways 
that have already made us the top performing centre for colorectal 2WW assessment in the 
South of England. Model hospital data demonstrates the general surgery WAU is top quartile 
for value for money, our parameters compared to our peer group Trusts show low general 
surgery spend and high performance. We can do even better, but not with the current 
workforce. 
 
The net cost (Cost less saving and funding sources) of the case over 6 years is £1.125m:   
 

 
 
4. Areas of Risk 
A risk assessment of the project has been undertaken that covered both the delivery aspects 
and post project/scheme completion risks.  The following risks were identified:- 

 
• Full Trust Support: It is essential that the service has the full support of the Trust 

board. The need to get to Stage 2 as rapidly as possible is critical. Any late wavering 
in recruitment will jeopardise the formation of the service. The real delivery wins will 
only be seen after stage 2. At this point 4 emergency surgeons will, at this time, be 
running an independent Emergency Surgical Department and the Specialist 
surgeons supporting but with clear release of PA’s to support RTT. Stage 3 for 
complete independence and reduce the rota demands on the Emergency Surgeons 
will be essential to maintain a presence in the trust. 
 

• Staff Recruitment: this has always been a challenge and with the EGS model it is 
even more important. This is particularly relevant for the first appointments. If the 
appointments are poor then the model will not be a success. The mitigating strategy 
for this will be a wide national personalised recruitment drive. Our current lead has 
been invited to sit on national committees for the development of Emergency Surgery 
and is part of a National forum for Acute Surgeons; both supported by leading 
surgical bodies; Royal College of Edinburgh and Association of Upper GI Surgeons. 
Year 1 recruitment aims to be directed by personal invitation if possible. 
 

• Relocation costs for Staff: As above this may be an additional cost burden, we 
have included the standard £8k fee based on an estimate of it being required for one 
consultant in each of the three years. 
 

• Incentive expenses: There is a risk that incentive payments may be required as part 
of the recruitment process. As these are individually negotiated we haven’t included 
any estimates in the financial calculations. 
 

• Staff training costs: Training of SCP roles will be required to undertake the position. 
Mitigated through charitable funding support and recruitment initially aimed at trained 
SCPs.  

5. Link to Trust Objectives and Corporate/Board Assurance Framework Risks  

Year 1 Year 2 Year 3 Year 4 Year 5 Year 6
2020/21 2021/22 2022/23 2023/24 2024/25 2025/26
£000's £000's £000's £000's £000's £000's £000's

Net Deficit 108 247 215 192 181 181 1,125

Total

Funding Sources
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The EGS model is a modern service redesign which is nationally becoming more recognized 
as the growing need to address the acute side of the NHS growing patient burden is evident. 
This includes both medicine as well as surgery. As the UK population and Cornwall’s specific 
population continues to grow, these services will become the dominant services within the 
trust. The sustainability of maintaining the emergency service as it has been for the last 30 
years is simply not possible and a new foundation from which a modern long lasting service 
can be sustainably developed needs to be initiated. This is the EGS model of acute surgical 
care. 
 
With a fully functioning EGS the service will promote free flow of patients from ED, possible 
direct transfer of patients to the unit from 111, in addition to surgical patients outlying on 
medical wards to be re-directed back to the surgical ward unimpeded. This will move to 
reduce surgical footfall in ED, not just surgeons but surgical patients. Improve the homing of 
surgical patients on surgical wards freeing up medical beds for medical patients. This 
enables care from both surgery and medicine to be better and more goal directed by the 
appropriate healthcare team with the ultimate aim of reducing length of stay.  
 
The service essentially moves to promote patient flow, reduce ED admissions and improve 
elective RTT delivery within a sustainable job plan. Furthermore, risks that are currently 
highlighted which include services not meeting the 7 day working standards, or the national 
NICE standards of daily ward rounds will be mitigated within this service model.  
 
It is essential for the service in so much as its aim to provide the benefits laid out in the 
business case, that the full 6 EGS consultants are appointed over the time points described. 
If the full service approval is not provided then the benefits of the service cannot be met and 
the strain on the service will be felt. It is essential that mitigating strategies are in place to 
prevent this from occurring so that it can be seen as the success it has the potential to 
become. 
 
6. Governance  
It is essential that the service is constantly monitored not only from the perspective of 
demonstrating delivery of the intentional aims but also to promote best practice within the 
department. A role has been defined with one of the secretarial positions for data and 
auditing support to ensure that these are monitored against national standards. 
 
With a more dedicated Emergency Surgical Unit, the aim will be to ensure there is regular 
feedback of the service, not only on the nationally required data sets such as TEP, VTE and 
Mortality audits but also on elements that define service success such as Time to diagnosis, 
outlying patients and length of inpatient stay. With independence of the Emergency Service 
this will be job planned into the roles of the Emergency General Surgeons to ensure 
governance plays an important key role. 
 
7. Responsibility 
Both the Specialty Lead for Emergency Surgery and Specialty Lead for elective Surgery, 
supported by the Service Manager, will be responsible for the delivery and implementation of 
the case. The implementation and re-developed service will be over seen by the General 
Surgery and Cancer care group.     
 
8. Recommendations 
Recommend for approval to the Trust Board the Emergency General Surgical Model 
business case at a cost of £1.1m over six years. 
 
Name and Title of Author: James Clark – Specialty Lead for Emergency GI Surgery. 
Date: 20/10/2020 
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1. Executive Summary 
 
 
Request: 
The Board is asked to approve the business case for Sustainable Working – Using a re-design of 
Emergency Surgical Services to Enable Sustainable Elective Delivery of Service Level Agreement 
(SLA) within NHS Job Plans. 

The document describes a proposed modernisation program to the Royal Cornwall Hospital’s delivery 
of Acute General Surgery through a new Emergency General Surgical (EGS) Service model; run by a 
department of specialist surgeons interested in Emergency Surgery rather than single specialist 
Gastrointestinal (GI) surgeons who occasionally undertake emergency surgery. The Emergency 
Surgeons will drive forward change, provide best evidence-based practice, and deliver on outcomes 
whilst providing full open door access to surgery from the main Emergency Department (ED). This is a  
a concept novel to RCHT but unable to be deliverable without the changes outlined and the full 
backing of the trust. 
 
The proposal requires the following additional staff to be recruited, phased over 3 years: 
 
6 EGS Consultants 
4 EGS Middle Grades (2 x Trainees funded from the Deanery and 2 x CT3) 
5 Surgical Care Practitioners (SCP) 
2 Secretaries - Band 4/Band 5 
1 Phlebotomist 
 
 
Case for Change: 
Whilst GI surgery provides a very lean service,  the current staffing levels impact its ability to deliver 
its RTT targets, and therefore also struggles to support emergency flow to the extent required to 
support ED. The elective position achieved relies on Additional Duty Hours (ADH) / Limited Liability 
Partnership (LLP) work from the existing team, most of whom are working significantly in excess of 
10PAs. There is a high sickness rate for senior staff, junior staff and nursing staff resulting in 
excessive use of locums, LLPs and agency staff. 
 
Emergency services have been delivered by specialists taking time out of elective work to 
intermittently deliver short bursts of emergency activity without any ongoing ownership of EGS. The 
overall workload of the department has frustrated the need to modernise pathways of care for 
emergency services and further maximise efficiency.The aim of the re-modelling is to separate the 
services creating a specialist EGS service to run alongside specialist Upper GI and Colorectal 
services. This will enable a clear focus on evidence based patient centred best practice, independent 
governance and clear financial ownership to drive the service. It will release a gamechanging amount 
of specialist resource to enable us to transform elective provision. 
 
At the time when the general surgery service moved into the Hot Hub in 2014 daily admissions 
reached a mean of 14.7. There has been around 25% growth since then and future growth based on 
demographic changes in Corwall predicts a further 10.4% increase in attendance over the next 9 
years. To live within our current resource and ensure long term sustainable elective services general 
surgery needs to find alternatives to admission for patients with emergency presentations and 
modernise the delivery of elective care. 
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Further data will be available shortly but we estimate that at least 50% of patients that are surgicaly 
assessed are admitted, the remainder are either discharged or ambulated. The above figures are 
admissions only and should be considered in this context. More accurate methods of data collection 
to clarify this is being undertaken with ward administrative roles promoted to include data capture in 
addition to innovative working practices to enable current software methods to more accurately reflect 
all surgical admissions. 
 
The aim is also to make RCHT a centre of EGS training excellence. This model will attract two 
additional EGS surgical trainees from the deanery and make joining the Trust much more appealing, 
as the Surgical Team have historically struggled with attracting and appointing suitable candidates for 
Middle Grade posts which have meant gaps are often filled with costly Locums. 

Coronavirus EGS Practice 

During the Coronavirus pandemic, surgical services had redirected the patterns of working of its 
clinicians to support almost in its entirity, the emergency surgical service. The aim was to improve 
surgical patient flow and to ease the pressure on ED. It has been very successful in doing so. During 
this phase the rota for the GI and Emergency Surgical consultants mapped the on-call commitments 
laid out in this EGS proposal but was only possible due to the reduced Elective service capacity that 
resulted from the Coronavirus pandemic.  

With increasing discussion across the trust now focused on the next phase of return to elective 
activity and potential ways to support RTT recovery, this period of EGS trial has provided insight into 
how the initiation of the EGS practice can support this vital next step in the trusts endeavour. It is 
clear that through reducing the burden of activity for specialist clinicians in Emergency Surgery, which 
uses up a significant number of PAs, the released PAs can be diverted to the provision of more 
elective services for RTT; backfilling sickness or support flexible working including potentially 
weekend working. A provision which would enable the most senior specialist surgeons the operational 
time to provide the most efficient recovery support for RTT. This would not be possible without the 
release of activity from the emergency on-call through the trusts support of the EGS proposal.  

 
Proposed Scheme: 
 
This paper describes a proposed model for sustainable working in GI surgery by separating 
emergency and elective service delivery. Through the recruitment of a team of Emergency General 
Surgery consultants in stages, a transformed service can be built within 3 - 5 years, after initial 
recruitment starting in April/May 2020, this will likely commence on the 1st January 2021. With the 
step-wise development of the EGS department, specialist surgeons will reduce PAs to partly fund this. 
On call supplements for specialist surgeons will fall and less PAs will be used in their new role 
supporting the EGS team. This will enable them to deliver the whole SLA within job plan and reduce 
the use of LLPs, ADHs and locums. 
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The new EGS team will lead the service, redesign pathways of care and establish consultant led 
ambulatory services in order to maximise efficiency and avoid unnecessary admissions. This will 
reduce the otherwise unstoppable pressure on bed days as referrals grow. A second consultant 
colleague will support the EGS team, this colleague drawn from the specialist surgery pool in order to 
offer specialist care for the minority of specialist emergency patients, and a senior decision maker 
present at the front door. 
 
Year 1 (Financial Year 2020/21) is an initial requirement for the following recruitment (assumes a start 
date of 1 January 2021): 
 
2 EGS Consultants  
2 EGS Middle Grades (CT 3)  
1 EGS SCP’s (who will train from a band 6 to a band 7) 
2 Secretary (Band 4) 
1 Phlebotomist (Band 2) 
 
Year 2 (Financial Year 2021/22) – this builds on Year 1 with the following additional recruitment: 
 
2 EGS Consultants 
2 EGS Middle Grades (Trainees – basic salary costs to be funded from the Deanery) 
2 EGS SCPs 
 
Year 3 (Financial Year 2022/2023) – this builds on Years 1 and 2 with the following additional 
recruitment: 
 
2 EGS Consultants 
2 EGS SCPs   
 
Whilst the initial focus of this case was about providing a better enhanced service for Emergency 
cases, because of Covid we also now have an RTT issue which also needs to be addressed and this 
business model will allow us to do that.   
 
As an example of savings and profits made from the Oxford EGS unit after the first 3 years (bearing in 
mind they are on a PBR contract) was £3.4 million by the end of the 3rd Phase.  
 
The benefits recognised by the Oxford Emergency Surgical group after inception of the EGS are 
outline below (Ref: National Forum for Acute Surgery. Association of Upper GI Surgeons): 
  
Figures from Oxford 3 years after introduction of the EGS unit. 
 

• Decrease in beds: 75 to 54 
• Decrease in admissions: 69% to 25-30% 
• Decrease LOS: 3.2 days to 2.04 
• Reduction in Cardiac Arrest Calls by 90% 
• Increased proportion receiving operations: 

• 27% to 42% 
• Double number of major operations (NELA) (BPT accountable if on PBR contract) 

• Emergency Cholecystectomy: 
• 100 to 450 cases per year  
• PBR Contract - From £250,000 loss to £700,000 positive last year (recognition this is 

not representative with Block contract). 
• NO  ED 4 hour Breaches in 2019 due to surgery 
• VTE Assessments: 20% to >99% 
• Complaints per quarter: 12 to 3 
• 30 Day Readmission rate: unchanged. 

• Improved discharge planning through consultant led service. 
• Saved £2.4 million in first 2 years from improved discharges. 
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2. Strategic Context 
 
 
The proposal links to the following key strategies: 
 
National strategies: 

• 7 day working week for Emergency Care (currently not achieved) 
• The key recommendation by National Surgical Bodies that every EGS service should 

establish some form of senior surgeon-led front door assessment and parallel hot clinic 
service.  This can reduce emergency admissions by 20-30% thereby controlling patient flow 
and allowing the emergency team to focus more on the sickest patients.  

• Emergency presentations of colorectal cancer and emergency management of life threatening 
complications of surgery to be managed by colorectal surgeons (2017 Commissioning 
guidance) 

• Cholecystectomy within 2 weeks of presentation with GSP. These two strategies requiring 
availability of specialist surgeon support to EGS on a day to day basis. 

• NHSE requirement to deliver 2WW cancer services within the 28 day pathway through 
innovative services 
 

Trust strategies: 
• Safe Staffing levels: a senior decision maker will be available for assessment even when a 

consultant/registrar is in theatre, including weekends – safe junior staffing, and weekend ward 
rounds will be timely and consistent. 

• The EGS supports all key areas of the Brilliant Initiative set out by the trust. It aims to promote 
a foundation for growth in a service that can be nationally recognised as a centre of 
excellence. It promotes the encouragement to attract and retain Brilliant People to the trust 
and the department. It encourages Brilliant innovation; striving through academic research, 
best evidence-based practice with surgeons who are striving to deliver world class care for 
Cornwall. This cannot be achieved with the current Acute Surgical format no matter how 
many surgeons are added to the rota. 

 
Cornwall and the Isles of Scilly Health and Care Partnership strategies: 

• The delivery of outstanding Emergency Surgical Care through full and complete ownership of 
all surgical patients will enable our ED to be clear of any surgical admissions. This will free up 
valuable time to enhance flow and drive better patient experience. 

• This in turn will contribute to the Partnership strategy of improving the performance and 
quality of the system as a whole due to the benefits it will deliver. 

 
Model Hospital Data: 
Model Hospital shows that the Trust scores favourably against its peers and nationally for its Cost per 
Weighted Activity Unit (WAU) for General Surgery, as per the chart below: 
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The highly efficient WAU data shows the hard work General Surgery has done during the last 10 
years to maximise efficiency. There is little more that can be achieved through use of current 
resources and managing the growing demand will need some investment. The EGS model will bring 
the leadership for this resource heavy service to ensure that we remain highly efficient and avoid 
worsening the current burnout related problems that is currently threatening service provision. 
The team is aware that in the current NHS climate developments are ideally funded via cost savings 
elsewhere in the service. Having already trimmed all unnecessary expenditure we have demonstrated 
that investment for our team is used well. It is hoped that this is recognised and not become an 
impediment to investment. 
 
 
 
3. Current Service Arrangements 
 
 
The current Emergency General Surgical Service (EGS) at the Royal Cornwall Hospitals NHS trust is 
under significant strain from increasing demand and the need to work together with ED to allieviate 
the problems related to flow is clear. Although the service is run by the Gastrointestinal Surgeons, the 
current Emergency General Surgical (EGS) Service supports patients with surgical conditions which 
span 4 specialties; Urology, Vascular, Upper GI, and Colorectal.  
 
Currently the emergency admissions service for Acute GI, Urology and Vascular surgery is delivered 
through a triage unit,  St Mawes lounge, a 14 chair seated area with 2 examination/consultation 
rooms, open from 7:30am until 19:00hrs. Its busiest periods are between 12:00 – 14:00hrs and 17:00 
– 18:00hrs. One of the consultation rooms is used during the weekday mornings from 9:00am until 
12:00pm for on-site abdominal ultrasound. From there, when space is available, urology patients 
transfer to SAL and vascular patients transfer to Wheal Coates. Major GI emergency cases transfer to 
Pendennis ward for post-operative care.  
 
In 2018/19, 52 referrals were received into these specialties for elective care per working day with 23 
patients per working day admitted for surgery (43% conversion rate). For emergency care 19 patients 
were admitted daily with 7 of these having an operation in theatres. Median overnight bed occupancy 
for the emergency stream corresponded to 59 beds. (80th percentile demand of 66 beds). 
 
All GP referrals and ED referrals of patients with a Modified Early Warning Score (MEWS) of <3 can 
be held in the lounge for assessment and plan. If when the unit closes at 19:00hrs, patients who are 
still awaiting a review and a plan are by default admitted to St Mawes ward where they are seated ad-
hoc around the main reception desk until a decision to admit, discharge or ambulate is made. 
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Although patients often are waiting for many hours in this setting for a bed to become available simply 
to be examined by a doctor who can then make the decision. This is an example of very poor patient 
experience within the current setting.  
 
The CQC have identified the physical infrastructure in the Lounge as too small and there are too 
many patients waiting too long to be seen and for decisions to be made. Near patient blood testing 
will commence in 2020 to assist rapid decision making as blood test results become available within 
minutes but senior decision makers must be available to determine ‘admit / discharge / ambulatory 
care’ within 90 minutes and avoid the problems caused by  unsafe, oppressive bottle neck identified 
by the CQC. 
 
When patients need to be admitted they are transferred to St Mawes ward, a 24 bedded unit.  
 
Senior Clinical team 
1 Duty Consultant General Surgeon. 2 days a week are 24hr sessions. 
1 Half day Emergency Theatre Consultant General Surgeon. 08:00 – 13:00hrs 
1 Night Cover Consultant General Surgeon. 21:00 – 08:00am; 5 nights in 7. 
I Middle grade (specialist registrar, trust grade or laparoscopic fellow) 0830-2100 day shift and second 
2030-0900 night shift. 
 
Note: the consultant and registrar spend a lot of time in theatre and are not constantly available to 
support junior doctors and not able to provide review of new patients on arrival. 
 
1 Duty Consultant Vascular Surgeon. 
1 Duty Consultant Urology Surgeon. 
 
Junior Doctor cover - Weekdays 
1 Senior House Office (SHO) on call, day shift or night shift as above– Foundation Year 2 doctor or 
Core Trainee  
Additional SHO 0830-1700 St ward daytime only 
2 Foundation Year 1 (Fy1 – 0 - 1 year experience) doctors – Split with 1 on the St Mawes lounge and 
1 on the St Mawes ward during day shifts 
At night, 2 doctors to cover St Mawes admissions and all other surgical wards. 
 

Junior Doctor cover – Weekends 

1 Senior House Office (SHO) – Fy2 or CT grade on call day or night shift as above 
2 F1 doctors admitting patients on St Mawes 0830-2100 
2 FI doctors for surgical ward cover 0830-1900 
At night 2 F1 doctors for admissions and all ward cover. 
 
There is no staff provision for weekend medical cover on St Mawes lounge and patients are admitted 
direct to St Mawes ward or remain under nursing care in the lounge. 
 
The staffing pressure points are: 

• Weekend senior team is one consultant and one registrar who spend most of the time 
operating. There is no senior decision maker present to assess referred patients or to do 
weekend ward rounds of in patients. 

• St Mawes lounge can see over 40 patients in a day. Half of those patients assessed are 
admitted. This is staffed by one F1 with intermittent support from SHOs or middle grades 
between other duties. 
 

Key areas of changed practice achieved with this proposal are: 
• Second consultant support extended from 1300 to 1800 to support rapid patient assessment 

in St Mawes lounge during peak referral hours and deliver ‘decide 90 minutes’. 
• Weekend provision of second decision maker – middle grade in phase one and consultant in 

phase 2, to do weekend ward rounds and support Saturday/Sunday mornings.  
• Weekend consultant provision to be comprised a mix of UGI and colorectal (supporting the 

EGS team) to enable specialist emergency surgery to patients requiring that, compliance with 
national guidance. 
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• SCPs to support St Mawes lounge work 7 days a week and senior decision makers 
supporting F1s for rapid decision making in the Lounge. 

 
Emergency operations go through theatre 7 which is active 0800-2300 but limited to life & limb 
threatening operations at night in order to safeguard availability of emergency anaesthetic input 
between 2300 and 0800. This is a limited theatre resource for the population size and the significant 
queue for patients waiting for emergency surgery significantly impairs ability to get patients treated 
and discharged. It is common to have high numbers waiting with risk of life threatening deterioration 
and patients are triaged out to elective theatres where needed, increasing ‘on-day’ cancellations for 
those elective patients. The Care Group would like to provide a second CEPOD theatre 0800 1800 
when infrastructure permits. When a second CEPOD theatre is made available it will usually be used 
by urology, vascular, head/neck, ophthalmology / gynaecology colleagues but the additioanl staffing 
would permit duel GI operating when needed for clinical resons. 
 
 
4. Drivers of Change 
 
 
GI surgery has been unable to deliver the volume of care needed for the population in recent years 
and had relied on ADH work, LLPs and long term sickness has led to reliance on agency locums.  
 
Specialist colorectal and UGI surgeons provide the general surgery on call service and can manage 
most presentations in both specialties. However, emergency care has developed in technical 
complexity and for some patients the specialist’s skills are needed. Where a patient needs an 
operation carried out by ‘the opposite’ specialty colleague there are delays, sometimes of days, until 
the appropriate colleague takes over the on call or can be made available to the emergency service. 
 
In addition the significant pressure of managing the service through a small bed base with the Trust 
under increasing pressure means an hourly expectation to further review and discharge patients. On 
call consultant surgeons are expected to perform the operations, review all referred patients, do ward 
rounds twice a day, ensure all Quality Assurance (QA) parameters are completed, train juniors, 
supervise and support all staff. The second consultant currently available 0800-1300 relieves 
pressure in the morning but there is no support during the afternoon when referrals peak. No other 
specialty requires consultants to be in 3 locations (theatre, wards, St Mawes lounge) consecutively. 
We have constant high rates of sickness in conultants, juniors and nurses in the emergency surgical 
service due to stress and poor retention rates in Nursing staff. The trend amongst the juniors is 
sickness during the on-call duty periods or St Mawes Lounge work. There are likely to be multiple 
factors behind the sickness but do include levels of work expected of them coupled with the lack of 
senior support available on call.   
 
All the consultants are in maximal job plans and all bar one above 10PAs with several wanting to 
reduce in order to avoid punative tax bills. Yet we are unable to fill our theatre template as current job 
plans do not allow for backfilling during periods of planned leave. This alone cuts provision by 20% 
and leaves operating theatres standing empty during working days. With long term absence at 
consultant level during almost every week of the last 2 years we have further gaps in the service 
provision to fill.  
 
Increasing the pool of consultants, each working less individual hours, would permit proper backfilling 
by deploying small teams commited to full theatre utilisation at >95% of sessions. Having flexible 
hours available within plan would mean our own consultants could backfill planned and unplanned 
leave. 
 
The emergency service is the source of a high volume of surgery’s complaints, themes being the 
process of admission, delays, poor decisions made by undersupervised junior doctors. Improving the 
level of senior support to the service is likely to improve our patients’ experience and reduce 
complaints. 
 
There has been a steady increase in incident reporting (Datix’s) surrounding St Mawes Lounge and 
the inability to sustain a safe level of care during the opening hours, which on occasion have had to 
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be extended, despite the lack of nursing staff cover reliant on good will, to allow patients to be seen, 
examine and treated or a bed to be identified.  
 
Senior doctors are finding it increasingly difficult to oversee and manage effectively and safely the 
current admission levels of the Emergency Surgical Service as it currently stands. It is essential that 
senior doctors are freely available to make the decision on a patient’s care; admit, ambulate or 
discharge as this can reduce admission rates by 20% (AUGIS Report – Ian Anderson).  
 
 
5. Description of Proposed Scheme 
 
 
The proposal is to recruit over a period of 3 years, a team of 6 EGS surgeons, 4 EGS middle grades 
(2 of these would be deanery trainees), and 5 SCPs for the EGS service, together with 2 Secretaries 
and 1 Phlebotomist. 
  
This would result in the following improvements to the service: 

 
• Second consultant available in afternoons (currently support consultant 0800-1300) to offer triage 

and rapid decision making in St Mawes lounge to ensure flow. 
• Additional consultant support at weekends to ensure weekend Elective ward rounds are 

undertaken (currently not consistently happening) whilst emergency surgery throughput 
continues. 

• 20% minimum increase in elective operating PAs to backfill existing theatre time. 
• EGS middle grades in post (2 deanery trainees, 2 staff grades) to support acute 

biliary/abscess/urgent elective operating. 
 
We aim to: 

• Reduce PAs for clinical job plans to 10 PAs  
• Increase elective operating within job plan by 20% for the team. This is sufficient to deliver the 

SLA with RTT performance >90%.  
• Reduce the on-call supplemental pay to 3% from 5% for all on-call consultants. 
• Achieve theatre usage >95% regardless of annual leave by major timetable change 
• Deliver new ways of working such as “Attend Anywhere” clinics and GP advice services 
• Make RCHT a centre of EGS training excellence, attracting 2 additional EGS surgical trainees 
• Guarantee daily weekend and Bank Holiday consultant review (Elective and Emergency 

patients). 
• Provide daily consultant specialist input to fulfill the 2017 Bowel Cancer Commissioning 

requirements. 
• Establish efficient hot abscess, appendix and gallbladder services to aid flow through St 

Mawes Lounge. 
• Deliver a ‘Decision sub 90 minutes’ – decide whether emergency patients should be admitted, 

discharged or sent to ambulatory services within 90 minutes of arrival (and reduce emergency 
admissions). 

• Have an open door policy for any GI surgery referral by Year 2 of the plan – at this point the 
EGS service should be completely independent from Elective Surgery.Support pathway 
development for Urology and Vascular colleagues 
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The timetable is proposed as follows: 
 
 Year 1 – Spring 2021 
Elective Service 
• 0.4PAs per specialist surgeon released for 

elective work – team have 5.6PAs per 
elective week to backfill theatre. 

• Transition to small group annualisation to 
backfill theatres – 20% capacity activity gap 
drop to 10%. 

• 10% additional clinic capacity will translate 
into “Attend Anywhere” clinics and GP 
webchat/advice service 

• Ability to staff Bodmin Treatment Centre 
(BTC) to increase Day Case (DC) rates with 
East facing service and reduce RCH 
pressures from the East or to increase WCH 
utilisation. 
 

 

Emergency Service 
• Recruit 2 EGS to deliver half the Monday-

Friday daytime on call (1:4 each), release 
specialist surgeons. Join WE OC rota at 1:16 
each. 5% OC supplement. 

• EGS have small elective contribution to make 
10PA job plan. 

• Specialist surgeons drop to 3% OC 
supplement. 

• Recruit 2 EGS middle grade. Permits 
provision of middle grade in St Mawes lounge 
daily 1300-2000 to improve flow  

• Weekend middle grade WR instituted 
• 1 SCP’s to assist with delivering the SCP 

model of shadowing EGS service on St 
Mawes Lounge 

Savings 
• 14 specialist surgeons drop from 5% to 3% 

OC supplement 
• Current staffing allowance of 163.5PAs 

currently used at 159PAs – 4.5 available 
towards EGS 
  

Expenditure – staffing: 
• 2 EGS consultants @ 10PAs 
• 2 EGS middle grades 
• 1 EGS SCP’s (with training from band 6 to 7) 
• 2 Secretary (Band 4) 
• 1 Phlebotomist 

Year 2 – 2021/22 
Elective Service 
• Additional 0.6PAs per specialist surgeon 

released for elective work – backfill theatres 
completely fulfil whole of capacity/activity 
deficit 

• Ability to develop bariatric practice in line with 
current commissioning 

• RTT delivery at >90%  (figures based on pre-
covid levels, 20/21 theatre utilisation 
template) 

• Requirement for ADH/LLP minimised 
• Elective work from the 4 EGS service now 

leads to increased DC rates and BTC lists 
 

Emergency Service 
• Recruit additional 2 EGS surgeons, 2/3 

weekday and 1/3 weekends within EGS team 
on 1:6 basis 

• Additional elective work from EGS team – 
general/paeds/non bariatric UGI or non-
cancer CR. 

• Expectation of 2 deanery registrars for EGS 
training during this period due to unique 
training opportunity 

• Fund 2x SCPs for EGS – backfill fully trained 
elective SCPs from elective service. 

• With SCPs at front door, deliver the ‘Decision 
in 90’ (admit/discharge/ambulate within 90 
minutes of arrival) for 80% patients. 

• 2hr weekly EGS training and governance 
meetings established 

Savings 
• Eliminate breaches in RTT and cancer 

pathway 
• Surgical pts contribute 0% to ED breaches 
• Reduced LOS for emergency patients 

liberates beds for the increased elective work 
within current footprint 

Expenditure – staffing: 
• 4 EGS consultants @ 10Pas 
• 4 EGS middle grades (trainees – Deanery) 
• 3 EGS  SCPs  
• 2 Secretary (Band 4) 
• 1 Phlebotomist  

Year 3 –   2022/23 
Elective Service 
• Specialist surgeons reduce to 10 clinical PAs 

with only additional roles taking additional 

Emergency Service 
• Recruit additional 2 EGS surgeons, all 

weekdays and half WEs covered by EGS 
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PAs 
• Modernising outpatients agenda fully 

implemented 
• Middle grade operating at WCH parallel to 

consultant list 2 days per week 
•  ‘Anal symptoms’ pathway outside of 2WW 

service East & West WCH/BTC endoscopy 
units 

• Capacity to contribute to endoscopy to 
deliver a Direct to Test service, reduce 
pressure on 2WW colorectal pathway growth 
and reduce outsourcing costs. 

 

team 
• Specialist surgeons cover the other half of 

the WEs and fulfil 365 days availability for 
specialist emergencies, all ‘support’ shifts 
within the specialist team (8am-6pm support 
surgeon Mon-Fri, 8am-12pm WEs & BHs) 

• Night cover every night of the week 
• Second consultant available for WE & BH 

ward rounds / specialist emergencies all year 
around 

Savings 
• Reduction in PAs for specialist surgeons 

releases 10PAs and pays for one EGS 
surgeon 

• Depending on RTT position, potential to 
reduce Specialist surgeons x1 with retirement 

• Reduced LOS for emergency patients 
liberates beds for the increased elective work 
within current footprint 

Expenditure – staffing: 
• 6 EGS consultants @ 10Pas 
• 4 EGS middle grades (trainees – Deanery) 
• 5 EGS  SCPs  
• 2 Secretary (Band 4) 
• 1 Phlebotomist  

 
 
The new service will be structured as follows: 
 
 
EGS Elective Surgery 
Front door senior surgeon to triage admissions  
(2 consultants for the service 0800-1800) 
 

Consultant decision making in clinic including 
implementing 2 stage consent 

Ambulatory clinic service to minimise 
unnecessary admissions by providing a viable 
alternative 
 

Innovative pathways including virtual services to 
minimise unnecessary clinic attendance 

Rapid assessment, care and discharge of EGS 
patients on the wards  
 

Consultant supervision post op care for short 
LOS 

Acute abscess and appendix service (scheduled 
emergency day case) 
 

Maximal provision Day Case surgery and use of 
WCH (+/-BTC) 

Acute biliary service (scheduled day case) 
 

Urgent elective service to reduce pressure on 
CEPOD (cancer stomas/biopsies) 

Emergency laparotomy service  
 

Development of bariatric service 

Weekend review of complex elective in-patients 
 

Full utilisation of existing theatre template. 

Specialist input where needed (e.g. Emergency 
Colorectal cancer) 
 

Availability for emergency operative input e.g. 
cancer cases 

 
The needs listed above have been modelled comparing services supplied by specialist surgeons 
working in parallel to a model of EGS surgeons leading the service with specialists providing the 
support roles only. The EGS model releases more capacity to elective services than the dual 
specialist model. 
 
 
In arriving at the proposed way forward, the following options were considered:- 
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• No change 
• Recruitment of specialist surgeons – incrementally. 
• Recruitment of specialist surgeons – non-incrementally. 
• Planned change to EGS model with recruitment of Incremental EGS surgeons. 

 Advantages Disadvantages 
No change • No cost pressure 

• Matured system, roles 
understood 

• Elective theatres empty during 
periods of leave & sickness 

• Failed RTT targets 
• Ongoing flow pressure at St Mawes 

lounge & ward, >10% growth 
predicted leading to further service 
disintegration 

• Insufficient staff to manage pm 
emergencies and weekends to 
include consultant Ward Rounds 

• High level pressure, sickness 
• Poor feedback from junior doctors 

 
Incremental 
Recruitment of 
specialist 
surgeons 

 

• Avoids challenging whole system 
change in consultant working 

• No space in theatre timetable so 
same elective capacity diluted 
across surgeons 

• Time tends to be drawn to 
emergency service without making 
significant change to elective RTT 
delivery (as with previous increased 
numbers of consultants) 

• Ongoing model of surgeons 
‘intermittently dropping into acute 
work’ without ownership 

Non-incremental 
increase in 
specialist 
surgeons 
 

• Backfill theatres 50 weeks a year 
and deliver RTT 

• Fulfil cancer commissioning 
guideline, specialists available to 
do bowel cancer and major 
biliary surgery 

• Sufficient staffing to manage pm 
emergencies and weekends to 
include consultant Ward Rounds 

• Move to 10PA clinical contracts 

• Implement major changes to 
consultant working patterns (in 
order to backfill theatres 50 weeks 
a year and deliver RTT) 

• Ongoing model of surgeons 
‘intermittently dropping into acute 
work’ without ownership 

• Investment in additional surgeons 
releases less PAs to elective 
activity than EGS model. 

Non-incremental  
recruitment to 
EGS model with 
EGS surgeons 
 
(Preferred Option)  
 

• Backfill theatres 50 weeks a year 
and deliver RTT 

• Fulfil cancer commissioning 
guideline, specialists available to 
do bowel cancer and major 
biliary surgery as their main 
contribution to EGS 

• Drive development, governance 
and efficiency by empowering a 
specialist team 

• Sufficient  staffing to manage pm 
emergencies and weekends to 
include consultant Ward Rounds 

• Move to 10PA clinical contracts, 
increasing flexibility 

• Implement major changes to 
consultant working patterns (in 
order to backfill theatres 50 weeks 
a year and deliver RTT) 
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The option for Emergency General Surgical Service has been identified as the preferred option 
because of the benefits it will bring to the service as listed above. In addition, timetable modelling 
indicates modest increased elective activity with the EGS model over the specialist surgeons’ model 
within a single cost envelope – it is better value. 
 
The limitations of the preferred option is mainly the funding involved with such a large change and the 
major changes to consultant working patterns as listed. 
 
A full options appraisal including cost analysis has not been completed in this case because the 
following assessments were undertaken by the Care Group: 
 

1. The consideration as to where and how this should look has been reviewed and evaluated 
within the Surgical Care group. The view was founded upon by visits both to and from a 
Centre of Acute Surgical Excellence in addition to job plan evaluation. The decision to move 
towards an independent Emergency Surgical Service is not an easy one but one which has 
been considered and agreed upon within the care group. 

 
2. The review took into account the audit of the 7 Day working week for Emergency Care, which 

the current service model failed, in order to examine how an Emergency General Surgical 
Service, independent from Elective Surgery would look and potentially be able to function. 

  
3. Recommendations from leading bodies such as AUGIS-EGS and ASGBI as well as the Royal 

College of Surgeons commissioned paper on the subject was considered to formulate a vision 
on how Emergency Surgery should be delivered within our trust. 
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6. Capital and Revenue Consequences of Proposed EGS Scheme 
 
The project is not a capital scheme and is therefore not part of the approved Capital Programme. 
The net effect of the income and expenditure is split into three steps:  
 
Year 1 2020/21: Recruit 2 Consultants, 1 Middle Grade, 1 SCP, 2 Secretaries and 1 
Phlebotomist on 1 January 2021: 
 
Assuming a start date of 1 January 2021 for the new staff, the Year 1 net impact is estimated at an 
additional cost of £108k as detailed in Table 6.1 below:  
 
Table 6.1 Net Impact in Year 1: 
 

 
 
The majority of the costs above are salaries, although additional training and set up costs (IT, chairs, 
and desks) are required. In terms of cash savings, as the service currently isn’t utilising its full funded 
establishment, the costs are partially offset by a contribution from the existing budget arising from a 
vacancy of 0.45 WTE, which pro-rated is 0.11 WTE for this period. 
  
 
 
  

Cost - Year 1 WTE

2.00 51
2.00 24

1.00 12

1.00 7

1.00 8
1.00 6

18
Total Cost 8.00 126

Saving - Year 1 WTE £000's
(0.11) (11)

(6)
Total Saving (0.11) (17)

Net Impact - Deficit 7.89 108

2020/21 
£000's

2 EGS Consultants @ 10 PA's plus on call at 3%
2 Mid Grade (Assumed CT 3)

1 EGS SCP's ( with Training from - Band 6-7)

Set up costs

On call Supplement - reduction from 5% to 3%

1 Secretary Band 4 - assume start 1st January 2021

1 Secretary Band 5 - assume start 1st January 2021
1 Phlebotomist Band 2 - assume start 1st January 2021

Funded Establishment - vacancy
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Year 2 2021/22: Recruit a further 2 Consultants, 1 Middle Grade, 2 SCPs and 1 Secretary: 
 
 
Assuming a start date of 1st April 2021 for the additional staff, the Year 2 net impact is estimated at an 
additional cost of £247k, as detailed in Table 6.2 below:  
 
Table 6.2 Net Impact in Year 2: 
 

 
 
The costs above now reflect the salaries for 4 Consultants, 4 Mid Grades, 3 SCPs, 2 Secretaries and 
1 Phlebotomist together with the associated set up costs and training. 
 
In terms of contribution towards these costs, again, the surplus currently within the funded 
establishment can be utilised. There are also further expected savings as follows: 
 

• On call supplement reduction from 5% to 3% - this generates a saving of £24k 
• Bed day savings relating to the improved patient flow have not been included in the 

calculations above as they are not immediately cash releasing. A value of approximately 
£693k could be estimated for discussion purposes – based on comparisons with the Oxford 
model which has length of stay at 2.7 days compared with our current estimate of between 
3.1 and 4 days. The bed day cost of £316 is based on the Theatre Direct ward as that is 
where the patients are transferred to when the EGS wards are full.  

• Weekend ward rounds will be more senior led which will inevitably increase discharges from 
elective wards to free beds for Monday theatres. This will reduce the bed pressures 
consistently identified on elective services at the beginning of the week and aid in the RTT 
recovery. 

WTE
2021/22 
£000's

4.00 408
4.00 192
3.00 139
1.00 30
1.00 33

24
Set up 18
Total Cost 13.00 845

Saving - Year 2 WTE £000's
(0.45) (45)

(24)
(66)
(42)
(76)
(70)

Funding sources - Year 2 WTE £000's
(90)
(186)

Total Saving + Funding (0.45) (598)

Net Impact - Deficit 12.55 247

Activity and Capacity Reserve

4 Mid Grades (2 x Trainees and 2 x CT3)

Cost - Year 2

4 EGS Consultants @ 10 PA's plus on call at 3%

Reduced Agency spend - Nursing

3 EGS SCP's ( with Training from - Band 6-7)
1 Secretary Band 4
1 Secretary Band 5 
1 Phlebotomist Band 2

Funded Establishment - vacancy

Reduced KSP (Kernow Surgeons LLP)

On call Supplement - reduction from 5% to 3%
Reduced ADH's (additional hours)

Reduced Agency spend - Consultants

Deanery Income
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• Reduced ADH’s – we have used existing spend levels to apply an assumption here. Spend 
on ADH’s for 2019/20 was £132k. We have assumed that the new structure will reduce the 
majority of the need for ADH’s and therefore have applied savings at 50% of this cost for 
Year 2.  

• Reduced KSP – spend on KSP for 2019/20 was £84k. We have assumed that the new 
structure will reduce the reliance on this outsourcing and therefore have applied savings at 
50% of this cost for Year 2. 

• Reduced Agency costs – agency spend in 2019/20 on consultants was£108k. We have 
assumed that the new structure will reduce the reliance on agencies and therefore have 
applied savings at 70% of this cost for Year 2.  

 
There will also be contributions from the following income sources: 
 

• External Deanery Income – the aim is to recruit two of the Middle Grades through the 
Deanery, and therefore the associated income for those posts will be received. 

• Activity and Capacity reserve funding – the new service would be addressing patient flow and 
waiting times, both in terms of day to day capacity and improving RTT. This funding is in 
addition to the reduced spend on KSP and ADHs outlined above, so to clarify, there are two 
separate sources of contribution which may otherwise be conflated: 
 

1. Savings in KSP and ADHs achieved from more efficient job plans (described in the 
savings section above). For example, releasing PAs from the emergency surgical 
service will enable the most senior clinicians to backfill theatres and provide the most 
efficient use of the most skilled working group to maximise on RTT recovery. 

 
2. Extra income is required (most likely from the Activity and Capacity Reserve) to fund 

the day to day activity growth pressures that the Trust is experiencing. For elective 
general surgery there was a forecast shortfall in activity at the time of initially writing 
this report of 122 patients, equivalent to 58 lists. The average cost per Tariff is 
£1,700, so if this activity were outsourced at, say, 90% of Tariff, it would cost £186k. 
There may be further potential for funding relating to Vascular and Urology too, but 
this hasn’t been included at this stage (this figure has no doubt risen significantly 
since the coronavirus pandemic).  

• New emergency Best practice tariffs across both General and Urology are now nationally 
established which can be incorporated but since we are on a block contact we have not 
included it here as a cash saving. 

 
Year 3 2022/23: Recruit 2 further Consultants and 2 further SCPs: 
 
Assuming a start date of 1st April 2022 for the additional staff, the Year 3 net impact is estimated at a 
deficit of £215k, as detailed in Table 6.3 below:  
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Table 6.3 Net Impact in Year 3:  
 

 
 

 
By the end of the third year, the service should be fully established with all posts filled.  The 
contributions and savings are expected to be similar to the previous year, with the following additions:  
 

• 20PA reduction in Specialist Surgeons – this is expected to happen through natural attrition 
and be possible because of the more efficient job plans. 

• The savings calculated for Year 3 for ADH’s and KSP have been estimated at 100% of the 
2019/20 spend (rather than 50% in the previous year). The savings for Agency spend on 
consultants has increased to 80% in Year 3, and then 90% for Year 4 and 100% from Year 5 
onwards. 

 

Cost - Year 3 WTE
2022/23 
£000's

6.00 612
4.00 192
5.00 232
2.00 30
1.00 33
1.00 24

Set up 12
Total Cost 18.00 1,136          

Saving - Year 3 WTE £000's
(0.45) (45)

(24)
(132)
(84)
(86)
(70)

(2.00) (204)

Funding Sources - Year 3 WTE £000's
(90)
(186)

Total Saving + Funding (2.45) (921)

Net Impact - Deficit 15.55 215

1 Phlebotomist Band 2

4 Mid Grades (2 x Trainees and 2 x CT3)
5 EGS SCP's ( with Training from - Band 6-7)
1 Secretary Band 4
1 Secretary Band 5 

Activity and Capacity Reserve

Reduced ADH's (additional hours)
Reduced KSP (Kernow Surgeons LLP)

20PA Reduction in Specialist Surgeon hours

Funded Establishment - vacancy

Reduced Agency spend - Consultants
Reduced Agency spend - Nursing

On call Supplement - reduction from 5% to 3%

Deanery Income

6 EGS Consultants @ 10 PA's plus on call at 3%
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The financial impact has been modelled over 6 years as below: 
 

 
 
Versus the previous version of the business case: 
 

 
 
Following feedback from Investment Group, the cumulative position over 6 years is now summarised 
and included as follows: 
 
 

 
 
 
The staffing levels have also been summarised for the period as below: 
 

Year 1 Year 2 Year 3 Year 4 Year 5 Year 6
2020/21 2021/22 2022/23 2023/24 2024/25 2025/26
£000's £000's £000's £000's £000's £000's

Net Deficit/(Surplus) 15.55 108 247 215 192 181 181

Year 1 Year 2 Year 3 Year 4 Year 5 Year 6
2020/21 2021/22 2022/23 2023/24 2024/25 2025/26
£000's £000's £000's £000's £000's £000's

Net Deficit/(Surplus) 16.55 124 327 302 271 261 261

Year 1 Year 2 Year 3 Year 4 Year 5 Year 6
2020/21 2021/22 2022/23 2023/24 2024/25 2025/26
£000's £000's £000's £000's £000's £000's

Cumulative Basis:
Funding Sources:

- (90) (180) (270) (360) (450)
Activity and Capacity reserve - (186) (372) (558) (744) (930)
Subtotal - (276) (552) (828) (1,104) (1,380)

Savings:
Funded Establishment - vacancy (11) (56) (101) (146) (191) (236)
On Call Supplement - reduction from 5% to 3% (6) (30) (54) (78) (102) (126)
Reduced ADH's (additional hours) - (66) (198) (330) (462) (594)
Reduced KSP (Kernow Surgeons LLP) - (42) (126) (210) (294) (378)
Reduced Agency spend - Consultants - (76) (162) (259) (367) (475)
Reduced Agency spend - Nursing - (70) (139) (209) (278) (348)
20PA Reduction in Specialist Surgeons - - (204) (408) (612) (816)
Subtotal (17) (339) (984) (1,640) (2,307) (2,973)

Costs:
EGS Consultants 51 459 1,071 1,683 2,295 2,907
Mid Grades (Assumed CT 3) 24 216 409 601 793 986
EGS SCP 12 151 383 616 848 1,081
Secretary Band 4 7 37 67 96 126 156
Secretary Band 5 8 41 75 108 141 175
Phlebotomist Band 2 6 30 54 78 102 126
Set up costs 18 36 48 48 48 48
Subtotal 126 970 2,106 3,230 4,354 5,478

Cumulative Net Deficit/(Surplus) 108 355 570 762 943 1,125

Deanery Income
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Full details can be found in Appendix 10.2. 

 
The consequences (both financial and non-financial) of not pursuing this project are: 

- Lack of consultant capacity; therefore reliance on ADH’s and Kernow Surgical LLP will 
Increase  

- Growth in demand translates to further growth in bed days used for general surgery per year 
- Increase in complaints 
- Extended LOS due to not going through CEPOD in a timely manner 
- Increase in incident reporting (Datix’s)  
- Increased staffing sickness in Nursing  
- Inability to follow Standard Operating Procedure in St Mawes Lounge 
- Increased issues with flow  
- Continued cancellation of elective surgery due to lack of beds  
- Loss of F1s (like orthopaedics previously). GMC feedback re support for these colleagues is 

that it is very poor, especially at weekends 
 
All of the above have a detrimental impact on patient experience, but will be positively impacted by 
the proposed new structure. 
 
 
7. Service and Other Project Dependencies 
 
 
The project proposes a re-design of Emergency Surgical Services to enable sustainable elective 
delivery of Service Level Agreement (SLA) within NHS Job Plans. 

The document describes a proposed modernisation program to the Royal Cornwall Hospital’s delivery 
of Acute General Surgery through a new Emergency General Surgical (EGS) Service model; run by a 
department of specialist surgeons interested in Emergency Surgery rather than single specialist 
Gastrointestinal (GI) surgeons who occasionally undertakes emergency surgery. The Emergency 
Surgeons will drive forward change, provide best evidence-based practice, and deliver on outcomes 
whilst providing full open door access to surgery from the main Emergency Department (ED). This is a  
a concept novel to RCHT but unable to be deliverable without the changes outlined and the full 
backing of the trust. This model enables the release of Patient Activities to reduce ADH spend to 
enable concentration of activity on RTT catch-up / delivery within jobplan.  
 
There are no additional resources required of other services as this is about making more efficient 
use of existing infrastructure (e.g. theatres/imaging etc). However, if the demands of improving RTT 
are over and above this, there would be a subsequent impact on supporting services, for example 
endoscopy and pre-op.   
 
There are no other Capital Programme commitment dependencies with this area of the hospital  
 
A risk assessment of the project has been undertaken that covered both the delivery aspects and post 
project/scheme completion risks.  The following risks were identified:- 

 

Year 1 Year 2 Year 3 Year 4 Year 5 Year 6
2020/21 2021/22 2022/23 2023/24 2024/25 2025/26
£000's £000's £000's £000's £000's £000's

Staffing Levels Whole Time Equivalent (WTE):

EGS Consultants 2.00 4.00 6.00 6.00 6.00 6.00
Mid Grades (Assumed CT 3) 2.00 4.00 4.00 4.00 4.00 4.00
EGS SCP 1.00 3.00 5.00 5.00 5.00 5.00
Secretary Band 4 1.00 1.00 1.00 1.00 1.00 1.00
Secretary Band 5 1.00 1.00 1.00 1.00 1.00 1.00
Phlebotomist Band 2 1.00 1.00 1.00 1.00 1.00 1.00
Vacancy factor (0.45) (0.45) (0.45) (0.45) (0.45) (0.45)
20PA reduction in Specialist Surgeon hours - - (2.00) (2.00) (2.00) (2.00)

Total Staff in the EGS Service (WTE) 7.55 13.55 15.55 15.55 15.55 15.55
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• Full Trust Support: It is essential that the service has the full support of the Trust board. The 
need to get to Stage 2 as rapidly as possible is critical. Any late wavering in recruitment will 
jeopardise the formation of the service. The real delivery wins will only be seen after stage 2. 
At this point 4 emergency surgeons will, at this time, be running an independent Emergency 
Surgical Department and the Specialist surgeons supporting but with clear release of PA’s to 
support RTT. Stage 3 for complete independence and reduce the rota demands on the 
Emergency Surgeons will be essential to maintain a presence in the trust. 

• Staff Recruitment: this has always been a challenge and with the EGS model it is even more 
important. This is particularly relevant for the first appointments. If the appointments are poor 
then the model will not be a success. The mitigating strategy for this will be a wide national 
personalised recruitment drive. Our current lead has been invited to sit on national 
committees for the development of Emergency Surgery and is part of a National forum for 
Acute Surgeons; both supported by leading surgical bodies; Royal College of Edinburgh and 
Association of Upper GI Surgeons. Year 1 recruitment aims to be directed by personal 
invitation if possible. 

• Relocation costs for Staff: As above this may be an additional cost burden, we have 
included the standard £8k fee based on an estimate of it being required for one consultant in 
each of the three years. 

• Incentive expenses: There is a risk that incentive payments may be required as part of the 
recruitment process. As these are individually negotiated we haven’t included any estimates 
in the financial calculations. 

• Staff training costs: Training of SCP roles will be required to undertake the position. 
Mitigated through charitable funding support and recruitment initially aimed at trained SCPs.  

 
 
8. Procurement Strategy 
 
 
  
Not Applicable 

 
 
9. Project Milestones 
 
 
The table below contains details of the key milestone dates 
 

Activity Date  
Pre-contract  
Stage 1    
Consultant Appointment x2 Jan 2021 
Middle Grade Appointment x2 Oct 2021 
SCP EGS Nurse Appointment x1 Oct 2021 
  
Stage 2   
Consultant Appointment x2 Apr 2021 
Middle Grade Appointment x2 Apr 2021 
SCP EGS Nurse Appointment x2 Apr 2021 
  
Fully independent EGS service – open access from 
ED established. 

Jun 2021 

  
Stage 3  
Consultant Appointment x2 Jan 2022 
SCP EGS Nurse Appointment x2 Jan 2022 
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Post Contract  
  
Fully independent EGS service – open access from 
ED established. 

Jun 2021 

Criteria for 7 day working Audit met Aug 2021 
50% reduction in Acute Surgery complaints Aug 2021 
Specialist RTT delivery >90%  ( based on pre-covid 
figures and 20/21 theatre utilisation data) 

Apr 2022 

Reduction in ADH/LLP  Apr 2022 
Est. Length of Stay reduction to 2.7 days/patient Apr 2022 
 
 
 
 
10. Appendices 
 
 
10.1 Capital Consequences – Not Applicable 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

10.2 Revenue Consequences  
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Year 1 Year 2 Year 3 Year 4 Year 5 Year 6
2020/21 2021/22 2022/23 2023/24 2024/25 2025/26
£000's £000's £000's £000's £000's £000's

- - - - - -

- (90) (90) (90) (90) (90)
Activity and Capacity reserve - elective general surgery - (186) (186) (186) (186) (186)
Total funding sources - (276) (276) (276) (276) (276)

Year 1: 2020/21 W.T.E

Savings 

Funded Establishment - vacancy (0.45) (11) (45) (45) (45) (45) (45)
(6) (24) (24) (24) (24) (24)

(17) (69) (69) (69) (69) (69)

Cost

2.00 51 204 204 204 204 204

2.00 24 96 96 96 96 96

1.00 12 46 46 46 46 46

1.00 7 30 30 30 30 30

1.00 8 33 33 33 33 33

1 Phlebotomist Band 2 - assume start 1st January 2021 1.00 6 24 24 24 24 24

Set up costs 18 - - - - -
126 434 434 434 434 434

Total Year 1 Deficit/(Surplus) 7.55 108 365 365 365 365 365

Year 2: 2021/22 W.T.E

Savings 

Reduced ADH's (additional hours) - (66) (132) (132) (132) (132)
Reduced KSP (Kernow Surgeons LLP) - (42) (84) (84) (84) (84)
Reduced Agency spend - Consultants - (76) (86) (97) (108) (108)
Reduced Agency spend - Nursing - (70) (70) (70) (70) (70)

- (253) (372) (383) (394) (394)

Cost
2.00 - 204 204 204 204 204

Additional 2 Mid Grade (Trainees) 2.00 - 96 96 96 96 96
Additional 2 EGS SCP's ( with Training from - Band 6-7) 2.00 - 93 93 93 93 93

Set up costs - 18 - - - -
- 411 393 393 393 393

Total Year 2 Deficit/(Surplus) 6.00 - 158 21 10 (0) (0)

Year 3: 2022/23 W.T.E

Savings 
(2.00) - - (204) (204) (204) (204)

- - (204) (204) (204) (204)

Cost
2.00 - - 204 204 204 204

2 EGS SCP's (with Training from - Band 6-7) 2.00 - - 93 93 93 93

Set up costs - - 12 - - -
- - 309 297 297 297

Total Year 3 Deficit/(Surplus) 2.00 - - 105 93 93 93
Capital Charges 0 0 0 0 0 0
Net Deficit/(Surplus) 15.55 108 247 215 192 181 181

1 Secretary Band 4 - assume start 1st January 2021

1 Secretary Band 5 - assume start 1st January 2021

Income and Expenditure 

Deanery Income

20PA Reduction in Specialist Surgeons via efficiencies

Operating expenditure

1 EGS SCP ( with Training from - Band 6-7) - assume start 1st 
January 2021

On Call Supplement - reduction from 5% to 3%

2 EGS Consultants @ 10 PA's plus on call at 3% - assume 
start 1st January 2021

Additional 2 EGS Consultants @ 10 PA's plus on call at 3%

2 Mid Grade (Assumed CT 3) - assume start 1st January 2021

2 EGS Consultants @ 10 PA's plus on call at 3%
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EXECUTIVE SUMMARY 
Meeting: TRUST BOARD IN PUBLIC Date: 05.11.20 
Report Title: Strategy Update: Q1 &Q2 Report Agenda Item: 10 
Author: Joe Turner – Business Planning Manager 
Executive Lead: Thom Lafferty – Director of Strategy and Performance 
 
Alignment to Strategic Objectives Tick box(es) 
BRILLIANT CARE - Always providing safe, effective and compassionate 
care, where we listen and learn to provide an excellent patient experience 
and reduce avoidable harm. 

 

BRILLIANT IMPROVEMENT - Instilling a culture of quality improvement 
where everyone feels empowered to make changes for the benefit of our 
patients. 

 

BRILLIANT PEOPLE - Working together in a supportive environment to 
attract, develop and retain brilliant people. 

 

  
Purpose of the Report  
Approve   Discuss  Note  
This paper provides Trust board with an update on the progress implementing our Trust 
Strategy in the first half of 2020/21. 
  
Consultation – other meetings discussed with and outcome of discussion: 
Trust Board have previously received quarterly reports on the implementation of our Trust 
Strategy. Due to the impact of Covid-19 and changes to Board schedules, a Q1 update was 
not received this year. The previous report to Board was for Q4 2019/20, received in May 
2020. 
  
Summary of key points  
Our strategic milestones have been reviewed at the end of Q2. Of the 45 milestones planned 
to be delivered in 2020/2021: 

• 7 have been completed; 
• 27 are on track for completion; 
• 8 are currently off-track; and 
• 3 milestones have been put on hold or removed as they do not fit within the current 

Trust priorities for 2020/2021.  
 
Many milestones have been impacted by the impact of Covid-19. Where milestones are off-
track mitigating actions have been put in place. All milestones are reviewed to ensure they 
continue to be relevant to our priorities over the next 12 months.  
  
Key risks 
Section 3 outlines the milestones that are off-track and other key risks. 

• There are 8 milestones currently not on track for delivery in 2020/21. 
• If levels of Covid-19 increase further within Cornwall, the required response may 

further affect progress against the Trust strategy, especially around recovery to pre-
Covid levels of activity. 

  
Recommendations and reasons  
The Board is recommended to: 

• note the update on the implementation of our Trust Strategy;  
• agree with the removal of three milestones that no longer fit with our plans for this 

year; and 
• highlight any areas of particular concern.  
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Equality and Diversity 
Statement 

The strategy describes our approach to improving the care we 
provide to all of our population, highlighting the specific 
challenges that we face in Cornwall and the Isles of Scilly and 
the importance of further development of system working to 
ensure we can respond to these. The strategy was developed 
using population information and insight, highlighting the 
specific needs of the CIOS population. An Equality Impact 
Assessment has been completed in relation to the Trust 
Strategy, and is available on the RCHT public website. 
 

Environmental 
considerations 

Along with system partners the Trust has declared a climate 
emergency, with an ambition to achieve net zero emissions by 
2030. This will form a key basis of the Trust Strategy moving 
forwards, with infrastructure programmes including HIP2 
forming a key enabler of this ambition. 
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Strategy Update: Q1 & Q2 Report

1. Background

1.1. Since being approved by Board in May 2019, the Trust Strategy has been launched
across the organisation. As well as engaging with our Care Groups and services 
about the new strategy, we have also embedded our vision and strategic objectives 
within RCHT business – for example, the Integrated Performance Framework has 
been updated to align to our new strategy. 

1.2. To support the delivery of our strategy, we have developed three key enabling 
strategies: Brilliant Care, Brilliant People and Brilliant Improvement. The Brilliant 
Improvement strategy was approved by Board in November 2019, and Brilliant Care 
and Brilliant People in April 2020. These strategies set out in detail how we will 
deliver upon the three key pillars of our Trust Strategy. 

1.3. For 2020/21, there are 45 agreed milestones across the three pillars. This paper 
provides Trust Board with an update on our progress in delivering those milestones in 
the first two quarters of the year. Updates have previously been provided quarterly, 
but the impact of Covid-19 and changes to Board meeting schedules meant that a Q1 
update was not provided. 

1.4. The focus of the whole health system in responding to Covid-19 will inevitably result 
in some aspects of our strategic plans being delayed, as we prioritise activity in 
relation to ensuring we maintain the ongoing care and safety of our population and 
workforce. It also requires us to re-visit some of our pre-existing plans to ensure 
these are still relevant in the changing circumstances that we will be working in over 
the coming months.  

2. Overview of progress

2.1. The table below summarises progress against the 45 agreed milestones for 2020/21.
Key points are discussed in the following sections of this report and Appendix 1 
provides details against each milestone.  

Completed On Track Off Track On Hold/Removed Total 

Brilliant Care 2 15 5 1 23 

Brilliant People 2 7 2 1 14 

Brilliant Improvement 3  5 1 1 8 

3. Key areas of progress in Q1 and Q2

3.1. Significant progress has been made within our dynamic recovery programme, with
detailed plans for theatres, diagnostics and outpatients resulting in increasing 
capacity and performance. In support of the delivery of our elective services our 
existing harm review processes have been expanded to ensure patients at risk of 
harm are prioritised in relation to booking.  

3.2. Key programmes of estates work within the Building Brilliance programme in both 
the ED Resus expansion and MRI/Oncology Development have commenced and are 
on track. These form key milestones to delivering our Brilliant Care objectives, 
ensuring our environment is clean, safe and welcoming 
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3.3. The Trust, in partnership with Cornwall Partnership Foundation Trust, has submitted 
a strategic outline case for formal integration to NHS England and NHS 
Improvement (NHSE/I). NHSE/I will now consider whether to recommend that we 
proceed to develop a full business case, and integrate the two trusts by March 2022 
as planned. Roadshows are now being held to discuss the new models of care we 
would aspire to deliver as part of an integrated trust with stakeholders.   

4. Off-track milestones and areas of risk 

4.1. There are eight milestones that are reported as off-track for delivery this year: 

• Launch signed-off patient safety programme (milestone 3) – the Patient 
Safety Incident Response Framework (PSIRF) has been delayed nationally due 
to Covid-19; 

• Patient safety ambassadors in all Care Groups (5) – this is being held up by 
a delayed national launch; 

• Patient stories at all Care Group Boards (6) – partially complete but not 
consistent, has been escalated to Governance Leads to progress; 

• 95% of complaints responded to within 30 days (8) – currently at 78%, work 
is ongoing to promote more timely management of investigations; 

• Achieve all constitutional standards (13) – performance against standards 
continues to be affected by the response to Covid-19; 

• Over 90% of staff complete mandatory training (25) – compliance has 
reduced to 86.9%, which we believe is due to Covid restrictions around social 
distancing and class sizes; 

• 95% of staff receive an appraisal (29) – currently 19.7% below target and 
trending downwards, largely due to the impact of Covid-19, but People Partners 
are continuing to work with managers to improve compliance; 

• Establish a system PMO (43) – this requires further work and review in the 
context of the appointment of a system Director of Transformation 

4.2. While recovery plans remain on track, there is a risk that a significant second wave 
of Covid-19 this winter could require us to implement some of the more significant 
measures we have previously had in place, which could significantly impact our 
recovery trajectory. For example, a surge in critical care requirements could mean we 
have to relocate trauma services to St Michael’s Hospital, which would mean 
cancelling elective orthopaedic operating. 

4.3. A number of milestones have been affected by Covid-19. Where milestones are off-
track mitigating actions have been put in place and all actions are reviewed to ensure 
they continue to be relevant to our priorities over the next 12 months. 

5. Changes to milestone plan for this year 

5.1. Three milestones have been removed or put on hold, as they no longer fit with plans 
and priorities for this year: 

• Engage in the development and delivery of the Peninsula Clinical Service 
Strategy work (milestone 17) – this work is external to the Trust and has been 
put on hold; 
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• Development of SOC for Health and wellbeing hub (33) – stood down as a 
standalone project at the request of the Chief Executive, to be considered as 
part of a wider portfolio of work; 

• Explore decision to apply for University Hospital Status (40) – Trust Board 
agreed in July that this would be put on hold until after formal integration with 
CFT. 

6. Conclusion and recommendations 

6.1. The Trust is on-track with most of the milestones to deliver our strategy, but there 
remain some areas of concern. Covid-19 has affected the delivery of a number of 
milestones and is an ongoing risk as we go into winter. 

6.2. The Board is recommended to: 

• note the update on the implementation of our Trust Strategy; 

• agree with the removal of three milestones that no longer fit with our plans for 
this year; and 

• highlight any areas of particular concern. 
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Appendix One: Strategic Milestones 2020/21 
 
Brilliant care 
 

Pledge 2020-21 Milestone Status Q1 & Q2 Progress Update What Has the Impact/Outcome Been? 
Brilliant Care     
We provide 
care that is 
consistently 
safe and avoids 
harm 

1. We will ensure we 
have sufficient inpatient 
and critical care 
capacity throughout 
2020/21 to care for 
Covid positive patients. 

On Track There is a phased plan in place for Critical Care 
which utilises Wheal Coats, Trauma 1 & 2 as 
well as recovery and theatres to deliver 
sufficient beds as indicated in the current 
modelling 

Adequate number of beds for critically ill 
patients. 

2. We will develop a 
dynamic recovery 
programme to ensure 
wherever possible we 
are able to deliver all 
services throughout 
2020/21 – this will be 
supported by all 
elective patients on a 
waiting list undergoing 
a harm review. 

On Track • Expanded harm review process and 
established the Quality Improvement 
Delivery Board to ensure the right patients 
are prioritised 

• Continuing to adopt new models of patient-
centred care across pathways and have 
initiated a review of how we work across all 
specialties 

• Working to an ambitious recovery 
programme for endoscopy that is projected 
to deliver 80% performance against waiting 
list targets by the end of December 

• Theatre throughput remains a challenge – 
although updated PPE and AGP guidance 
has helped 

• Continued risk of second Covid spike, 
which could force more significant 
measures and set back recovery plans 

Elective activity is recovering: 92.7% of pre-
Covid activity w/c 12 Oct, vs 78.3% at the end 
of August. 
RTT performance improving and working to 
achieve ambitious targets: currently 68.7%, 
up from 68% in September, forecast 71% by 
end of Oct and 74% end Nov 
High utilisation of independent sector: 
utilisation at the Duchy is 80% 
Diagnostic performance is currently at 70%: 
with MRI at 96%, CT at 89.7% and non-
obstetric ultrasound at 99.5% 
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Pledge 2020-21 Milestone Status Q1 & Q2 Progress Update What Has the Impact/Outcome Been? 
3. Launch signed off 

patient safety 
programme. 

Off Track Joint RCHT/CFT Falls improvement programme 
for 2021. Joint Pressure Ulcer and medication 
programmes all signed off by the Joint Quality 
Assurance Committee for RCHT/CFT 

Three integrated improvement plans on core 
safety topics. 
 
We are monitoring the outcome of these.  

We are open 
and honest with 
people about 
their care 

4. Maintain 100% Duty of 
Candour compliance 
throughout 2020/21. 

On Track In the process of finalising the patient safety 
improvement plan as early adopters (national 
launch of this was delayed due to Covid-19) 

 

5. Patient safety 
ambassadors in all 
Care Groups. 

Off Track Awaiting national specification with national 
launch delayed.  

National launch delayed awaiting specification 

We listen and 
learn from 
patients, their 
families and 
carers and treat 
them with 
compassion 
and respect 

6. Patient stories at all 
Care Group Boards. 

Off Track Partially complete. Patient Stories presented at 
Board, but not consistently presented at all 
Care Group Boards. This has been escalated to 
Governance Leads to progress.  

 

7. Establish ’public 
membership’ for RCHT 
services as part of 
integration work 
stream; developing a 
patient consultative 
base. 

On Track A series of public roadshows are planned 
following the staff roadshows which commence 
in September 2020. The content of the 
roadshows will be to explain the relevance of 
the integration in the context of the New Model 
of Care for Cornwall. At the public sessions, we 
will also use the opportunity to recruit 
'members' to the new Foundation Trust. 

No impact yet 

8. 95% of complaints 
responded to within 30 
days 

Off Track Q1 - 81% responded to on time (14 of 75 
breached); Q2 - 78% responded to on time (15 
of 68 breached) 

Work is ongoing in promoting more timely 
management of investigations.  
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Pledge 2020-21 Milestone Status Q1 & Q2 Progress Update What Has the Impact/Outcome Been? 
We provide 
clinically 
effective care, 
which 
minimises delay 
and the amount 
of time people 
have to spend 
in our care 

9. Establish a Progressive 
Recovery Unit on the 
Treliske site by 
October 2020 to 
support our response 
to Covid-19. 

On Track This remains broadly on track although has 
been affected by delays in regulatory approval. 
Provided that such approval is received by mid-
August, the Trust will need 14 weeks to 
construct the PRU. 
 

No impact yet 

10. Working with our health 
and care partners, 
reduce Delayed 
Transfers of Care in 
2020/21, based upon 
2019/20 baseline. 

On Track • Working internally to implement the 
“Hospital Discharge Service: Policy and 
Operating Model” 

• Therapies Team transitioning from RCHT 
to community services – which will 
facilitate more discharge to assess 
pathways 

• The key to unlocking the information for 
overall delays is finalising the 
implementation of the reason to reside test 
and reporting and the subsequent 
procurement of the relevant capacity 

 
• This remains a challenged area: 
• At the current time we are seeing the 

number of MFFD patients becoming delays 
returning to similar numbers to 2019/20 

• Around 140 patients across Cornwall on 
inpatient wards who need to be cared for in 
other parts of the system  
  

11. 100% increase in non-
face to face outpatient 
activity, and advice and 
guidance to be in place 
for all specialties.  

On Track This objective has currently been achieved 
however the Trust is continuing to work to 
improve performance, to include speciality level 
targets and actions to increase use of the non-
face to face clinics.   

4 times more non F2F appointments delivered 
than pre-covid levels.   
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Pledge 2020-21 Milestone Status Q1 & Q2 Progress Update What Has the Impact/Outcome Been? 
12. Full implementation of 

front door frailty model. 
On Track There is still more work to do there is currently 

an assessment of the capacity and demand to 
review opportunity to increase capacity aligned 
to the demand, to include time of the day when 
the patient attends.   
An Integrated Services for Older People (ISOP) 
Board has been created so that all opportunities 
can be explored and maximised 

The CATU’s have been implemented and are 
being utilised  
 

13. Achieve all 
constitutional 
standards. 

Off Track The response to Covid has significantly 
impacted performance in regard to the 
constitutional standards. The dynamic recovery 
programme described above details how 
performance against these is being recovered. 
 
Emergency Department & MIUs 
Standard met in Q1, standard not met in Q2 
with September system performance at 88.8% 
against a target of 95%  
Cancer Standards  
All met. 
Diagnostics 
Recovering at 70% against a target of 99% 
RTT  
Recovering at 68% against a target of 92% 
 
Delivery of the constitutional standards is 
managed through the weekly RTT meeting, and 
through performance reviews at care group 
level.  

Patients have waited longer than the 
constitutional standard. 
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Pledge 2020-21 Milestone Status Q1 & Q2 Progress Update What Has the Impact/Outcome Been? 
We work with 
our health and 
care system to 
improve the 
health of our 
community 

14. Develop a system wide 
Incident Command 
Centre to ensure a 
dynamic, efficient and 
responsive system 
wide ICC to coordinate 
our response to Covid-
19. 

Completed We have our internal ICC which links to the 
wider system ICC. The structures are all in 
place and are operational. 

 

15. Develop with CFT an 
approved Integration 
business Case. 

Completed The Strategic Case has been completed and 
approved by both CFT and RCHT Boards. 

The Strategic Case is being taken to 
Cornwall/IOS Council and NHS Kernow Board 
meetings across August - October for 
stakeholder approval. Once approval is gained, 
it will be submitted to regulators for approval to 
progress to the next stage of the transaction 
pathway. 

16. Develop regular 
engagement forums 
with all of our Primary 
Care Networks (PCNs) 
with the aim of 
improving pathways at 
PCN level. 

On Track We have made substantial progress in this 
regard. RCHT Execs have been allocated to 
each of the ICA Board meetings attended by 
PCN Clinical Directors (CDs) for each of the 3 
areas. PCN CDs are now playing a leading role 
in working with the Trust to design the new 
models of care which will underpin care 
provision across Cornwall & the Isles of Scilly 
for years to come. This links to the HIP2 
programme which PCN CDs are actively 
involved in, helping to shape how 
local/community services (e.g. Camborne & 
Redruth Development, Bodmin Hospital 
Campus development) can better support the 
provision of holistic care closer to the patient's 
home. 

As described. 
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Pledge 2020-21 Milestone Status Q1 & Q2 Progress Update What Has the Impact/Outcome Been? 
17. Engage in the 

development and 
delivery of the 
Peninsula Clinical 
Service Strategy work. 

On Hold/ 
Removed 

This work is currently on hold.   

We provide an 
environment 
that is clean, 
safe and 
welcoming 

18. Delivery  of the Health 
and Safety review 
action plan 

On Track Ongoing, Operational Board approval on 21st 
October for increasing the staffing levels in the 
Health and Safety team.  There is a Health and 
Safety Leadership group which has 
representation from each Care Group as the 
overriding governance control. 

 

19. Develop a Building 
Brilliance Estate 
Strategy, supporting 
submission of a SOC 
for HIP 2 funding 

On Track HIP 2 SOC to be produced by Q1 2021/22 No impact yet 

20. MRI and Cancer 
services enabling 
works to be delivered 
to programme. 

On Track MRI/Lowen construction remains on track for 
completion in 2022. 

No impact yet; minor operational disruption 

21. Submission of OBC for 
Women’s and 
Children’s unit. 

On Track The Trust has commissioned EY to support the 
delivery of this October milestone and is 
currently on track to deliver it. 

No impact yet 

22. Submission of SOC 
and OBC for capital 
developments at WCH 
and SMH. 

On Track SOC for Peripheral Sites on track to be 
submitted to Trust Board in September. 

No impact yet 

Page 171 of 522



12 
 

Pledge 2020-21 Milestone Status Q1 & Q2 Progress Update What Has the Impact/Outcome Been? 
23. ED resus 

redevelopment 
completed October 
2020. 

On Track Expanded ED Resus on track to open end 
October 2020; with completion of the 
redevelopment of RATS area due January 
2021. 

No impact yet; minor operational disruption 

Brilliant People    
We provide 
great leadership 
and support to 
help colleagues 
be the best they 
can be 

24. Being Brilliant 
leadership programme 
rolled out to 1000 staff 

On Track Modules 1-3 have been delivered. The final 
module (Module 4: Brilliant Improvement) is due 
to be completed end of Aug. Due to Covid staff 
training focussed initial on up and cross skilling 
colleagues to ensure patient safety as part of 
our plans which included extended ITU training. 
Being Brilliant in Qtr. 1 was on pause and 
recommenced with a bite size being brilliant 
training courses which included online training 
from Qtr2. 

89% of participants would recommend the 
programme to others.  
Participants self-reported higher confidence 
levels in discussing values and behaviour. 
A wider roll out is planned for autumn 2020 for 
all RCHT colleagues. 

25. Over 90% of staff 
complete mandatory 
training 

Off Track Compliance with mandatory training has 
reduced to 86.9% and we continue on a 
downwards trajectory which we believe is due 
to social distancing, class size and room 
availability. 

Mandatory training has seen a downward 
impact due to Covid firstly the initial focus was 
on up and cross skilling clinical colleagues with 
redeployment training being essential for 
patient safety. Secondly wherever possible 
training has been converted to online training to 
reduce the amount of face to face training due 
to social distancing and room availability. The 
size of our training rooms has impacted on the 
numbers of staff who can be trained at any 
time. 
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26. Over 45% of staff say 

communication 
between senior 
management and staff 
is effective as 
measured by National 
Staff Survey 

On Track During the first quarter we started a range of 
initiatives to help address communication 
between senior managers. These have 
included moving Team talk to a virtual platform, 
V-logs from CEO, and Live Q&A's that involve 
our senior leaders. 

In the Pulse check survey, when Q1 20/21 is 
compared with Q4 19/20 there was a 3% 
increase in staff reporting communication was 
effective between staff and senior managers. 
Communication has increased via email and 
initially daily Covid email updates with health 
and wellbeing having a twice weekly focussed 
newsletter to support colleagues during Qtr. 1 
with the impact of Covid. There has been a 
reduction in face to face meetings and visits 
especially walk about due to the Covid 
restrictions and guidance whilst mitigating risk 
to all concerned and positive role modelling. 
This will inevitably have had an impact on the 
visibility of senior colleagues, however senior 
managers should have still be accessible and 
available. 
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We create a 
safe 
environment so 
colleagues feel 
supported to 
speak up 

27. Building upon the 
roadshows held in 
2019/20, hold further 
engagement events 
with our colleagues.  

On Track The OD and Engagement team have been 
working on developing and delivering plans for 
communications and engagement piece as part 
of our journey towards formal integration 
between CFT and RCHT. We held a launch 
Q&A session with both organisations CEOs and 
Chair Persons in Jun-20. Work them developed 
as part of the Communications and 
Engagement work stream to develop a series of 
Integration Roadshows which commenced in 
Sep-20. These will run through to Nov-20 and 
provide an opportunity for staff to meet with the 
Executive team to talk about the benefits and 
opportunities of integrating the two 
organisations. The roadshows also provide an 
opportunity for staff to raise any queries and 
meet with the senior leaders of the respective 
Trusts. The roadshows form an integral 
foundation for how we will continue to engage 
with staff so that we remain open and 
transparent in our plans and involve all staff in 
the development of the new integrated Trust.  

A significant calendar of integration roadshows 
with Q&A leads by Execs across CFT and 
RCHT have taken place in Qtr. 2. Online twice 
weekly vlogs lead by Kate have taken place 
throughout Covid with an enhanced provision 
specifically for Junior Doctors lead by our Junior 
Doctor Guardian of safe working hours Jon 
Stratton. 

28. Freedom to Speak Up 
enhanced through roll-
out across the Trust of 
the ‘WorkInConfidence’ 
app. 

Completed Speak in confidence app introduced in May 
2020 

An increase in colleagues making contact 
regarding concerns using the app since the 
introduction of the anonymous app in May 
2020. 

We provide 
development to 
help colleagues 
learn and grow 

29. 95% of staff receive an 
appraisal. 

Off Track Appraisal compliance is currently 19.7% below 
the Trusts target of 95%, and has been trending 
downwards since the start of the quarter. This is 
largely due to the response to Covid-19.  
People Partners continue to engage with 

Approx. 20% of staff have not had an appraisal 
in a timely way. At the Care Group monthly 
performance reviews improvement plans have 
been put in place to address the downturn of 
colleagues receiving an appraisal. 
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Pledge 2020-21 Milestone Status Q1 & Q2 Progress Update What Has the Impact/Outcome Been? 
managers to improve compliance. A refreshed 
Manager Skills Passport module has been 
designed to give managers more capability in 
giving high quality appraisals, and a new 
template/process is in train. 

30. 60% of colleagues say 
they can make 
improvements at work, 
as measured by the 
NHS Staff Survey 

On Track The OD and Engagement team have worked 
closely to form a relationship with the Quality 
Improvement Team. The engagement team ran 
an in-house trail of the What matters most 
sessions. - These sessions were sourced from 
NHS I&E and we have been noted as a 
collaborator. The method has been included in 
to the newly refreshed Managers passport as 
good practice. 

In the Q1 20/21 Pulse check survey only 71% 
of people (4% Compared to Q4). This is also 
5% lower than the staff survey; this could be as 
a result of the sample being different from the 
staff survey 21% response rate of the PCS and 
56% of the staff survey.) With the staff survey 
likely being a more accurate representation. As 
at 23/10/20 the staff survey completion rate was 
at 40%. It should be noted morale and energy 
levels with staff are currently low with Covid 
being expressed by the care groups as the 
reason for impact. Ongoing support for health 
and wellbeing has been present and enhanced 
throughout Covid. The national NHS Charities 
Together Covid funding has been utilised to 
support this ongoing area of support for our 
colleagues. 

We provide an 
environment 
that supports 
colleague 
safety, health & 
wellbeing 

31. Mitie service to be 
brought back in house 
to ensure there is 
equity for Ts&Cs for 
support staff and to 
deliver enhancements 
in these services. 

Completed Mitie TUPE transacted at the beginning of June 
2020. 

The Mitie staff TUPE in to RCHT transition was 
completed within the updated timeframe 
communicated to the Board in June 2020.  
 

32. Health and wellbeing 
support is enhanced to 
support our response 

On Track Extended wellbeing provision for all staff was 
offered during COVID including additional 
catering options (Inc. subsidised), a shop for 

Ongoing support for health and wellbeing has 
been present and enhanced throughout Covid. 
The national NHS Charities Together Covid 
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to Covid-19. provisions on site, quiet spaces, EAP support 

and counselling, trained cohort of Psychological 
first aiders, staff PCR swab testing, local 
contact tracing, antibody testing and risk 
assessment for all employees to help keep 
people safe and well at work. 

funding has been utilised to support this 
ongoing area of support for our colleagues. The 
Hospitals Charity supported the staff virtual 
festival and our annual staff awards. 

33. Development of SOC 
for Health and 
wellbeing hub. 

On Hold/ 
Removed  

This item has been stood down at the request 
of the Chief Executive. It will now form part of a 
larger set of projects being considered by the 
Trust 

No change as this capital investment is not a 
priority for 20-21. 
 

We are true to 
our values and 
create a great 
place to work 

34. Improve and expand 
food and catering 
offerings across all of 
our sites: Implement 
‘The Royal’ restaurants 
on all 3 main sites, 
develop partnerships 
with local caterers. 

On Track Plans are underway for further improvement. Jill 
Venables has met with Paul Sylvester at West 
Cornwall to discuss the extended hours and 
weekend service for the Starbucks pod. Further 
discussions are required with Estates regarding 
the feasibility of re-opening the staff restaurant 
as West Cornwall for staff/visitors/local 
community. Facilities are currently recruiting 
staff to extend the service in the Starbucks pod.  
 
Jill Venables has met with Chloe Parr at St 
Michaels; proposals are in place to open a 
Starbucks cafe to replace the volunteers’ cafe. 
A Meeting is being arranged to discuss further. 
Plans are in progress.  24 hour Food Vending 
will also be made available shortly. 
 
A paper is being prepared to be submitted to 
the Finance & Performance Committee and the 
Trust board to extend restaurant services 
further; this will include a restaurant at the main 
entrance and extended opening times of the 

24 hour hot food vending is in place at Treliske 
and being extended to WCH and SMH. The 
Royal launched in June and subsided 
Starbucks coffee and food made by 
sustentation is available to staff. 
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current facilities. 

35. Be in the top quartile of 
Trusts for ‘overall 
engagement’ as 
measured by the NHS 
Staff Survey. 

On Track Engagement is influenced by a number of 
factors and is not attributable to one specific 
action. As will be detailed in the brilliant people 
actions we are making strides in areas, of 
communication (V-logs, Team talk, Q&As), staff 
voice (pulse survey, staff survey, Freedom to 
speak up, Staff Stories) and health and 
wellbeing (H&W update, H&W intranet page) for 
staff and training of senior managers (being 
brilliant) and our aspiring managers (managers 
passport). All of these improvements will 
influence our overall trust engagement score. 

As measured in the pulse check survey, In Q1 
we had a response rate of 21% which is up 
12% when Compared with Q4 of 19/20. In Q1 
we also saw an increase in both questions 
asked for the staff friends and family test. In Q1 
3% of staff also reported looking forward to 
going to work. 

Brilliant Improvement    
We ensure that 
everyone has 
the capability 
and capacity to 
pursue quality 
improvements 
for our patients 

36. QI principles underpin 
the trust Covid 
response and the 
development and 
rolling out of clinical 
and corporate service 
phasing plans. 

Completed Complete and ongoing. The QI Hub forms the 
resource underpinning the Trust's Covid 
Incident Control Centre (ICC) and hence, QI 
methodology is used to guide the Trust's 
dynamic response (and recovery from) the 
crisis. 
 

Emphasis on learning lessons from 1st phase in 
advance of potential 2nd/3rd spike. Emphasis 
on needing to deliver clear 'Phase 3 Recovery 

Plan' by 1 September 2020. 

37. QI ambassador training 
delivered for all board 
members and senior 
leadership team 

Completed Delivered to the Board in July 2020. All Board members trained in the Trust's 
approach to QI. 

We use 
innovation and 

38. Approval of Electronic 
Health Record OBC 

Completed Outline business case approved at Trust board 
28th of May 2020 
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digital 
technology to 
improve the 
quality, 
experience and 
cost of our care 
 

39. Develop and 
implement a 
programme of 
innovation training to 
support embedding of 
innovation across our 
Care Groups. 

On Track This is a key deliverable within the Innovation 
Strategy reviewed by the Trust Board in July 
2020 (due for approval via e-governance in 
August 2020). 

No impact yet 

We are growing 
the Trust’s 
national 
reputation for 
excellence in 
research and 
development 

40. Explore decision to 
apply for University 
Hospital Status 

On Hold/ 
Removed 

Following a Trust Board discussion on this in 
July 2020, a decision has been made to 
postpone this work until after the CFT 
integration; allowing the combined entity to 
make an application as an integrated service 
provider. This also provides more time to 
develop the Trust's informal relationships with 
key academic partners. 

No impact yet 

41. Increase number of 
research partners and 
number of trials with 
commercial sponsors 
by 10%. 

On Track Remains on track notwithstanding impact of 
Covid. Trust likely to be identified as hub for 
Covid vaccine trials. 

No impact yet 

42. Increase levels of 
research activity in all 
care groups by 10%. 

On Track On track and ongoing. Will be reviewed end 
2020/21. 

No impact yet 

We make good 
use of the 
resources that 
are available to 
us 

43. Establish a system 
PMO. 

Off Track This requires further work and review in the 
context of the appointment of a system Director 
of Transformation. 

No impact yet 

44. Reduce our Bank and 
agency spend in 
2020/21 by 20%. 

On Track On Track to exceed the 20% improvement, 
Both forecasts (Reasonable worse case and 
average run rate August and September) are 
considerably lower than the £19.2M Target 
(£14.5M and £8.4M respectively)  
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We celebrate 
achievement 
and will create 
a culture that 
enables 
continuous 
improvement 

45. Develop a virtual 
celebration of our 
colleagues that can be 
held in lieu of  the 
Brilliant People festival 

On Track The organisation and set up for the virtual 
festival is well underway. A festival in a box is 
being made available for all staff alongside a 
virtual line up of music and bands, as well as 
the inclusion of our RCHT awards. A method of 
delivery has been agreed. Content is being 
collated, created and sourced. Invitations have 
been extended to all system partners with little 
uptake, though some are promoting the festival 
to their staff which is progress in the right 
direction. An offering for people who are 
working is being developed, which include 
boxes delivered to wards and decorating our 
three sites. 

Virtual festival took place in September with 
festival in a box for colleagues to engage at 
home with their families and our staff award 
winners. The festival was funded via the Covid 
budget from the Charity. 
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EXECUTIVE SUMMARY 
Meeting: Trust Board Date: 5.11.20 
Report Title: Innovation Strategy Update Agenda Item:  
Author: Judith Laity and Frazer Underwood – Trust Innovation Leaders 
Executive Lead: Thomas Lafferty – Director of Strategy and Performance 
 
Alignment to Strategic Objectives Tick box(es) 
BRILLIANT CARE - Always providing safe, effective and compassionate 
care, where we listen and learn to provide an excellent patient experience 
and reduce avoidable harm. 

X 

BRILLIANT IMPROVEMENT - Instilling a culture of quality improvement 
where everyone feels empowered to make changes for the benefit of our 
patients. 

X 

BRILLIANT PEOPLE - Working together in a supportive environment to 
attract, develop and retain brilliant people. 

X 

  
Purpose of the Report  
Approve  X Discuss  Note  
This report presents the new Innovation Strategy to Board for approval. It sets out how 
previous comments from Board and Finance and Performance Committee (FPC) have been 
addressed, on the basis of which FPC recommends that Board now approve the strategy 
with no further amendments. 
 
  
Consultation – other meetings discussed with and outcome of discussion: 
Consultation has been undertaken with an innovation engagement group and feedback has 
been incorporated. The Strategy has been taken to Finance and Performance Committee on 
27/7/20 and 26/10/20.  It was first presented to Trust Board on 30/7/2020. Amendments 
have been made to the Strategy to address and incorporate the points raised. 
  
Summary of key points  
Trust Board received the Innovation Strategy in July 2020 and asked for the concerns of 
Finance and Performance Committee be addressed in advance of approving the Strategy.   
 
Finance and Performance Committee received a paper on 26/10/20 which detailed the costs 
and benefits of Innovation for both the existing service and the service which is described in 
the Strategy. The committee resolved to recommend the Strategy to Board for approval in 
light of the information provided. 
 
The Board discussion from July 20 is recorded in Appendix A. 
 
The final draft of the Strategy is attached at Appendix B.  Amendments have been made as 
requested to strengthen the wording around the adoption of innovation and also to clarify the 
measures making the current baseline explicit. 
 
In July, Board asked for clarification on how revenue is split between innovators and the 
Trust. Attached at Appendix C is the current Intellectual Property Policy which clearly 
defines aspects of revenue share. This was also provided to the Finance and Performance 
Committee. The following is an excerpt from the Intellectual Property Policy and details the 
split of revenue between the Trust and innovator. 
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Where revenue share is considered to be appropriate, the net income 
generated by IP will be shared using a sliding scale which is equivalent across 
the SW Innovation Network, as follows: 

 
Net revenue Inventor/s Trust 

£0-£50,000 75% 25% 
£50,001 - £150,000 60% 40% 
£150,001- £500,000 45% 55% 
£500,001 and above 30% 70% 

 

What is the key question(s) for the meeting to consider? 
• Is the Board happy to approve the revised Innovation Strategy, on the basis of this 

additional information? 
  

Recommendations and reasons  
Trust Board is asked to: 

• note the decision of Finance and Performance Committee to recommend the new 
Innovation Strategy to Board for approval; 

• review the additional information provided in this paper; 
• approve the new Innovation Strategy on the basis of this further information. 

 
 
Equality and Diversity 
Statement 

Equality Impact Assessment completed and no adverse impact 
identified. 

Environmental 
considerations 

No direct implications  
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Appendix A 

Minutes of Trust Board Discussion re Innovation Strategy 

The Director of Strategy and Performance introduced this report and the Board noted: 

i) innovation is part of the Brilliant Improvement triangle  
ii) a detailed review of the strategy had been undertaken by Finance and Performance 

Committee and recommended to the Board with some amendments with regards 
cost benefit analysis; the level of ambition and whether it was pitched correctly; and 
additional clarity within regards intellectual property and innovation 

iii) the video presentation which highlighted how the innovation team supports new 
ideas at the Trust 

iv) the achievement of Frazer Underwood (Consultant Nurse) in attaining his PhD 
 

b. The Board discussed: 
i) NED challenge (RSm): whether the focus of the strategy was on innovation driven 

internally or whether it also allowed for adoption of innovation and improvement 
through learning from best practice. It was agreed that the strategy needed to reflect 
both bottom-up innovation and innovation adoption from others 

ii) NED challenge (RSm): with regard the aim to increase the number of staff involved in 
innovation to 20%, the quantum should be clearer and baseline given, especially with 
regards marginal gains. Similarly, with regards the last objective to double the 
income, the baseline should be given to clarify the scale of the ambition. It was 
agreed that the measures would be adjusted to clarify them in terms of relativity (i.e. 
use numerical rather than proportional targets) and take account of marginal gains 

iii) NED challenge (RSm): what the income split would be to the individual and the Trust 
for intellectual property (IP) from an innovation. It was confirmed this question was 
also raised at Finance and Performance Committee in terms of IP and income split 
and would be clarified   

iv) NED challenge (SP): how the profile of innovation and related improvements could 
be raised and used more effectively in the recruitment, retention and development of 
staff. It was confirmed that many innovations were bottom-up and as such the 
benefits had been felt below the corporate level; the Innovation Strategy brought 
those impacts and benefits to the fore for the Board and connected with the Brilliant 
Improvement Strategy to help develop, recruit and retain staff through involvement in 
research, development and innovation 
 

c. The Board resolved to request by way of action the Director of Strategy and 
Performance to make the amendments suggested to the Innovation Strategy from 
Finance and Performance Committee and Trust Board, and liaise with the Company 
Secretary to issue the finalised strategy to the Board for approval via e-governance 
during August 
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Introduction and Trust Context 
This strategy sets out how we will strengthen and grow innovation and our existing 
innovation support to build on the Trust’s innovative reputation.  This will ensure we can 
continue to provide an excellent service to all members of staff and facilitate delivery of 
brilliant patient care.  
 
The strategy describes: 

• How innovation supports the Trust’s commitment to continuous, Brilliant 
Improvement; 

• The national and regional context for innovation in the NHS; 
• The current provision of innovation support at RCHT; and 
• The future model, and how it will be delivered. 

 
At Royal Cornwall Hospitals NHS Trust, our vision is: 

 
Aspiring to Provide Brilliant Care to One + All 

 
To deliver our vision, we have developed three key strategic goals, each of which are 
supported by a number of pledges that we have committed to delivering. 
  
Our strategic goals are: 
 

 
 
Under the Brilliant Improvement strategic goal, the Trust has specifically pledged to: 
 

‘Use innovation and digital technology to improve the quality, experience and 
cost of our care’ 

 
Innovation is therefore key to the delivery of our Brilliant Improvement objectives alongside 
Quality Improvement and Research & Development (see Our Brilliant Improvement Triangle 
below): 
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Figure 1: Brilliant Improvement Triangle 
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National and Regional Strategic Context 
Innovation is critical in enabling NHS England/Improvement (NHSE/I) to achieve its ambition 
in accelerating the pace and scale of change, and delivering better outcomes for patients. 
The NHS remains a major investor and wealth creator in the UK, and in science, technology 
and engineering in particular. 
 
NHSE/I oversee a number of innovation programmes including: 

• Innovation and Technology Payment (ITP) 
• The Small Business research initiative healthcare programme 
• Clinical Entrepreneur Training Programme 
• NHS Innovation Accelerator 
• NHS Test Beds Programme 
• Accelerated Access Collaborative 

 
NHSE/I is committed to accelerating the adoption and spread of proven and affordable 
innovations, in partnership with the Academic Health Science Networks, as described in the 
NHS 5 Year Forward View and the NHS Long Term Plan (LTP). This is known as the 
Innovation and Technology Payment Programme (ITP) and covers devices, diagnostics and 
digital products. RCHT clinicians are encouraged to review the evidence for these 
innovations and are provided with support for the adoption of them from the Trusts 
Contracting and Performance department.   
 
The NHS LTP recognises the critical importance of research and innovation to drive future 
medical advances, with the NHS committing to play its full part in the benefits these bring 
both to patients and the UK economy.  The LTP describes the commitment to speed up the 
pipe line for the delivery of innovations in the NHS and ensure that patients benefit from 
proven and affordable innovation, making the best use of digital technology. 
 
Within the Well Led Domain the Care Quality Commission assess organisational systems 
and processes for learning, continuous improvement and innovation.  This strategy supports 
the Trust to evidence that it employs robust systems and processes for innovation activity. 
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Local Strategic Context 
The Cornwall and Isles of Scilly Health & Care Partnership has committed to the continued 
adoption of innovation within the system LTP; this includes transforming service delivery with 
digital innovations and redesigned pathways. 
 
The South West Academic Health Science Network works to improve the health and patient 
experience of people in the South West by supporting and accelerating innovation and 
quality improvement.  They spread proven innovations and programmes that are available 
through the ITP.  They also facilitate innovation exchange opportunities between health 
providers, charities and commercial organisations including Small and Medium-sized 
Enterprises (SMEs).  They provide funding opportunities for the exploration, evaluation and 
adoption of innovation. 
 
To support innovation at RCHT, Trust Innovation Leaders have established relationships 
with a number of local partners and parties including: 

• Invest in Cornwall (Cornwall County Council) - the Trust has benefited by having had 
introductions to international companies who are interested in developing a UK base.  
This provides strategic opportunities to develop mutually beneficial partnerships, 
particularly in the fields of digital health. 

• University of Plymouth – The university partners with the on-site business hub at the 
Truro Innovation Health and Wellbeing Centre, which provides facilities for SMEs to 
establish their brands. Its sole focus is health related products and innovators are 
closely networked to access advice, coaching and resources from the university. The 
EPIC Research programme (E-Health Productivity Innovation in Cornwall and Isles of 
Scilly) is able to provide resources to stimulate collaboration between SMEs and the 
health and care sector in Cornwall.  EPIC has European Union funding and has 
successfully supported Trust innovation bids within its first three year funding cycle.  
A second cycle has been announced, with a remit to provide a longer term legacy. 

• Falmouth University – RCHT is successfully networked with the Launchpad scheme, 
a Masters programme in Entrepreneurship.  Our workforce is able to pitch ideas for 
digital innovation and gamification to the students for development, with the ambition 
of establishing an SME.   

• University of Exeter - The European Centre for the Environment and Human Health 
hold European Union money to support digital innovation and its evaluation.   

• Cornwall County Council – RCHT is connected with the Chamber Innovation 
Investment Network. 

• Local established SMEs including Software Cornwall and Minear Engineering – 
Cornwall has a vibrant SME community with which the Trust has successfully 
connected for the development of staff innovations.   

• Bodmin College – RCHT has connections with the Design and Technology 
department which have supported a number of projects and prototype development.  
This relationship has extended during the COVID–19 pandemic to include the 3D 
printing of PPE to local care providers. 

 
This illustrates how TILs have supported RCHT to connect with the innovative and creative 
sectors in the county. There is potential to further increase these collaborations, as this is 
where growth and new opportunity is anticipated in the future. 
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Our Innovation Pathway 
The Trust has had an innovation pathway in place since 2014 and this is illustrated below:   
 
Figure 2: Innovation Pathway 
 

 
 
 
The pathway has been used to support the development of a considerable number of 
innovations across the Trust, including: 
 

• The Llama Blood Sampling app – adopted across the organisation in 2014 to 
improve safety in blood sampling for cross matching.  This innovation was awarded 
a national prize by the Health Service Journal. 

• HARP – this online system (available through the Trust intranet) has been 
developed to provide a free of charge solution that supports nursing staff in both 
appraisal and revalidation. It has been extended to support allied health 
professionals and is now also available to Cornwall Partnership NHS Foundation 
Trust (CFT) staff.   

• My Sunrise App – this app, developed by a consultant oncologist, has been widely 
adopted by our cancer patients. The app has also been adopted by the Peninsula 
Cancer Alliance who have supported a wider roll out, with bespoke versions for the 
other acute trusts in the South West, providing an income stream to the inventor, 
Trust and the Sunrise Appeal who supported the cost of development.  

• The EPMA trolley – this supports the delivery of electronic prescribing at the bedside 
and avoids damage to computing equipment. This innovation has resulted in the 
manufacture of trollies with a local engineering company.   

 
The Trust supports two Trust Innovation Leaders (TILs) who report to the Director of 
Strategy and Performance. They ensure the strategy is championed, implemented and that 
its impact is monitored and reported. Their role is set out in Appendix 1. TILs work closely 
with the Research and Development Manager; ensuring linkages are maintained with the 
Clinical Research Network, industry and clinical teams. The R&D Manager provides 
expertise to the innovation team in evaluation opportunities. Their core focus has been in 
generating a culture within the organisation for innovation. Central to this has been the 

Page 189 of 522



Innovation Strategy 2020-2025 V2.4 Page 8 of 21 

 

  
 

  

successful Innovation Breakfast Clubs, open events to bring colleagues from across the 
Trust together to network and share ideas, achievements and challenges connected to the 
innovation pathway. Over 200 staff have had contact with the TILs through these events; 
they regularly attract 30 plus colleagues at each one, and even more now they have moved 
to a virtual platform.  
 
Detail of the innovation pathway can be found in Appendix 2. 
 
Relationships with NHS and University Partners 
There is an established Innovation Network across acute trusts and universities in the South 
West including University Hospitals Plymouth NHS Trust, Royal Devon and Exeter NHS 
Foundation Trust, Torbay and South Devon NHS Foundation Trust, Somerset NHS 
Foundation Trust, Yeovil District Hospital NHS Foundation Trust, North Devon Healthcare 
Trust, University of Exeter and University of Plymouth. This network operates under a 
regional non-disclosure agreement that enables disclosure and rapid appraisal of innovation; 
this benefits the Trust and innovator in a number of ways: 

• Providing opportunities to partner/collaborate with other organisations if the 
innovation would be of benefit to them.   

• Refine the idea into a more commercial solution. 
• Early indication if another Trust may want to purchase the innovation. 
• Rapid closure of the innovation if it can be shown to already exist in another 

organisation or have significant flaws. 
 
This network is supported by the SW Academic Health Science Network.  
 
Relationships with Commercial Parties  
Relationships between the Trust and commercial parties can work both ways:- 
   

• Commercial organisations reach out to the Trust - TILs are a point of contact for 
commercial partners wanting to access the NHS as a way of developing, evaluating 
and commercialising products which may already be available in another sector or 
within health care in another country. 

 
• The Trust reaches out to industry to form partnerships to develop innovations – we 

currently have non-disclosure agreements/memorandums of understanding with a 
range of companies who are supporting product developments. These relationships 
are extremely important in rapidly identifying appropriate developers for ideas. Our 
informal partnership with Health and Care Videos is a good example of this.  Health 
and Care videos have partnered with the Trust in developing videos for the Sunrise 
App and also in creating a Research and Development App to support patients 
undergoing trials. 

 
Horizon Scanning 
Through Collaborations with national, regional and local organisations we will continue to 
ensure that the Trust is sighted on new technologies and opportunities to further innovation 
and reputational standing as a leading innovative organisation.    
 
It is recognised that the NHS has demonstrated accelerated spread and adoption of 
innovations during the COVID-19 pandemic.  TILs will optimise learning from this period to 
maintain the momentum for innovation. 
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Summary of Drivers for Change for Innovation at RCHT 
 

The following drivers for change have been identified: 
• The Board has ambition for the Trust to be recognised as a leading innovative 

organisation, building on the opportunities for change and innovation that presented 
during our response to COVID-19. 

• There is an opportunity to grow income which can be re-invested in growing 
innovation activities.  

• The NHS LTP mandates innovation across services which are being supported by a 
number of specific NHSE/I improvement schemes.  This is mirrored in the Cornwall 
and Isles of Scilly system LTP. 

• There is a need to continue to respond to our Trust Value of ‘Inspiration and 
Innovation’ and provide consistent and comprehensive innovation support to our staff 
as a means of ongoing culture change. Further embedding innovation leaders within 
the organisation to increase the development/implementation of innovation would 
support this. 

• There is a lack of an accredited training programme to equip staff with the skills to 
drive innovation. 

• There is a need to continually improve the quality and cost efficacy of our 
organisation, in particular responding to the challenges of climate change and the 
drive for sustainability, which innovation can support. 

• We need to respond to the population needs for Cornwall and the Isles of Scilly.  This 
includes aging well, addressing frailty, super-fast broadband and Digital Cornwall. 
Innovation can support how we respond to these needs. 

• As the Trust moves forward as part of an integrated care provider there is scope to 
expand the active innovation network that exists within RCHT across other providers 
in Cornwall to further benefit patient care. 
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Our Vision 
 

 
 
 
We will deliver our vision through focusing on three strategic goals. The following pages 
describe our strategic goals and plan for delivery. 
 

 
 
Our Goals 
 
Brilliant Care 

1. Showcasing how innovation generated by our staff has contributed to Brilliant Care 

We will continue to showcase our innovations, with our innovators, as we aspire to engage 
more colleagues across the Trust. The impact of innovation will increasingly be highlighted in 
team communications. We will take part in national and regional events and conferences (for 
example Expo’s and SW Academic Health Science Network events). 

2. Continuing to be a leader in the adoption of nationally promoted innovations 

Our vision is to accelerate innovation activity to be 
recognised as a national exemplar for innovation in 

healthcare 
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The Trust has been recognised by regulators as an innovative organisation, both in adopting 
ITP products, establishing the Quality Improvement Hub and in the work of the TILs. 
Innovation at RCHT was recognised in a Care Quality Commission assessment in February 
2020 as follows: ‘…leaders encouraged innovation and participation in research’.  It is our 
intention to continue to grow this reputation by effective networking both locally and 
nationally, including: building productive collaborative partnerships and promoting them; 
securing innovation investment; continuing to encourage and support our innovators to apply 
for national prizes and awards; celebrating success in adoption of innovations, concentrating 
on the green and sustainable agenda, disseminating an annual report widely. 

3. Exploring opportunities for patient, family and carer idea and innovation capture. 

We recognise that our patients, their carers and family also generate ideas that if effectively 
captured, would further improve our care.  We believe this engagement will not only provide 
ideas but could help us refine our current innovations, making them more commercial and of 
more benefit to the patient when appropriate.  We are currently working with the Quality 
Improvement Hub to shape mechanisms for patient and public engagement and will optimise 
this learning to benefit both the innovation and innovators.   In the future, as the Trust’s 
Integration with CFT progresses we will ensure that we build a relationship with foundation 
trust membership. 

Brilliant People 

1. Making our innovation pathway increasingly accessible to all staff across the Trust. 

Building on the success of Innovation Breakfast Club we will promote new online 
accessibility to grow engagement and encourage involvement. We will also grow access to 
bespoke and tailored events for care groups and staff groups to widen access.  

 
2. Growing capacity by introducing Innovation Scouts and training additional innovation 

leaders 

We recognise that to grow innovation activities and to reduce the number of innovations that 
are disclosed before they are protected we need to develop and train our staff to recognise 
innovation at an early stage. This will ensure the innovation is protected and that the 
innovation pathway is started early, providing advice and guidance to the innovator.  To do 
this we intend to develop a number of Innovation Scouts across the Trust. This role will be 
central in promoting the innovation pathway within services and care groups. To support this, 
we will develop an online training programme that will complement the Quality Improvement 
Ambassador training, ensuring that staff have the appropriate skills in place to champion 
innovation locally.  We will support the Innovation Scouts by providing regular network 
meetings and regular training opportunities. 

3. Rewarding our colleagues by promoting our generous revenue share arrangements 

The Trust’s Intellectual Property Policy sets out the revenue share agreement for NHS staff. 
For example, on innovation profit generated, 75% of the first £50,000 goes to the inventor. 
This generous arrangement is mirrored across South West Trusts and should be seen by 
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staff as a great incentive to get involved with innovation. Workshops will continue to be 
hosted to promote the importance of intellectual property protection as well as the benefits to 
staff. 

Brilliant Improvement  

1. Become the accredited regional training centre for innovation leaders and scouts. 

We recognise the need to ensure that the Trust is able to capture and protect the 
innovations our staff generate.  In addition to the development of Scouts    we will develop 
an accredited training programme for innovation leaders.  .  Developing an accredited 
training programme will add value to the staff member undertaking the training and also to 
the reputation of the Trust, opening the opportunity to offer the package across the region. 
This will increase the number of Innovation Leaders in the Trust to ensure that there is 
capacity to manage growth across our integrating organisations as well as having effective 
succession planning in place. 

2. Maximising access to the innovation pathway across integrating organisations. 

Innovation happens differently in our organisations and as we integrate some harmonisation 
and standardisation is inevitable. A new joint Standard Operating Procedure for innovation 
will be developed to help understand what’s working well in both organisations and where 
opportunities for future collaborations exist (these may also be through connections with the 
wider-system or Primary Care Networks).  TILs will ensure that opportunities are capitalised 
as organisational boundaries change.  

3. Capitalising on the opportunities presented by increasing digital capabilities. 

Recent experience tells us that the majority of our innovations will have a digital component; 
we will optimise established networks with university partners and SMEs to support 
development and commercialisation. We will promote our existing digital innovation pathway, 
exploring options for accreditation to ensure our products are credible, with robust 
governance, enhancing our care offer.  

Key Aims/Measures  
 
The bullets below are the top level measures that will be used to evidence the 
implementation and impact of this strategy 
 

• Over the course of the strategy we will increase the number of staff who are involved 
in innovation activities by 20%.  There are currently 196 members of innovation club. 

• By 2021, we will have recruited and trained a minimum of 16 Innovation Scouts with 
representatives from all care groups. 

• By 2022, we will have developed and implemented an accredited Innovation Leader 
training package.  We will also co-create a joint innovation pathway with CFT. 

• By 2023, we will be able to evidence increased penetration of innovation across 
RCHT and CFT by introducing electronic surveys.   

• By 2024, the pathway to involve patients, their families and carers in the 
development of innovation will be implemented. 

• By 2025, we will have doubled the income from innovation into the Trust so more of 
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our staff benefit from our generous revenue share policy.  To date the Trust has had 
income from only one innovation of £4000 in 2019/20.  We aim to increase this by a 
further £8000 over the course of the strategy. 

 
Implementing our Strategy 
 
The table on the following pages describes the actions we will undertake over the next 5 
years to deliver our vision of accelerating innovation activity to be recognised as a national 
exemplar for innovation in healthcare. 
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Our Implementation Plan 
 
Strategic Goal Action Year 

1 
Year 

2 
Year 

3 
Year 

4 
Year 

5 
Reporting 
method 

Brilliant Care 

Showcase how innovation 
generated by our staff has 
contributed to brilliant care 

• Annual report to Trust Board      Annual report 

• Contribute to Regional events and publications to 
promote local innovations 
 

     Reports and 
publications 

• Provide regular innovation briefing and updates for staff 
across the Trusts 

     Updates and 
briefings 

Continue to be a leader in the 
adoption of nationally 
promoted innovations 

• Monitor and report the annual ITP uptake 
 

     Annual report 

• Liaise between the SWAHSN and the Trust  to support 
the ITP process 

     Annual report 

Explore opportunities for 
patient, family and carer idea 

and innovation capture. 

• Explore and develop a simple and effective platform for 
patient, family and carers to share ideas 

     Public facing idea 
platform or 
equivalent 

Brilliant People 
Making our innovation 
pathway increasingly 

accessible to all staff across 
the Trust 

 

• Continuing with Innovation Breakfast Club, promoting 
online accessibility to recordings to grow engagement 

     Attendance 
records 

• Bespoke and tailored events for care groups  and staff 
groups to widen access 

     Annual report 

 
Growing capacity by 

introducing Innovation Scouts 
and training additional 

innovation leaders 
 

• Develop an education package for Innovation Scouts      Training package 

• Recruit Innovation Scouts 
 

     Number recruited 

• Deliver training  
 

     Training records 
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 • Embed new Innovation Scouts in practice      Annual report 

• Measure and report the impact      Annual report 

• Develop an education package for Trust Innovation 
Leaders with regional colleagues 
 

     Education package 

• Secure accreditation for the new programme 
 

     Accreditation 

• Recruit prospective innovation leaders from across the 
region 
 

     Number recruited 

• Deliver training  
 

     Training records 
 

• Embed new TILs in practice 
 

     Annual report 

• Measure and report the impact      Annual report 

Reward our colleagues by  
promoting our generous 

revenue share arrangements 

• Maintain up-to-date Intellectual Property Policy  
 

     Intellectual 
property policy 

• Promote through innovation and improvement networks 
rewards available for successful innovation (showcasing 
local examples)  
 

     Events  reports 
and publications 

• Deliver virtual face-to-face and workshops on innovation 
opportunities and IP protection 
 

     Workshop 
numbers 

• Maintain a robust database of idea and innovation activity      Database 

Brilliant Improvement  
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Become the accredited 
regional training centre for 

innovation leaders and 
scouts 

• Work with the Cornwall and IOS Health and Care 
Academy to seek assistance for a suitable accreditation 
programme  
 

     Accrediting 
organisation 

• Promote the training within the SW region for adoption by 
other NHS Trusts.   

     Adoption by other 
Trusts 

Maximise access to the 
innovation pathway across 
integrating organisations. 

• Work with the Trust Innovation Lead in CPFT to progress 
standardisation of practices to support staff in both 
organisations as they integrate  
 

     Integrated pathway 
across 
organisations 

• Co-create a Standard Operating Procedure for 
Innovation. 
 

     SOP 

• Promote the new SOP      Annual report 

Capitalise on the 
opportunities presented by 

increasing digital capabilities. 

• Remain abreast of current digital priorities for the Trusts 
and the art of the possible 
 

     Annual report 

• Maintain digital innovation pathway development  
 

     Digital Innovation 
pathway 

• Use ideas and innovations developed locally to influence 
the Trust’s Digital Strategy 

     Annual report 
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Appendix 1. Trust Innovation Leader Role Description 
 

Trust Innovation Leader (TIL) Role 

v2.0 (updated April 2019) 

1. Key Aim:  
1.1. The Trust Innovation Leader will be the cultural catalyst for innovation within the 

Trust.  
 

2. Key objectives:  
2.1. To develop and lead the Trust ‘Innovation Strategy’ 
2.2. To maximise engagement in the ‘innovation, health and wealth’ agenda across the 

Trust’s workforce  
2.3. To build and share knowledge (internally and externally) around innovation, 

including inventive innovation  
2.4. To coach and support innovators with their developments 
2.5. To actively network with the local and national TIL community and Academic Health 

and Science Network 
 

3. Role functions: 
3.1. To ensure that the Trust’s support for innovations is maintained and moved 

forward: 
3.1.1. Develop and champion the Trust’s ‘innovation strategy’. 

 
3.1.2. Deliver the strategies leadership function. 

 
3.1.3. Keep the Trust informed of current innovation developments and innovation 

progress (reporting through the QI Hub and Brilliant Improvement Board). 
 

3.1.4. Setting out business rationales and patient care improvement cases. 
 

3.1.5. Developing innovation networks to sustain growth of innovation activity. 
 

3.2. To act as a catalyst in developing the innovation culture within the Trust by: 
3.2.1. Encouraging interest and inspiring colleagues to think innovatively. 

 
3.2.2. Having a permanent presence where potential inventors can make contact 

easily 
 

3.2.3. Coaching and supporting others in innovation best practice. 
 

3.2.4. Teaching and training in innovation and the Trust’s commitment to the 
innovation strategy 
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3.2.5. Being the link to non-NHS innovation networks, thus providing evidence of 
any good practice from other innovation success. 

 
3.2.6. Acting as a stable and reliable single point of contact so that ideas can be 

openly discussed. 
 

3.2.7. Facilitating and providing a ‘formal’ channel so that ideas can be collected 
and have a known and recognised home. 

3.2.8. Championing innovation as a positive and essential activity so that time and 
effort spent is valued and seen as an important investment 
 

3.2.9. Encourage creative alliances internally, between local Trust and with external 
partners. 

 
3.2.10. Communicate and quantify the impact of innovation on the Trust whether 

through improved patient care, financial benefit or reduction of waste. 
 

3.2.11. Promote creative thinking. 
 

3.3. To apply the innovation tools and processes to Trust generated ideas, by: 
3.3.1. Facilitation of the innovation process to success. 

 
3.3.2. Introducing and using the formal innovation tools to enable new products, 

services and processes to be developed. 
 

3.3.3. Idea analysis, probing and reporting. 
 

3.3.4. Identifying where opportunities may be found. 
 

3.3.5. Organising and facilitating problem solving and idea generating forums. 
 

3.3.6. Assessing in the prioritising of ideas for further development. 

 
3.3.7. Operationalisation of the Trust’s Intellectual Property Policy with the Board 

Secretary. 
 

3.4. To support the ‘inventors’ and other stakeholders on a personal level, by: 
3.4.1. Providing help and advice when required. 
 
3.4.2. Foster constructive, valued, collaborative relationships with inventors and 

stakeholders. 
 

3.4.3. Provide constructive feedback on both good and bad ideas. 
 

3.4.4. Saying ‘no’ when it’s warranted. 
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3.4.5. Include the inventor and other stakeholders at the appropriate stages of the 

innovation and keep them informed of progress. 
 

3.5. Maintain links with other Trust TILs, innovation bodies (e.g. AHSN) and 
industry to ensure that good practice is realised, by: 

3.5.1. Act as a sounding board for NHS colleagues so that people gain confidence 
in their ideas and the credibility of TILs. 
 

3.5.2. Act as a conduit between the Trust and other innovation sectors. 

 
3.5.3. Manage the contract with external innovation consultancy services. 
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Appendix 2 – Innovation Pathway  
 
See Figure 1 
 

1. Innovation Stimulation:  
 
This part of the framework requires wide staff engagement of the Trust’s commitment to 
innovation. It uses several strategies to engage the workforce in ideation and idea capture, 
this includes innovation clubs, specific workshops and events, maximising the opportunities 
that virtual engagement brings.  These forums generate ideas in process improvement, new 
products or new services. Innovations are also generated through general networking and 
word of mouth. Innovators are encouraged by the TILs to formally capture their ideas to 
ensure that they are appropriately protected and commence support. 
 
 

2. Innovation Assessment:  
 
The Trust TILs will: 
 
 Use a simple ideas capture form and provide any early support to the idea generator 

to complete. 
 Assess uniqueness and novelty of ideas, ensuring that Trust and Innovator 

intellectual property (IP) are appropriately protected1. 
 Initiate innovation pathways to appropriately progress the assessment, this includes 

presentation at Digital Innovation Pathway meeting, feedback and advice from Health 
Innovation Support (innovation consultancy support). 

 Liaise with staff coming forward with ideas to provide feedback and next steps. 
 Consider funding opportunities to progress the idea. 

 
3. Innovation Management:  

 
TILs oversee the progression of an idea in partnership with the inventor, the onus for 
progression lies solely with the inventor.  They aim to: 
 Navigate IP protection. 
 Consider regulatory requirements e.g. options to register names and protect design 

or where safety testing is a regulatory requirement (CE testing), digital security 
compliance and data protection. 

 Develop prototypes and facilitate trials.  
 Evaluate with both internally and within external networks (under non-disclosure 

agreements). 
 Develop implementation strategies including market analysis and testing.   

 
At this stage further expertise may be necessary to support protection of IP or regulatory 
planning. TILs are able to signpost the innovator to appropriate expertise.  
 

4. Commercialisation: 
                                                
1 Management of Intellectual Property Policy – documents library.  New ideas, products or processes may have 
unique features that can be protected, this is known as IP.  Formally IP is the tangible output of any intellectual 
activity that is new or previously un-described. It has an owner, can be bought, sold or licensed and must be 
adequately protected. It would include patents rights, rights of inventions, copyright and related rights, trademarks 
and service marks, trade names and domain names as examples. The Trust has a generous revenue sharing 
policy that benefits the contribution to this strategy of Trust employees. 
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 In 2020 the trust and innovator have received their first income from the commercialisation 
of an innovation by direct marketing to other NHS organisations.    
A number of routes to commercialisation exist.  These can include: 

 Licence agreements with commercial partners.  
 Franchises or commercial partnerships within legal frameworks. 
 Community interest enterprise. 
 Direct marketing.   

TILs will explore the most appropriate solution to commercialisation with the inventor. 
 
 

5. Adoption and Spread:    
 
Spread and adoption of innovation is a responsibility of Quality Improvement Teams, 
however, the TILs will continue to work with QI and other corporate or clinical teams to 
support staff to progress the adoption of innovative products, processes or services to 
maximise patient, staff and financial opportunities. 
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1. Introduction 
 
1.1. The NHS needs to develop as an organisation which has innovation at the heart 
of its services, generating wealth for better health.  The NHS encourages staff, from 
any discipline or activity, to generate new ideas, innovative solutions to problems, 
inventions or just better ways of working which might, if given the opportunity, lead to 
improvements in the running of hospitals or the delivery of healthcare. The 
‘Innovation Health and Wealth, Accelerating Adoption and Diffusion in the NHS’ 
report (2011) sets out the challenges facing the NHS. The document states ’The 
NHS, like many other health economies, faces a tougher financial climate. Innovation 
has a vital role to play in fulfilling this purpose by improving the quality of care for 
patients, releasing savings through productivity, and enabling the NHS to make its 
contribution as a major investor and wealth creator in the UK.’ 
 
1.2. Innovation is at the heart of what we do at the Royal Cornwall Hospitals NHS 
Trust.  Brilliant Improvement is one of the Trust’s three strategic goals and is 
supported by the Trust Value of ‘Inspiration and Innovation’.  There are two specific 
pledges that support the work of the Trust Innovation Leaders in the Trust: 
 
• to use innovation and digital technology to improve the quality, experience and 

cost of our care  
• to celebrate achievement and create a culture that enables continuous 

improvement. 
 

1.3. Research, development and improvement activities in the NHS are conducted 
in a wide variety of clinical and non-clinical areas. While the majority of activities and 
projects will confirm or refute logical gaps in existing knowledge, for some projects 
these result in totally new information and/or lead to genuine invention. In addition, 
Trust employees will, from time to time, develop ideas and concepts (innovations) 
which have practical applications and commercial potential. These all raise the issues 
of ownership, protection, and exploration of intellectual property (IP) resulting from 
these activities, projects and ideas.  

 
1.4. To ensure that this potential is given the best chance of being recognised, the 
Department of Health published a Framework and Guidance document on the 
Management of Intellectual Property in the NHS (September 2002).  This framework 
and guidance sets out how NHS organisations can contribute to the development of 
the NHS as an innovative organisation by capturing new technologies, e.g. a novel 
treatment, a device, a new drug, data, software, training material or a new 
management system, and ensure that those inventions which can contribute towards 
improving the health service are appropriately developed, exploited and 
disseminated. Academic Health Science Networks have been established to enhance 
the links between the health and university sector to speed up and expand the 
adoption of innovation in health and social care. The Trust is a member of the South 
West Academic Health science network (further information is available from 
www.ahsn.com) 
 
1.5. The Trust is required to ensure that intellectual property arising in the 
organisation is managed within the framework and guidance. The guidance contains 
model management arrangements and employment conditions which will contribute 
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towards developing the organisation’s arrangements for managing intellectual 
property for the benefit of NHS employees and patients.  

 
1.6. This version supersedes any previous versions of this document.  
 
1.7. Data Protection Act 2018 (General Data Protection Regulation – GDPR) 
Legislation  
 
The Trust has a duty under the DPA18 to ensure that there is a valid legal basis to 
process personal and sensitive data. The legal basis for processing must be 
identified and documented before the processing begins.  DPA18 is applicable to all 
staff; this includes those working as contractors and providers of services.  
For more information about your obligations under the DPA18 please see the 
‘information use framework policy’, or contact the Information Governance Team rch-
tr.infogov@nhs.net 
 

2. Purpose of this Policy/Procedure  
2.1. This document clarifies the policy position of Royal Cornwall Hospitals NHS 
Trust and framework of operation with regard to the ownership and protection of IP 
arising from Trust based activities and defines the procedures to be followed by all 
staff members involved in the generation and exploitation of IP.  
 
2.2. It sets out the revenue share agreement between inventor and the Trust in the 
event of successful commercial exploitation.  

 

3. Scope 
The Policy applies to all employees. 

 

4. Definitions / Glossary 
4.1. Confidentiality or Non-disclosure Agreements 
Formal agreement used to protect the owners of IP and/or confidential information by 
imposing a duty of confidentiality on other parties to whom disclosure of information 
may be made for example when determining commercial interest. 
 
4.2. Copyright 
An unregistered right which arises automatically upon creation of original work arising 
from independent intellectual effort of a literary and artistic nature e.g., films, videos, 
records, broadcasts and typo-graphical arrangements, including computer software. 
Copyright does not protect the ideas contained in the work but rather the way in 
which ideas have been expressed. 
 
4.3. Innovation  
Defined as a new idea, a more effective device or process. Innovation can be viewed 
as the application of better solutions that meet new requirements, in articulating 
needs, or existing market needs. This is accomplished through more effective 
products, processes, services, technologies, or ideas. 
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4.4. Intellectual Property (IP) 
The novel or previously undescribed tangible output of any intellectual activity can 
legitimately be described as intellectual property. It has an owner, it can be bought, 
sold or licensed and must be adequately protected. It can include inventions, 
industrial processes, software, data, written work, designs and images. 
 
4.5. Intellectual Property Rights (IPR) 
The legally protected rights which enable owners of items of IP to exert monopoly 
control over the exploitation of these rights, usually with commercial gain in mind, 
including the right to stop others exploiting this property. 
 
4.6. IP Assignment  
Transfer of legal ownership of IP 
 
4.7. Know-how 
The experience and confidential information of the owner such as trade secrets and 
background techniques, which often accompany other rights such as a patent to 
enable the patent to be commercially exploited. In contrast to other IPR it can only be 
protected through contract law, normally by obtaining contractual promises from a 
licensee not to disclose the ‘know-how’ 
 
4.8. Licence 
An agreement whereby ownership of IP is retained, while another party is given rights 
to the development, marketing and/or exploitation of IP for a defined period within a 
defined geographical location on either an exclusive or non-exclusive basis. The 
licensee will usually pay a licence fee to the licensor. 
 
4.9. Patent 
A legal monopoly granted to protect inventions from exploitation by those who have 
had no part in inventing them. A patent has a limited duration, and cannot be granted 
without an application being filed and accepted. 
 
4.10. Patent Filing 
Full disclosure of the invention to the Patents Office. It is the first step in the formal 
procedure of obtaining a patent. On filing a ‘priority date’ is given protecting the 
inventor against subsequent applications. 
 
4.11. Patent Search  
Search, usually undertaken prior to filing for patent applications, to determine where 
the invention is in fact novel. It can be done by Internet search or by commissioning 
the UK or European Patent Office to carry this out. 
 
4.12. Registered Design  
A registered design may be applied for to provide additional cover over and above 
any design right or copyright protection that may exist in the design. Registered 
designs are administered by the Office of Harmonization in the Internal Market (Trade 
Marks and Designs) in the EU, and the Intellectual Property Office in the UK. The 
benefit of a registered design is that the design may enjoy prolonged protection from 
copying, although this protection would only be available in countries or territories 
where the application was made, up to 25 years protection is available in the UK and 
EU. 
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4.13. Royalties  
Payments by transferees of IP to the transferor, often calculated as a percentage of 
the net revenue arising from the sale of each marketed product. 
 
4.14. Technology Transfer  
A formal agreement which either transfers ownership of IP or allows a third party, 
individual or organisation, to develop and exploit IP and/or know how. Transfer of 
ownership usually means the sale of all rights to IP, thus denying the original owner 
the right to influence development/ exploitation, but may include agreement to pay 
royalty-equivalents after marketing. 
 
4.15. Research & Development  
Activity designed to produce new knowledge, which is potentially generalizable, that 
is, of potential us to people faced with similar questions and intended to be 
disseminated. 
 
4.16. Technology Audit  
Investigation into the exploitation potential arising from research, which should be 
done by a specialist in the field, in conjunction with the researcher. 
 
4.17. Trust Standing Orders  
Regulations governing Trust proceedings and business as described by DoH 
Guidance Model Standing Orders, Reservation and Delegation of Powers and 
Standing Financial Instructions, March 2006 (Gateway reference 6184) 
 
4.18. Trust Standing Financial Instructions  
Instructions issued in accordance with the NHS Act 1997 for the regulation of the 
conduct of the Trust in relation to all financial matters 
 

5. Ownership and Responsibilities  
 

5.1. Role of The Chief Executive Officer and wider Trust Board 
The Chief Executive Officer and wider Trust Board have key roles and responsibilities 
to ensure the Trust meets requirements set out by statutory and regulatory authorities. 
These responsibilities are delegated to an Executive Lead with supportive structure to 
ensure and assure standards and expectations are met. These are described below.  
 
5.2. Role of the Executive Lead 
The Director of Strategy and Performance is the nominated Executive Lead has 
responsibility for oversight of this policy.  The Lead will be responsible for ensuring 
structures and processes for operationalising the. The Executive Lead will report to 
Trust Board on progress as required.  The Executive Lead will have the support of 
the Trust Innovation Leaders. 

 
5.3. Role of the Trust Innovation Leaders  
Trust Innovation Leaders are the cultural catalyst for innovation within the Trust. They 
coach and support innovators and collaborate with external partners and parties to 
enable innovation to flourish within the Trust. They support the Executive Lead in 
operationalisation of this policy. 
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5.4. Role of the Brilliant Improvement Board 
The Brilliant Improvement Board will receive an annual report from the Trust 
Innovation Leaders with a review of innovation activities including income and IP 
share financial flows.  
 
5.5. Role of Care Group Triumvirates 
Care Group Triumvirates (Clinical Directors, General Managers and Heads of 
Nursing/Midwifery/AHPs) are responsible for ensuring their Care Group have 
effective mechanism for communication and dissemination of this policy and 
associated information to all clinical teams. 

 
5.6. Role of Departmental Leads and Line-Managers 
Line-managers are responsible for identifying and supporting implementation of this 
policy, ensuring effective communication channels exist to the Care Group 
representative, encouraging dissemination of information and actions across the 
wider health and care team. 

 
5.7. Role of Individual Staff 
All staff members are responsible to ensure they comply with this Trust policy.  

6. Standards and Practice 
6.1. Legislation and Guidance  
 

6.1.1. Overview of legislation and guidance 
 

• The Trust manages its Intellectual Property (IP) in accordance with 
Department of Health (DH) guidance “The NHS as an Innovative 
Organisation. A Framework and Guidance on the Management of 
intellectual Property in the NHS” (DH, 2002).  

 
• This places requirement on Trusts to manage IP arising from RD&I and 

innovation. In brief: 
o Exploitation of IP must be recognised as part of dissemination and 

uptake of knowledge generated by NHS RD&I and innovation. 
o The NHS should benefit from the commercial exploitation of RD&I 

that it has funded, whoever owns the IP.  
o The NHS has responsibility of the cost effective exploitation of IP that 

it owns.  
o NHS bodies can retain income generated from exploitation of IP.  

 
• The intention is to identify and to pursue opportunities likely to generate 

income or other benefits for the NHS with the minimum effective NHS 
investment. In addition, it ensures a mechanism whereby all significant 
results of RD&I and Innovation are disseminated and introduced into 
practice.  
 

• Trusts are required to introduce a local policy for the management of IP 
which identifies ownership and exploitation arrangements, identifies an 
external advisor and institutes arrangements to undertake regular 
technology audits of RD&I which it hosts.  
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• The Department of Health has published three documents to support the 

introduction of IP policy which underpin this document and cover the 
related issues in greater detail.  
o The NHS as an innovative organisation: a framework and guidance 

on the management of intellectual property in the NHS 
o Handling Inventions and other intellectual Property: A guide for NHS 

Researchers (The Researchers Guide)  
o The management of Intellectual Property and related matters: an 

Introductory Handbook for RD&I Managers and Advisors (The 
Handbook)  

 
6.1.2. Ownership of Intellectual Property generated by employee  
• If an NHS employee has an idea, the Trust has a claim on the ownership 

of the intellectual property (IP) arising in the course of duty (including from 
research & development (RD&I) projects) undertaken in the course of work 
for the Trust and/ or using Trust facilities, unless such IP is subject to a 
formal agreement with an external organisation e.g. an RD&I funding 
body.  
 

• IP arising either form joint research or from research by an employee 
holding a joint appointment, typically with a partner University, shall be 
jointly owned by the employing organisations, unless the subject of 
agreement with an external organisation. The proportion of IP owned by 
each party will be agreed by discussion between the parties. If funding or 
other resources have been provided by the Trust or another NHS Body, 
there is a presumption that the NHS will benefit from any intellectual 
property generated.  
 

• In specific instances the Trust may decide not to enforce its intellectual 
property rights and may assign ownership of the IP to the relevant inventor 
or lead investigator, the costs of such assignment to be borne by the 
assignee. Employees may pursue and exploit patents in their own time 
and without utilising Trust facilities and resources.  
 

• The Executive Lead is empowered with the authority to agree transfer of 
IP ownership and will be involved in setting all disputes regarding 
ownership.  
 

• The Trust will ensure that all staff contracts of employment include 
reference to ownership of intellectual property and the rewards it can 
generate.  
 

• The ownership of IP must be explicit within all applications for external 
grants. 

 
6.1.3. Management and audit of Intellectual Property 
• The Trust wishes to encourage the continued interest and involvement of 

RD&I    investigators and innovators in the pursuit and exploitation of their 
inventions. Centralised co-ordination of these processes is essential to 
avoid confusion and to ensure adherence to Trust Policy.  
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• The management and exploitation of intellectual property is a highly 
specialised professional activity. Researchers should not seek to negotiate 
exploitation without professional advice as this is rarely successful and 
may result in divergence from this policy and the individual’s contract of 
employment. 
 

• Inventors and members of RD&I who anticipate IP arising from a project 
should contact the Trust Innovation Leaders. 
 

• The Trust Innovation Leaders, with support from the Executive Lead, will 
assume responsibility for ensuring that the IP is processed according to 
Trust policy and procedures, and will generally be responsible for the 
prosecution cost.  
 

• RD&I and Innovation activity with the Trust is insufficient to justify creation 
of an in-house technology transfer set up. The Trust will therefore identify 
a suitable external partner with expertise in this field who will be 
responsible for exploring exploitation opportunities arising from the audit.  
 

• The cost of developing an idea from concept to commercial product and of 
securing and protecting Intellectual Property through the International 
Patent system may be considerable and will normally be beyond the ability 
of the Trust to support from public funds. Development will therefore be 
dependent on commercial support for the product, which will normally 
involve licencing the IP to a commercial organisation, who will develop and 
commercialise the product, in return for a revenue share.  
 

• Legal advice regarding ownership arrangements, licensing and transfer of 
ownership will be provided by the external partners, by the Trust’s lawyers 
or by specialist IP lawyers engaged by the Trust.  
 

• The Trust Innovation Leaders will submit an annual report on IP related 
activity annually to the Brilliant Improvement Board.  

 
 
6.1.4. Confidentiality  
• Researchers, Innovators and their collaborators and staff should not make 

public any potential IP which may be commercially exploitable. Any 
prospect of IP protection can be lost through premature disclosure of 
research results or ideas. It is important therefore to ensure that adequate 
steps towards securing IP protection have been taken before publishing 
results of research work or innovation. In the case of potential patents, it is 
important to be realistic about the likelihood or otherwise of fulfilling the 
patent criteria and be aware of the need to disseminate the results of 
health care research.  
 

• The sort of disclosure that may irreversibly undermine patent prospects 
includes:  
o Published thesis 
o Articles in journals 
o Lectures, seminars/ conference/ poster presentations 
o Public use of the IP 
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• Where it is necessary to disclose details of an invention or other IP in 

confidence, for example when commercial viability is being explored, the 
third party will be required to sign a non-disclosure agreement in order to 
safeguard the position (available from the Trust Innovation Leaders). This 
will be co-ordinated by the Trust Innovation Leaders. 

 
• When IP protection may no longer be possible because of public 

disclosure, it is still possible that “Know How” may have significant 
commercial value.  

6.2. Application in practice  
 

• If a Trust employee has an innovative idea, the Trust has a claim on the 
ownership of any resulting intellectual property (IP). This is not specific to NHS 
employees. Clause 39 of the Patent Act 1977 states that is an employee has an 
invention, it is owned by their employer if - 

 
(a) It was made in the course of the normal duties of the employee or in the 

course of duties falling outside his normal duties, but specifically assigned 
to them, and the circumstances in either case were such that an invention 
might reasonably be expected to result from the carrying out of their 
duties; or 

(b) The invention was made in the course of the duties of the employee and, 
at the time of making the invention, because of the nature of their duties 
and the particular responsibilities arising from the nature of his duties they 
had a special obligation to further the interests of the employer’s 
undertaking.  

 
• Due to uncertainty about the level of expectation that there might be about 

whether or not “an invention might reasonably be expected to result from the 
carrying out of your duties”’ instead of stating that the Trust owns your idea 
outright, it is stated that your Trust has a claim on the idea. The strength of that 
claim will vary according to the extent that an invention might reasonably be 
expected from carrying out those duties.  

 
• The law does not make explicit provision for rewarding the creator of IP (other 

than by establishing his or her ownership). The Department of Health has 
however agreed in principle that an employee or equivalent of an NHS Trust 
who makes an invention or created other intellectual property which achieves 
commercial success may share in the income earned by the Trust from is 
exploitation. Trusts are currently free to adopt their own individual formula for 
sharing this income with inventor/s. the Trust has adopted the same revenue 
share policy as all NHS organisations in the South West. In general the Trust 
will retain ownership of the IP however; there may be cases where the Trust 
assigns the rights to the innovator.  

 
• IP generated by NHS employees in the normal course of duties is usually of the 

following type: 
o Inventions leading to patents 
o Copyright, including computer software and medical images 
o Know-how 
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6.2.1. Decision Making 
• The Trust Innovation Leaders will be responsible for seeking professional 

assistance in determining the commercial potential for exploitation of IP. 
This will involve initial discussion with a technology transfer agent who 
may recommend that market research and patent searches are 
undertaken. 
 

• The Trust Innovation leaders will generally be responsible for finding 
means to secure the official fees for the necessary searches/ examinations 
undertaken by the Patent Office required before a patent is granted, 
unless technology transfer agreements intervene. In some cases central 
funding may be used to support such applications, and this will be at the 
discretion of the Executive Lead. 
 

• The Trust Innovation Leaders will be responsible for securing means for  
IP expenses incurred after the completion of the searches and therefore 
the initial decision to file for a patent will rest with the Trust Innovation 
Group. 
 

• Should the Trust Innovation Leaders, decide not to pursue a patent and/or 
exploit the invention, the Executive Lead will decide whether to 
recommend that the Trust retain ownership of the IP. If not, the inventor(s) 
will be invited to meet the cost of a legal transfer of ownership to the 
inventor(s), after which they can prosecute the IP at their own expense 
and in their own time. 
 

• The Trust Innovation Leaders will be responsible, after taking appropriate 
professional advice and in full consultation with the inventor/ researcher, 
for steering through technology transfer and/or licensing agreements with 
the aid of the Trust’s lawyers.  

 
6.2.2. Exploitation 
• NHS Trusts are statutory bodies and by stature not permitted to hold 

equity shares in commercial companies. However, a licensing agreement 
or an assignment at a commercial premium between a company and Trust 
which specifies licence fees and royalty rates in an appropriate substitute.  
 

• In each individual case the Trust will, with professional advice, make a 
judgement as to whether its financial return will be greater by licensing 
exploitable IP to an established company or through licensing or 
assignment to a new company. 
 

• Researchers/ inventors intending to take an active role in the running of a 
company or in the continued development of a product under licence, for 
example, if retained as a consultant or director, will be required to obtain 
formal approval of the Trust prior to acceptance of the position. In the 
event that an appreciable amount of time is to be spent on company 
affairs it may be necessary to re-negotiate his/her contract of employment 
with the Trust.  

 
6.2.3. Disbursement of income generated by IP 
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• IP typically generates income in three ways: 
o Lump-sum payments for assignment (transfer of ownership); 
o Lump-sum payments for licensing agreements; 
o Royalties; a percentage of net profit, paid per unit of marketed 

product sold.  
 

• The first call on income generated by IP will be for full recovery of the 
costs incurred through IP pursuit and exploration (professional fees, 
search fees, Patient Office fees etc. and any other costs of developing the 
resulting product, which may have been paid for by either the Trust or a 
technology transfer organisation or both.  
 

• In addition commission may be paid to the technology transfer 
organisation, if employed.  
 

• Where revenue share is considered to be appropriate, the net income 
generated by IP will be shared using a sliding scale which is equivalent 
across the SW Innovation Network, as follows: 

 
Net revenue Inventor/s Trust 

£0-£50,000 75% 25% 
£50,001 - £150,000 60% 40% 
£150,001- £500,000 45% 55% 
£500,001 and above 30% 70% 

 
• The inventor’s revenue share will be set out in accordance with the above 

table in a formal Revenue Share Agreement between the Trust and the 
inventor. If there are multiple inventors involved in the innovation, the 
inventor’s revenue share will be divided between the inventors as agreed 
in writing between the inventors and as advised to the Trust. 
 

• The Trust share of net income will generally be allocated to ring fenced 
RD&I and Innovation budget, to be used in the pursuance and support of 
RD&I and Innovation activity and to support the development and 
protection of new innovations. In all cases, the Trust Innovation Leaders 
will review the contributions made by all parties in developing, protecting 
and commercialising the intellectual property. If an amendment to the 
standard allocation of internal funds is considered appropriate, the Trust 
Innovation Leaders will make a recommendation to the Executive Lead. 
His/her decision on the distribution of the internal funds will be final. 
 

• Disbursements will only be made by the Trust following receipt of revenue. 
 

• Where employees have joint contracts with other organisations, for 
example universities, a partnership agreement on intellectual property 
issues will need to be developed with each such organisation. Similarly 
these partnership agreements will need to cover situations in which the 
NHS would be considered a secondary employer, or where more than one 
member of staff is involved.  
 

• In general, the organisation which is the substantive employer of the 
principle inventor will be responsible for protecting the IP Rights and for 
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any commercialisation. Agreement will need to be reached as to the way 
the costs and benefits will be apportioned between the two organisations. 
These working arrangements may differ with each particular organisation 
and the level of other resources each organisation has contributed to the 
creation of the IP. In cases where co-inventors are not employed by the 
Trust, the inventors’ share of net income will be shared between all 
inventors in mutually agreed proportions.  

 

7. Dissemination and Implementation 
 
7.1. This policy will be cascaded by the policy lead to care group management 
teams for communicating and sharing at a local clinical level, making all 
resources available to all relevant staff.  
 
7.2. This policy’s implementation will be led by the Trust Innovation Leaders. 
Training and support will be made available by the Trust. 

 

8. Monitoring compliance and effectiveness  
 
Element to be 
monitored 

IP related contracts held by the Trust 
 

Lead Director of Strategy and Performance 
 

Tool Audit sheet of IP related contracts 
 

Frequency Annual review for annual reporting 
Reporting 
arrangements 

Annual to Brilliant Improvement Board 

Acting on 
recommendations  
and Lead(s) 

Trust Innovation Leaders working with the Executive Lead 

Change in 
practice and 
lessons to be 
shared 

Required changes to practice will be identified and actioned. A lead 
member of the team will be identified to take each change forward 
where appropriate. Lessons will be shared with all the relevant 
stakeholders. 

 

9. Updating and Review 
 
9.1. The document review process is managed via the document library. Document 
review will be every three years unless best practice dictates otherwise.  The author 
remains responsible for policy document review. Should they no longer work in the 
organisation or in the relevant practice area then an appropriate practitioner will be 
nominated to undertake the document review by the designated Executive Lead.  
 
9.2. Revision activity will be recorded in the Versions Control Table to ensure robust 
document control measures are maintained. 
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10. Equality and Diversity  
 

10.1.This document complies with the Royal Cornwall Hospitals NHS 
Trust service Equality and Diversity statement which can be found in 
the 'Equality, Inclusion & Human Rights Policy' or the Equality and Diversity 
website. 

10.2. Equality Impact Assessment 
The Initial Equality Impact Assessment Screening Form is at Appendix 2.  
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Appendix 1. Governance Information 
Document Title Management of Intellectual Property Policy V1.0 

Date Issued/Approved: 1st June 2019 

Date Valid From: December 2019 

Date Valid To: December 2022 

Directorate / Department 
responsible (author/owner): 

Office of the Director of Innovation and 
Performance 

Contact details: 01872 252705 

Brief summary of contents 
This policy provides staff with the organisational 
expectation for the recognition and management of 
intellectual property in the Trust 

Suggested Keywords: IP, Intellectual Property, Intellectual Property 
Rights 

Target Audience RCHT CFT KCCG 
   

Executive Director responsible 
for Policy: Chief Executive  

Date revised: 1st June 2019 
This document replaces (exact 
title of previous version): New 

Approval route (names of 
committees)/consultation: 

RD&I Board 
Brilliant Improvement Board 

Divisional Manager confirming 
approval processes Head of Strategy 

Name and Post Title of additional 
signatories 

Trust Innovation Leaders 
RD&I Manager 

Name and Signature of 
Divisional/Directorate 
Governance Lead confirming 
approval by specialty and 
divisional management meetings 

{Original Copy Signed} 

Name: Thomas Lafferty 

Signature of Executive Director 
giving approval {Original Copy Signed} 

Publication Location (refer to 
Policy on Policies – Approvals 
and Ratification): 

Internet & Intranet  Intranet Only  

Document Library Folder/Sub 
Folder Chief Executive / Corporate Governance 
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Related Documents: None 

Training Need Identified? Yes  
 
Version Control Table  
 

Date Version 
No Summary of Changes Changes Made by 

(Name and Job Title) 

1 Jun 19 V1.0 Initial Issue 

Brian Courtney, Board 
Secretary 
Frazer Underwood, 
Trust Innovation Leader 
Thomas Lafferty – 
Director of Strategy and 
Improvement  

 
 
 

All or part of this document can be released under the Freedom of Information 
Act 2000 

 

This document is to be retained for 10 years from the date of expiry. 
This document is only valid on the day of printing 

 
Controlled Document 

This document has been created following the Royal Cornwall Hospitals NHS Trust 
Policy for the Development and Management of Knowledge, Procedural and Web 

Documents (The Policy on Policies). It should not be altered in any way without the 
express permission of the author or their Line Manager. 
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Appendix 2. Initial Equality Impact Assessment Form 
 

 

Are there concerns that the policy could have differential impact on: 

Name of the strategy / policy /proposal / service function to be assessed 
Management of Intellectual Property Policy V1.0 

Directorate and service area: 
Chief Executive 

Is this a new or existing Policy: 
New 

Name of individual completing assessment: 
Frazer Underwood 

Telephone: 
01872 255043 

 1. Policy Aim* 
 
Who is the strategy / 
policy / proposal / 
service function aimed 
at? 

This policy provides staff with the organisational expectation for the 
recognition and management of intellectual property in the Trust 

2. Policy Objectives* 
 

 
1. Sets out legal frameworks operational in the Trust  
2. Explains how staff work within the framework the policy sets out 
 

 

3. Policy – intended 
Outcomes* 
 

Support the Trust and staff in the recognition and management of 
intellectual property rights 

4. *How will you 
measure the 
outcome? 

Record all intellectual property agreement / contract in place, 
principally between the Trust and staff (it can involve third parties 
external to the Trust) 

5. Who is intended to 
benefit from the 
policy? 

The Trust (organisational level) and Staff 

6a Who did you 
consult with 
 
 
b). Please identify the 
groups who have 
been consulted about 
this procedure. 

Workforce  Patients  Local 
groups 

External 
organisations Other  

     
Please record specific names of groups 
Brilliant Improvement Board 
RD&I Group 
South West Innovation Partners 
Trust solicitors  

What was the 
outcome of the 
consultation? 

RD&I Group – made minor amendments to the draft version of the 
policy  and approved final policy 
South West Innovation Partners – policy mirrors other acute trust IP 
Policies that have evolved in collaboration  
 

7. The Impact 
Please complete the following table. If you are unsure/don’t know if there is a negative 
impact you need to repeat the consultation step. 
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Equality Strands: Yes No Unsure Rationale for Assessment / Existing Evidence 
Age     

Sex (male, 
female, trans-gender / 
gender reassignment) 

    

Race / Ethnic 
communities 
/groups 

    

Disability - 
Learning disability, 
physical 
impairment, sensory 
impairment,  mental 
health conditions and 
some long term health 
conditions. 

    

Religion / 
other beliefs     

Marriage and 
Civil partnership     

Pregnancy and 
maternity     

Sexual 
Orientation, 
Bisexual, Gay, 
heterosexual, Lesbian 

    

You will need to continue to a full Equality Impact Assessment if the following have 
been highlighted: 

• You have ticked “Yes” in any column above and 

• No consultation or evidence of there being consultation- this excludes any policies which have 
been identified as not requiring consultation.  or 

• Major this relates to service redesign or development 

 

8. Please indicate if a full equality analysis is recommended. Yes   No  
 

9. If you are not recommending a Full Impact assessment please explain why. 
 
Assessed as having a neutral impact. 

Date of completion 
and submission 03/05/19 

Members approving 
screening assessment  
 

 
Policy Review Group (PRG) 
 
Approved 

 
This EIA will not be uploaded to the Trust website without the approval of the Policy 
Review Group.  
 
A summary of the results will be published on the Trust’s web site.
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EXECUTIVE SUMMARY 
Meeting: TRUST BOARD IN PUBLIC Date: 05.11.20 
Report Title: Research, Development and 

Innovation Annual Report 2019/20 
Agenda Item: 12 

Author: Michael Visick, Research Manager 
Executive Lead: Thomas Lafferty, Director of Strategy and Performance  
 
Alignment to Strategic Objectives Tick box(es) 
BRILLIANT CARE - Always providing safe, effective and compassionate 
care, where we listen and learn to provide an excellent patient experience 
and reduce avoidable harm. 

 
  

BRILLIANT IMPROVEMENT - Instilling a culture of quality improvement 
where everyone feels empowered to make changes for the benefit of our 
patients. 

 
  

BRILLIANT PEOPLE - Working together in a supportive environment to 
attract, develop and retain brilliant people. 

 
  

  
Purpose of the Report  
Approve    Discuss  Note  
The purpose of the R&D report is to inform the Board of the performance achieved in the 
financial year 2019/20. The report will also highlights our performance within the industry 
sector of research, home grown research, finance, governance and quality assurance. 
  
Consultation – other meetings discussed with and outcome of discussion: 
R&D annual report is submitted earlier in the year to the Clinical Research Network SWP. The 
CRN SWP are commissioned by the National Institute for Health Research (DoH) and provide 
substantial funding under a formal contract between RCHT and NIHR to conduct NIHR 
portfolio research. The report requires review and recommendations prior to submission to the 
Executive Board. 
  
Summary of key points  
Financial year 2019/20 presented itself as a challenging yet pivotal milestone for Research and 
Development (R&D) at the Royal Cornwall Hospitals NHS Trust (RCHT). The previous year 
R&D had achieved its best performance to date increasing its recruitment to clinical trials by 
54% compared to the previous year.  To build on this success and align R&D with the 
corporate strategy the timing was right to strategically perform an organisational change and 
restructure the R&D department.  
 
A three year strategy paper has also been produced and ratified at Executive Board aligning 
the R&D strategy to the Corporate Being Brilliant strategy however, it was produced and 
ratified in FY 20/21 so will be reflected upon in next year’s report. 
 
The Covid pandemic has of course seriously impacted on the capability of R&D within RCHT 
however, R&D were able to react quickly and position itself to rapidly open urgent public health 
Covid research and achieved praise and reputation at the highest level of the research 
infrastructure both regionally and nationally. A full account of this will be provided in FY 20/21 
report. 
 
Our financial position was once again strong meeting the £3.3m operational costs of the 
department. We have this year however, detailed in the report the financial support provided by 
the Trust consisting of £400k.  
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Within the report we have highlighted the growing appetite for home grown research developed 
and conducted by our own workforce. We view the co-location of R&D and the clinical school 
as a positive and pro-active move to enable further growth in particular amongst our nursing 
and AHP workforce. 
 
What is the key question(s) for the meeting to consider? 
Is the Board assured on the R&D activity at the Trust? 
  
Key risks 
Business and reputation – The restructure was implemented to eliminate the risk of not being 
able to maintain the growth of clinical trial recruitment achieved in the previous FY. 
 
Finance – At the very end of FY 19/20 R&D placed its concerns to generate enough financial 
income to cover its operational costs on the risk register due to the Covid pandemic. The rapid 
response to Urgent Public Health research however has counteracted this and our financial 
position remains stable – further detail will be provided in the FY20/21 report. 
 
  
Recommendations and reasons  
The Board is recommended to: 
• approve the Research and Development Annual Report for 2019/20  
 
Equality and Diversity 
Statement 

We have liaised with multiple personnel to produce this report and 
ensure the R&D annual report allows for engagement at all levels 
and career specialties of our workforce 
 
We work in a way which promotes equality and diversity and 
which does not discriminate against any of our staff, service users 
or volunteers. The R&D annual report provides equal opportunity 
to all professions inclusive of AHP’s, nursing and medical 
personnel to showcase achievements. 

Environmental 
considerations 

No direct implications’ 
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1. Purpose
We ask that the Executive Board review the R&D annual report to ratify its content prior to
submission to the Quality Assurance Committee.

2. Background and Links to Previous Papers

The R&D annual report is produced on an annual basis. 

3. Executive Summary

The R&D annual report informs the Executive Board of the recruitment to clinical trials 
metrics achieved within the financial year 2019/2020. It provides a summary of financial 
performance and income streams that assisted R&D end of year position. The paper also 
showcases specific achievements and successes throughout the year which align with the 
Being Brilliant corporate strategy. 

4. Areas of Risk

The current Covid – 19 pandemic is highlighted as a risk in particular to income generated. 
However, because this report covers financial year 2019/2020 further details and updates 
will be provided in FY 2020/2021 annual report. 

5. Link to Trust Objectives and Corporate/Board Assurance Framework Risks

Research is now incorporated into the Being Brilliant corporate strategy, the R&D annual 
report provides assurance that research objectives are being met.      

6. Governance

There have been no legal/regulatory or NHS constitutional Issues identified in this paper. 

7. Responsibility

Executive responsibility – Thomas Lafferty 

8. Recommendations

The Executive Board is invited to review and feedback on the R&D annual report prior to 
submission to the Quality Assurance Committee. 

Name and Title of Author: Mr Michael Visick, R&D Manager 
Date: 02/10/2020 
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Section 1. Introduction 

Financial year 2019/20 presented itself as a challenging yet pivotal milestone for Research and Development (R&D) at the Royal Cornwall Hospitals NHS 
Trust (RCHT). The previous year R&D had achieved its best performance to date increasing its recruitment to clinical trials by 54% compared to the previous 
year.  The trial follow up activity post recruitment of 3720 participants in FY 18/19 was a known entity and the challenge of capacity and capability to ensure 
the very best follow up and patient experience combined with an appetite to continue to recruit to clinical trials at this new level is a testing element for 
any research hospital.  

In May 2019, RCHT launched its new ‘Being Brilliant’ corporate strategy that describes our commitment to ‘Brilliant Improvement’, instilling a culture of 
continual quality improvement where everyone feels empowered to make changes for the benefit of our patients, enabled through quality improvement 
(QI)-enabled innovation, transformation and cutting edge research. The Trust has, under its Brilliant Improvement objective, made a public commitment (a 
‘Pledge’) to: Grow the Trust’s national reputation for excellence in research and development. To compliment and align R&D with the corporate strategy 
the timing was right to strategically perform an organisational change and restructure the R&D department.  The current R&D structure was put in place in 
2013 consisting of six teams led by six band 7 team leads. Research activity has seen a rapid rate of growth at RCHT since 2013 but not consistently across 
all clinical areas. The result was varying levels of demand and activity across six teams and evolving variances in workload and specialist skills to deliver 
increasingly complex clinical trials. 

1.1 Re-structure to ensure growth and a future proof service 

Demands for fast tracked, targeted, novel and innovative therapies have created more complex trial protocols seeing an increase in multi armed, multi 
drug, adaptive studies. RCHT is proud of its growing reputation for research excellence, and many of our specialties, such as Oncology and Diabetes are 
national leaders in the research they undertake. We are already working with partners in both academic and commercial clinical trials ensuring we offer a 
breadth of opportunities for improved care and patient outcomes across multiple clinical services.  Many of our clinicians are already involved as key 
opinion leaders for Industry, offering rapid advice in the feasibility of projects/protocols, both independently and directly through the National Institute for 
Health Research (NIHR) clinical studies group. Some of our clinicians are also regular attendees on industry advisory boards attracting world class research 
to the UK and specifically to Cornwall. In comparison to other large Acute Trusts we are still a relatively small department in terms of whole time equivalent 
staffing (n=64). However, RCHT has the infrastructure in place with scope and appetite to grow and develop as a leading research organisation both on the 
national and global platform.  
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In October 2019, R&D initiated the restructure which would now consist of three teams rather than six and a centralised administrative team rather than 
siloed personnel. The new structure allows for cross-fertilisation of specialist research skills among both clinical and non-clinical personnel and importantly 
facilitates capacity and capability to be despatched to areas of greatest demand within the three larger teams. A newly formed centralised administration 
hub ensures all systems and processes of study set up, data capture and contracting with external partners is consistent, of the highest standards and rapid, 
dispelling situations where absence or lack of capacity within small teams has prevented or slowed processes.  

1.2 Key successes within the first 6 months 

Leadership Hub - The team leaders have been located together rather than siloed in teams across the hospital. This has implemented immediate success in 
enabling better communication and sharing of both knowledge and resource.  The ability to provide a fluid research workforce across all clinical portfolios 
has enabled R&D to discontinue all kernowflex and agency employment. In FY 18/19 R&D spent £50.7K on agency/kernowflex nursing and £80.2K on 
agency/kernowflex admin and clerical staffing. More importantly we are now able to ensure all portfolios are supported by trained and experienced 
research personnel rather than the unknown quantity of agency staffing safeguarding our reputation with stakeholders and ensure both governance and 
safety of our trial participants. 

Centralised Admin Hub – Prior to the restructure R&D were disproportionate in terms of its senior administration employment and it was our aim to 
provide a department role where colleagues were able to join us at band 2 apprenticeship level and see a clear career progression ahead of them. 
Organisations with the most talented, capable, and high-performing employees are generally the ones that succeed. However, attraction and retention of 
personnel is a challenge faced by all in today’s demanding health care system and R&D recognise the need to nurture and develop our existing colleagues 
rather than place reliance upon recruitment strategies and incentives. The administration hub has provided us an opportunity to reduce our band 4 
establishment via natural vacancy factor and build a team with a spread of banding commencing at apprenticeship level 2 up to senior administration band 
4. The centralised hub has enabled a system where senior staff are able to coach and mentor junior personnel which had previously been a challenge whilst 
operating in siloed teams. R&D has reduced its band 4 establishment by 3.41 wte (13%) and introduced a spread of banding which has assisted with 
appropriate work load being distributed to the correct levels of capability. The hub also meets our goal to build our reputation as a leading research 
organisation by providing systems and processes which are consistent, of the highest standards and timely, dispelling situations where absence or lack of 
capacity within smaller teams has prevented or slowed progress. 
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1.3 Impact of Covid-19 on Research and Development 

As of 19th March 2020, the NIHR Clinical Research Network temporarily suspended the set-up of new and ongoing studies at NHS and social care sites that 
were not nationally prioritised COVID-19 studies. This has enabled our research workforce to focus on delivering the nationally prioritised COVID-19 studies 
and the redeployment of essential research staff to frontline care where necessary. These studies are supporting the gathering of clinical and 
epidemiological evidence to inform national policy which will help establish new treatments, diagnostics and vaccines to be developed and tested. Since 
March 2020, the complete focus of the NIHR Clinical Research Network has been on delivering urgent public health research in response to COVID-19 and 
may adversely impact on the delivery time frame of the RCHT R&D strategy.  It is a testament to the calibre of the research staff at RCHT who have the 
necessary expertise, knowledge and experience to support the NIHR by opening prioritised Covid-19 trials in record times and delivering these essential 
studies. Managing our ongoing research during these times has of course been challenging and we have taken several steps to ensure that we act 
responsibly with the safety of our patients, staff and the public as our priority. To ensure continuity we have introduced new ways to follow-up patients in 
research trials which avoid face-to-face appointments and minimise visits to our hospitals and facilities at this time. In addition, our clinical and research 
staff have been supporting frontline clinical teams across all areas, to ensure that we offer all that we can to care for patients who urgently need treatment 
during this unprecedented period of national emergency. 

Section 2 Executive Summary 

2.1 Recruitment 
 
 
 
 
 
 
 
 

Recruitment target 2800 – recruitment achieved 3385.   
 
In the NIHR SWP performance tables RCHT ended FY 19/20 in second position behind only Royal Devon & Exeter (RD&E) and 
exceeding University Hospitals Plymouth UHP by more than 400 participants. The NIHR praised RCHT’s performance 
particularly in light of the historical performance funding allocation. Both RD&E and UHP receive in excess of £700K more 
NIHR funding than RCHT equating to approximately 40% higher staffing levels. RCHT demonstrates consistently year on year 
that by comparison to our competitors, in terms of performance, against funding we are setting new standards of delivery and 
showcase the strategic competence of our department to achieve high against limited resource.  

2.2 Commercial Research 
 
 
 
 

R&DI opened 33 new research projects with a commercial contract in the financial year 2019/20, an increase of 32% 
compared to the previous year. The annual target set by R&D was 30 and considered to be an ambitious stretch by 
comparison to FY18/19. R&D were delighted to exceed the set target and feel this is due to the growing reputation of both 
our service provision and reputation of our medical research clinicians on both a national and global scale. 
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Despite the challenges detailed above RCHT was the top recruiting organisation across the South West Peninsula (SWP) for 
recruitment to commercial clinical trials. A total of 186 patients were recruited into commercial projects which equates to 6% 
of our overall recruitment activity. RCHT were the top recruiters in the SWP to commercial interventional clinical trials in the 
following specialty areas. 
 
 Cancer 
 Diabetes 
 Haematology 
 Musculoskeletal Disorders 

 
Commercial trial activity provides the financial security that enables RD&I to function at the level it does within RCHT and is 
the second highest contributor to the £3.3m operational costs of the department. It has been calculated that on average each 
patient recruited to a commercial trial brings an income of £6658 into the Trust with an additional average pharmaceutical 
cost saving of £5250.  
 
The growth of the commercial portfolio is dependent upon multiple factors including historic performance, clinician 
capability,  capacity and organisational reputation to deliver a quality research service. The appointment of the R&D Industry 
Operations Manager (IOM) has, and remains, pivotal in building excellent professional relationships with the Life Science 
Industry, bringing new opportunities to Cornwall. The role has been well received as a support mechanism by our clinicians, 
the Clinical research Network CRN and life sciences. In an ever increasing competitive market we see the IOM as a tool which 
helps RCHT to stand out and deliver the quality research service that the life science industry aspires to. 
 

2.3 Governance and Quality 
Assurance 

Governance 
 Research governance refers to the structure in R&D to manage the research process from start to end, to ensure that 
research is undertaken in a safe, appropriate and ethical manner, in accordance with national guidance and applicable laws to 
ensure that maximum benefit is derived from research for patients.  
 
Research is tightly regulated. In particular the Clinical Trials Directive (2001/20/EC) and subsequent amendments, which relate 
to the implementation of good clinical practice in the conduct of clinical trials on medicinal products for human use, is 
overseen nationally by the Medicines and Healthcare Products Regulations Authority (MHRA).  
 
In addition, all research is required to adhere to other laws, standards and guidance which include: 
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• UK Policy Framework for Health and Social Care 2017 
• The Human Tissue Act 2004 
• General Data Protection Regulation (GDPR) & Data protection Act 2018 
• Mental Capacity Act 
• Children’s act 2014 
• Trust Policies  
R&D employ a research specific Governance Lead to ensure compliance to these policies and these are underpinned by a suite 
of Standard Operating Procedures (SOPs) within R&D. Policies and SOPs are updated in response to national and local 
developments (last updated June 2018). They are all available on the Trust’s document library and specific attention is drawn 
to them during relevant training in clinical research. 
  
R&D Quality Management System (QMS) 
Incorporates 3 strands: 
  
1. A suite of documentation to clarify roles, processes and standards e.g. Standard Operating Procedures, policies and working 
instructions 
2. A training curriculum which educates against those documents and ensures competencies for staff conducting specific 
duties 
3. Quality assurance and quality control aspects which oversee the conduct and institutional review of internally driven audits 
as well as external monitoring, inspection and assessments. 
  
Quality Assurance; 
R&D operate a grading system for the findings from external monitoring reports which are collated with the findings from 
internal audit reports. An escalation system is in place to ensure all findings are recorded and addressed. All major findings 
are reported and investigated through datix (the Trust’s incident reporting system) and serious breaches are reported to the 
regulators within the reporting timelines. The governance Senior Management Team (SMT) has oversight of this process. 
  
Formal auditing of compliance 
An audit and monitoring program forms part of implementing quality assurance. It is independent and separate from routine 
trial monitoring or quality control functions. The purpose of the program is to evaluate the systems or trial conduct and 
compliance with the protocol, SOPs, Good Clinical Practice (GCP), and the applicable regulatory requirements. All research at 
RCHT, whether hosted or sponsored, is subject to audit by the governance team. Trials are selected through a risk-based 

Page 232 of 522



 

Page 9 of 32 
R&D Annual Report v4.0 30/09/2020 

approach, including those trials that have been flagged as having the potential to be non-compliant based on trial sponsor 
monitoring reports which are analysed using QuAD, a bespoke database.  
 
Risk Management 
R&D have developed a risk-based system for assessing each study to ensure all risks are mitigated and no study has a risk 
rating above tolerance; including Phase I and II clinical trials. A grading system is utilised for the findings from external 
monitoring reports these are collated with the findings from internal audit reports. An escalation system is in place to ensure 
all findings are recorded and addressed. All major findings are reported and investigated through datix and serious breaches 
are reported to the regulators within the reporting timelines. The governance SMT has oversight of this process. 
 
Biosafety 
The department is increasing activity in clinical trials involving Advanced Therapy Investigatory Medicinal Products (ATIMPs), 
which include gene therapy, somatic cell therapy and tissue engineered products. The level of risk associated with ATIMPs 
varies according to the nature of the product under investigation. Last year the department participated in a clinical trial 
involving a class 1 genetically modified bacterium to help relieve mucositosis; caused by treatment for certain head and neck 
cancers. To ensure the risk was reduced to tolerable levels a Biosafety Committee comprising of a range of personnel across 
the Trust with appropriate expertise was convened. Chaired by the Research Governance Lead and guided by Lisa Vipond, 
Lead Biomedical Scientist, the Biosafety Committee successfully registered RCHT with the Health and Safety Executive as a 
containment site for Class 1 genetically modified organisms.   
 
MHRA Inspections 
R&D has self-assessed the risk of a triggered MHRA inspection as low based on the depth and breadth of the clinical trials 
RCHT sponsors. However, the department does support a high number of clinicians across the Trust who participate in hosted 
clinical trials which are governed by European laws and therefore subject to routine MHRA inspection. There were no MHRA 
inspections during 2019/2020 or any notification of planned future inspections. The intelligence gathered from collating the 
actions from monitoring reports has helped to provide guidance to Principal Investigators PIs with ways to provide better 
oversight to their clinical trials which should reduce the risks of major findings from routine MHRA inspections 
RD&I remains committed to ensuring research is conducted to the appropriate standards and legislative requirements 
maintaining RCHT’s reputation as a place to do research. 
 

2.4 Approval Metrics Measuring Performance 
The Department of Health has introduced a number of metrics to make the UK competitive and attract industry-financed 
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studies. To help ensure RCHT is an attractive place for life science to place their research studies the department needs to 
demonstrate rapid set up of studies and recruit the number of participants stated in advance within the time frame agreed 
and documented in the clinical trial agreement.  
 
Classified as Performance in Initiation and Delivery respectively, the data is pulled from all NHS establishments undertaking 
research. Each NHS establishment is put into a league based on activity with the most research active Trusts in League 1. RCHT 
is placed in League 2 for both performance in initiating and delivering. By publishing the time taken to set up and recruit the 
first patient into a clinical trial enables our partners in industry to measure performance of all healthcare providers which 
undertake research. The NIHR publish the following data set for the initiation of research: 
 
    1. Date Site Invited 
    2. Date Site Selected 
    3. HRA Approval Date 
    4. Date Site Confirmed By Sponsor 
    5. Date Site Confirmed 
    6. Date Site Ready To Start 
    7. First Participant Recruited Date 
 
Whilst performance data was not required in the final quarter of 2019 and 2020 because of the Covid-19 pandemic, the study 
median set up time from notification (Date site selected (DSS)) to the signing of the contract was  just 15 days with a median 
of 45 days to recruit the first participant compared with a national average of 76 days.  This has resulted in building a positive 
reputation with sponsors evidenced via the increase in direct approach from sponsors selecting RCHT as their preferred 
research site. 
 
In respect of the data available for reporting Time to Target, at the midway point in the last financial year, 63% of clinical trials 
with a commercial contract which closed to recruitment at RCHT, achieved the recruitment target compared with the National 
average of 57%. RCHT continues to provide an attractive place to undertake commercial clinical trials. Last year RCHT opened 
33 new clinical trials with a commercial contract (against an ambitious target of 30) and recruited 186 patients. 
 

2.5 Balanced Portfolio It is important that R&D maintains a balanced portfolio of studies, offering both interventional and observational research 
from commercial and non-commercial sponsors alike. The pie chart (appendix 5) shows the percentage of recruited patients 
to each category of study.  The split is close to what is regarded as balanced at a national level (70/30) and, therefore, 
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represents a valuable mix of studies which may bring immediate and direct patient benefit but also studies which provide 
much needed data for future interventional trials and policy development at a national level. Of the 100 new clinical trials 
opened in FY 19/20 - 33 were with a commercial contract representing 33% of our portfolio and the ratio of 
interventional/observational split was 70/30. 
 

A. Interventional - A clinical study in which participants are assigned to receive one or more interventions (or no 
intervention) so that researchers can evaluate the effects of the interventions on biomedical or health-related 
outcomes. 

B. Observational - A clinical study in which participants identified as belonging to study groups are assessed for 
biomedical or health outcomes, no interventions are initiated as part of the trial. 
 

2.6 Finance The financial year 2019/20 saw R&D achieve strong financial performance, which contravenes the trend at a regional level 
where a competitive market has reduced commercial income into organisations. There are several income arms which 
contribute to the financial position of R&D, the largest proportion coming from the NIHR (CRN SWP), followed by commercial 
trial income and then from non-commercial trials and study grants. All funding streams are fluid and subject to change based 
upon performance, capacity and the success of winning studies and grants in a competitive market. RCHT demonstrated a 
strong performance in all areas during FY 2019/20 and increased income in 2 of the top 5 income streams (appendix 6). R&D 
acknowledges there needs to be a diversification of the income portfolio, opening studies in more clinical areas, increasing 
grant income and delivering more commercial research. This will provide greater stability to the department and serve to 
offer greater access to research to the people of Cornwall. Commercial trial income dropped slightly from £813k in FY 
2018/19 to £785K in FY 2019/20. The strong performance of winning new commercial contracts in FY 19/20 will have a 
positive impact on commercial financial performance in the following year as there is often a lag in both activity and invoicing. 
However, non-commercial income increased from £163k to £241K. R&D expenditure (appendix 8).  
 
Income Contributions for Supporting Services 
RD&I contributed the additional income for research activity to the following supporting services; 
 

Supporting Service Up Front Payment Additional Activity 
Payment 

Total 

Clinical Imaging 35,568.00 20,885.00 56,453.00 
Pathology 52,212.00 16,717.00 68,929.00 
Pharmacy 55,332.00 79,499.00 134,831.00 
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Med Physics 18,456.00 3,829.00 22,285.00 
Total contributions R&D paid to RCHT supporting services  £282,498 

 
 
 
 
 
 
 
 
Income Contributions for Care Groups 
R&D contributed the following income to Care Groups for their research activity. R&D would like to encourage and see a 
proportion of this income re-invested to support departments to increase their research capability. We have concerns at 
present that it is used to contribute to Care Group financial bottom lines and clinicians are not seeing the benefit or re-
investment of their research activity. 
 

 
 
 

 

Section 3. Communication 

Care Group Value
Anaesthetics, Critical Care & Theatres 4,889.75
Clinical Support 282,546.97
Corporate 26,322.59
General Sugery & Cancer 82,784.91
Specialist Medicine 60,977.35
Specialist Services & Surgery 7,816.58
Urgent Emergency & Trauma 200.00
Women Children & Sexual Health 6,994.00
Total 472,532.15
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Conscious that communication of research success and opportunity must be integral throughout the Trust and not limited to R&D, FY19/20 we have 
continued to use two out of three electronic resources introduced in 18/19.  

REDLINE (Research, Development & Innovation Newsletter) has continued to be produced each month and distributed to R&D colleagues as well as key 
Trust and NIHR colleagues. It regularly features the achievements and successes of our individual staff members and teams as well as delivering key 
messages, useful information and training opportunities. 

 The newsletter is distributed to over 100  individuals 
 Feedback from three members of staff: 

1. ‘ It is good to stay in touch with what’s happening in the department, being past or future events’ 
2. ‘My favourite section is the good news features. It is good to celebrate all of the achievements in the department. I like that the organogram has 

been recently included in the communication ’ 
3. ‘I like to look out for forthcoming events and opportunities to get involved in’ 

 

NRICO (NHS Researchers in Cornwall) has published 3 editions in 19/20. These have been printed and distributed to staff, rest areas in wards, and 
departments across the Trust and have featured our local researchers and given information about support and resources available to staff wishing to be 
involved in research. The newsletters are also available on our webpage and links are shared on Trust social media. 

https://doclibrary-
rcht.cornwall.nhs.uk/DocumentsLibrary/RoyalCornwallHospitalsTrust/Websites/Internet/OurServices/AZServices/R/ResearchAndDevelopment/Newsletters
/CornwallResearchNewsletterJuly2020.pdf 

 The newsletter is distributed to over 100 members of staff 
 Feedback from members of staff: 

1. ‘I like to read the features on the upcoming PI/CIs. It highlights the good work being done in the hospital that can often otherwise go unnoticed.’ 
2. ‘It is really good, very eye catching. The researcher features and sections will help us grow our home grown research going forward. 

Communication is always essential’        
 

3.1 Social Media 

Page 237 of 522

https://doclibrary-rcht.cornwall.nhs.uk/DocumentsLibrary/RoyalCornwallHospitalsTrust/Websites/Internet/OurServices/AZServices/R/ResearchAndDevelopment/Newsletters/CornwallResearchNewsletterJuly2020.pdf
https://doclibrary-rcht.cornwall.nhs.uk/DocumentsLibrary/RoyalCornwallHospitalsTrust/Websites/Internet/OurServices/AZServices/R/ResearchAndDevelopment/Newsletters/CornwallResearchNewsletterJuly2020.pdf
https://doclibrary-rcht.cornwall.nhs.uk/DocumentsLibrary/RoyalCornwallHospitalsTrust/Websites/Internet/OurServices/AZServices/R/ResearchAndDevelopment/Newsletters/CornwallResearchNewsletterJuly2020.pdf


 

Page 14 of 32 
R&D Annual Report v4.0 30/09/2020 

R&D utilises both Facebook and Twitter to promote our service and findings on a digital platform. We are also setting up a YouTube channel with the 
purpose of increasing the methods we can communicate with our audience by having a visual presence. It is used to share information, opportunities and 
successes with patients, the public and staff. Where possible, when the correct permissions are in place, we use social media to promote opportunities to 
become a participant in studies. We have close links with our colleagues in Cornwall Partnership NHS Foundation Trust (CFT) and also share information on 
their studies. We actively encourage our local researchers to build the facility to use this useful resource into their IRAS applications.   

Social media has also been crucial in attracting patients and the public to join Patient and public Involvement PPI groups to work with researchers to shape 
their projects. Social Media growth: We have seen an increase in followers for both our Facebook (61) and Twitter (63) accounts. Our average reach for 
each Facebook post was 440 and Twitter 1186 during the year. 

3.2 Patient, Public Involvement and Engagement (PPIE) 

Research Champions 

The Clinical Research Network introduced a voluntary Research Champion role in 2019 to replace the Research Ambassador role. In December 2019 we 
held a formation meeting where 6 people attended. Attendees were advised of the types of tasks the role would involve and the application process and 
we were successful in recruiting 5 Research Champions who now actively contribute on research advisory groups within RCHT. 

3.3 R&D Charity Contributions 

The two R&D charity funds have become an essential tool in providing the department with the ‘extras’ that help facilitate research. The cancer fund 
continued to be supported by two local charity shops contributing a combined sum of £34,628 and there has also been £165 in private donations in 19/20. 
A business case was presented to the charity guardians and three additional staff members have been employed on fixed term contracts supporting 
Oncology research enhancing the opportunity for our patients to take advantage of every trial treatment option open to them. 

The general fund brought in an additional £6,480.55 through fundraising events, private donations and a successful application to become a Co-op 
Community Fund for 2019. The charity fund has been able to supply Critical Care with a new clinical trials drug fridge. The fund has also provided small 
items such as R&D waterproof bags for staff to carry patient packs and paperwork around the hospital site as well as additional equipment for the research 
clinic rooms in the Knowledge Spa (KSpa). 

3.4 Bursary Scheme 
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In April 2019 a new initiative was launched to financially support RCHT researchers to develop their own projects which would be funded from the two 
research charities. R&D recognised the need of financial support for individuals which would help facilitate home grown research, target areas where 
specific donations had been made and complement the research ideas pathway. Since its launch the bursary scheme has supported four employees to 
create and open their own research trials. 

 

3.5 Research Awards Evening May 17th 2019 

R&D hosted its first black tie awards evening in May 2019 at the Penventon Hotel, Redruth. The aim was to celebrate all things research from outstanding 
individuals to the incredible contribution made by teams and supporting services. Nine award categories received in excess of 100 nominations. 125 
members of staff spanning all professions attended the event which was incredibly well received and served as a prodigious motivational tool to drive the 
research agenda to even greater heights going forward within RCHT.  
 

                            
 

Feedback  
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 “I thought the evening was an absolute success and celebrated RD&I in such a prestigious way.  I absolutely loved the speaker at the end so you should 
definitely get a patient (or someone who has clearly benefitted from research studies) to present again if at all possible. Well done for all yours and your 
teams efforts in setting up and hosting.  I look forward to watching it grow over the years!” 

Karen Jarvill, Associate Director of Finance 

Section 4: Home Grown Research and Sponsor Oversight  
There has been a strong growth in Sponsored Research over the past 12 months, covering a variety of specialities and involving staff from a wide range of 
roles. We reviewed 43 new projects between 01/04/19 and 31/03/2020 which equates to approximately 3 new projects a month. This has enabled us to 
support projects in all of the RCHT Care Groups and the potential to grow our Chief Investigator portfolio going forward, particularly in areas where there is 
little or no research activity, allowing us to proactively work towards the Trust strategy of having research embedded in all clinical areas. 

There are currently 4 projects that have the potential for NIHR grant funding, 1 of which is through to the second stages of the application process.  Another 
has been positively signposted by the National Institute for Health Research (NIHR) to have either Research for Patient Benefit RfPB or Artificial Intelligence 
AI potential once we begin the application process. 

We have a huge amount of research activity that is being undertaken that does not get counted into the departmental metrics due to it falling outside of 
the NIHR funding remit, as our recruitment data indicates (1,629 measured up to 31/03/20).  This figure includes data collection studies but shows the level 
and amount of work that is being undertaken by our home grown researchers alongside their day to day roles and their commitment to research in their 
clinical areas. 

Sponsored Research continues to be an exciting and growing area within the Trust and with the strong support of the R&D Sponsorship Oversight 
Committee for both governance and financial oversight with continued guidance can only go from strength to strength. 

 

Current pipeline of RCHT led research – April 2019 - March 2020: 
 

COMPLETED STUDIES: 
Study PI Status Recruitment Funding Status 
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AI Bowel Study 
 

Daniel Kim 
(Consultant 
Radiologist) 

Completed 990 
(Scans Reviewed) 

Non-portfolio 

Summary: 
Deep learning artificial intelligence (AI) used to identify small bowel obstruction on plain radiographs 
 
Outcomes submitted for publication to European Radiology 

 
Study PI Status Recruitment Funding Status 
CT & BMI in Cytology Hannah Donkers 

(Research Fellow) 
Completed 302 

(Scans Reviewed) 
Non-portfolio 

Summary: 
To establish whether the Idylla MSI testing platform (fully automated, ultra-rapid system) is concordant with 
in-house MMR IHC (Mismatch Repair) Implementation of the Idylla MSI test could reduce reporting turnaround 
times and requires less technical expertise to perform in comparison to other platforms. 
 
Final report prepared. 

 
OPEN STUDIES: 

 

Study PI Status Recruitment Funding Status 
Deep Learning Device 
Detection 

Mark Thurston 
(Consultant 
Radiologist) 

Completed 3922 
(Scans @ RCHT) 
3919 
(Scans @ UHP) 

Non-portfolio 

Summary: 
An AI based model to identify chest x-rays for the presence of pacemakers and CT head scans for the presence 
of aneurysm clips. 
 
As at 31/03/20: Open to recruitment 

 

Study PI Status Recruitment Funding Status 
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KEBI-Cyto Study Leonie Glinski 
(Snr Biomedical 
Scientist) 

Open to 
recruitment 

3 Non-portfolio 

Summary: 
The aim of the study is to determine whether Liquid Based Cytology (LBC) are a feasible alternative to 
Formalin-fixed paraffin embedded (FFPE) samples for detecting mutation in LBC samples and blood using the 
Idylla platform. 
 
As at 31/03/20: Open to recruitment 

 
Study PI Status Recruitment Funding Status 
Gastric 
Adenocarcinomas 

Mary Jones 
(Snr Biomedical 
Scientist) 

Open to 
recruitment 

40 Non-portfolio 

Summary: 
To establish whether the Idylla MSI testing platform (fully automated, ultra-rapid system) is concordant with 
in-house MMR IHC (Mismatch Repair) Implementation of the Idylla MSI test could reduce reporting turnaround 
times and requires less technical expertise to perform in comparison to other platforms. 
 
As at 31/03/20: Open to recruitment 

 
Study PI Status Recruitment Funding Status 
Singing for Chronic 
Pain 

Jo Erwin 
(Research Associate) 

Open to 
recruitment 

0 Non-portfolio 

Summary: 
To determine the feasibility of delivery of a mindful, singing, sound and movement program for pain 
management to patients with chronic pain. 
 
Currently on hold due to COVID-19. 

 
Study PI Status Recruitment Funding Status 
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Coaching & Mentoring 
Program 

Ann Harvey 
(Consultant) 

Open to 
recruitment 

12 Non-portfolio 

Summary: 
The aim of the project is to look at the impact of the RCHT coaching and mentoring programme and on the 
performance and attitude of the participants. 
 
As at 31/03/20: Open to recruitment 

 

IN SET-UP: 
 

Study PI Status Recruitment Funding Status 
RePEAL Neil Powell 

(Pharmacist) 
Stage 1 of 
Fellowship 

N/A NIHR Funded 

Summary: 
A Fellowship project that will be looking at the impact of allergy records on carbapenem prescribing.  The 
research element of this project will not begin until 2022 but the Fellowship has now started and the 
preparatory work is now underway. 
 
Research element begins 2022 

 
Study PI Status Recruitment Funding Status 
VR Exercise for 
Bariatric Patients 

James Clark 
(Consultant, General 
Surgery) 

In set-up 0 Applied for portfolio 
adoption 

Summary: 
An evaluation to determine if the use of a virtual reality exercise program will help improve pre-operative 
exercise compliance in bariatric patients. 
 
Currently under Ethics review. 

 
Study PI Status Recruitment Funding Potential 
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Crimson Stripes David Tucker 
(Haematology 
Consultant) 

In set-up 0 Portfolio adoption 
 

Summary: 
To identify the best available method from an array of tests to predict a response to parenteral iron in 
patients with pre-operative anaemia which meet the criteria for probable or possible iron deficiency 
 
Awaiting outcome of funding application to the Royal Society of Haematology. 

 

EARLY STAGE STUDIES: 
Study PI Status Recruitment Funding Potential 
Pelvic Girdle Study Jenny Freeman 

(Professor) 
Concept 0 2nd stage RfPB 

Summary: 
Management of chronic pelvic girdle pain following pregnancy: A randomised controlled feasibility trial 
 
Application submitted 

 
Study PI Status Recruitment Funding Potential 
Non-Accidental 
Fractures in 
paediatrics 

Chrissy Eade 
(Snr Radiographer) 

Concept 0 NIHR application 
 

Summary: 
To determine whether the diagnosis of metaphyseal fractures of the tibia and fibula in children under two 
can be aided with deep learning methods and to what extent AI and mathematical modelling can be used to 
explain whether physical abuse should be suspected. 
 
Data currently being collected to start modelling the AI – once completed, NIHR application for RfPB or AI 
funding to be started. £800 RD&I charity funding granted to begin the data collection for the project. 

 
Study PI Status Recruitment Funding Potential 
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Penicillin De-labelling 
in Critical Care 

Neil Powell 
(Pharmacist) 

Concept 0 NIHR application 
 

Summary: 
A multi-centre feasibility study to look at direct oral penicillin challenges in ITU 
 
Project currently on hold due to COVID-19 but an application for RfPB funding to be made asap. 
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SPONSORED STUDIES APRIL 2019 - MARCH 2020 PROGRESS REPORT

Open and completed study data for projects upto 31/03/2020 A growth comparison of studies reviewed year on year

Study breakdown into speciality areas - Apr 2019 - Mar2020 Analysis of Researchers and their job roles - Apr 2019 - March 2020
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Funding Type for projects open or in concept/set up phases Type of projects currently open or in concept/set up phases
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4.2 Collaborative Working with the Clinical School  

The National Institute for Health Research (NIHR) recognises the importance of early career researchers as the future for improving the healthcare of the 
nation, with a strategy that aims to grow the number of early career researchers (ECR) and develop them in their academic careers.  R&D  recognises that 
the provision of support for ECR’s not only supports the NIHR strategy but is paramount to ensuring that RCHT attracts high calibre research active staff and 
aligns the R&D and clinical schools agendas as seen within the initiatives below. 

Cornwall Collaborative Research Pathways Group 

In the last financial year the Cornwall Collaborative Research Pathways (CCRP) group was formed, this is a joint R&D, Clinical School, Audit, QI and CFT 
initiative to support and encourage early career researchers from all disciplines.  In financial year 2019/20 The CCRP has had proven success with 3 nurse 
and Allied Health Professional (AHP) Clinical School projects being supported, two of which have submitted Grant applications with the support of R&D.   

Covid 19 Research 

R&D continues to forge strong links with the Clinical School, which has been aided with the relocation of the Clinical School to the R&D department, this 
proximity has nurtured close working relationships, with the Clinical School/70@70 lead supporting recruitment to Urgent Public Health England Covid 19 
research.   The Clinical School and 70@70 lead has been key in motivating the wider clinical service to support Covid 19 research. 

 

Section 5: Realising the benefits of Research for RCHT  
Research provides many benefits to the Trust in which it is hosted, these can be direct benefits through the provision of therapeutic options, equipment 
and drugs as well as indirect benefits through the impact upon reputation, workforce and collaboration. Research provides opportunities for a number of 
patients to have access to treatments that are not part of standard care in a variety of research areas. At RCHT we already have much to be proud of in 
relation to Research, Development and Innovation. We are a research active Trust, with a growing reputation for research excellence, and many of our 
specialties, such as Oncology and Diabetes, are among national leaders in the research they undertake. We want research to be seen as ‘business as usual’, 
so that key opportunities are considered and acted upon by all roles and services. This will help to embed research within all services, including those who 
have not historically been research active, ensuring we grow our R&D offering, and improve the quality of care provided at our hospitals. 
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5.1 RCHT Research Publications 19/20 

A number of the trials that RCHT have recruited into have impacted on service delivery nationally, examples are: 

Study Name Area  
HEALTH Orthopaedics- hip fractures https://www.nejm.org/doi/10.1056/NEJMoa1906190 
PROBESE Anaesthetics in obese patients  https://jamanetwork.com/journals/jama/fullarticle/2735541 
PREDNOS Childhood nephrotic syndrome https://www.bmj.com/content/365/bmj.l1800 
Poppi Critical Care https://www.journalslibrary.nihr.ac.uk/hsdr/hsdr07300/#/abstract 
RESTART* Intracerebral haemorrhage  https://www.bbc.co.uk/news/health-48349792 
POUT* urothelial cancer ADD https://d1ijoxngr27nfi.cloudfront.net/docs/default-

source/default-document-library/pout---results-summary-for-
participants---publication.pdf?sfvrsn=3ec32169_0 

VUE Prolapse ADD https://www.journalslibrary.nihr.ac.uk/hta/hta24130#/abstract 
PAKT Breast cancer ADD https://ascopubs.org/doi/pdf/10.1200/JCO.19.00368 
TIRED ED Doctors http://www.isrctn.com/ISRCTN21869845 
CRASH 3* Head Injury http://www.thelancet.com/journals/lancet/article/PIIS0140-

6736(19)32233-0/fulltext 
 

5.2 Cornwall Foundation Trust (CFT)  
 

The research departments at RCHT and CFT have successfully embraced the transformational changes in line with the progress of the Sustainable 
Transformation Plan STP. R&D have supported CFT with both infrastructure and capacity to ensure the Cornish community are offered as many trial 
opportunities as possible. R&D collaborates with CFT to run both industry and academic trials from the KSpa clinic rooms in specialties such as Parkinson’s, 
Dementia and Ageing. With clinical services now spanning across both organisations we envisage our collaborative research portfolio to progressively 
increase in the near future. This is aided via the fact that under our CRN contract we are providing the research contracting, costing and governance service 
to CFT. In FY 19/20 we completed 14 clinical trial contracts on behalf of CFT. 
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5.3 Home Grown Success 
RCHT clinicians continue to be recognised regionally for their research expertise and success. FY 2019/20 saw three additional new NIHR regional Clinical 
Research Specialty Leads (CRSL) appointed from within RCHT. Their role is to provide clinical leadership, advice and accountability for specialty research 
activities and performance across the SWP. Engaging with the NIHR at a National level increases RCHT’s reputation as a research organisation and provides 
maximum opportunities for RCHT to have early engagement in trials coming to the UK. NIHR CRSL’s within RCHT detailed below; 

                                       

 

 

 

            

 

                                              

 

 

Dr Duncan Wheatley 
NIHR Clinical Research 

Speciality Lead for 
Cancer 

 

Dr Steve Creely     NIHR 
Clinical Research 

Speciality Lead for 
Diabetes 

 

Dr Khadra Galaal   
NIHR Clinical Research 

Speciality Lead for 
Gynaecology 

 

Dr David Tucker            
NIHR Clinical Research 

Speciality Lead for 
Non Malignant 

 

 

Dr Neil Tan NIHR 
Clinical Research 

Speciality Lead for ENT 

 

Prof Frazer Underwood 
NIHR 70@70 Research 

Speciality Lead 

 

Mr James Clark       
NIHR Clinical Research 

Speciality Lead for 
Surgery 
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Appendix 1 
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Appendix 2 

Number of new commercial trials opened FY 2019/20 (Cumulative)  
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Appendix 3 

Split of Interventional and Observational Trials  
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Appendix 4 
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EXECUTIVE SUMMARY 

 
Meeting: TRUST BOARD IN PUBLIC Date: 05.11.20 
Report Title: Financial Plan for the period 1st  

October 2020 to 31st  March 2021 
Agenda 
Item: 

13 

Author: Adam Wheeldon, Deputy Director of Finance 
 

Executive Lead: Karl Simkins, Strategic Financial Advisor to the CEO & Board  
  

 
Alignment to Strategic Objectives Tick box(es) 
BRILLIANT CARE - Always providing safe, effective and compassionate 
care, where we listen and learn to provide an excellent patient experience 
and reduce avoidable harm. 

 

BRILLIANT IMPROVEMENT - Instilling a culture of quality improvement 
where everyone feels empowered to make changes for the benefit of our 
patients. 

 

BRILLIANT PEOPLE - Working together in a supportive environment to 
attract, develop and retain brilliant people. 

 

  
Purpose of the Report  
Approve   Discuss  Note  

The purpose of this paper is to seek retrospective approval of the financial plan for the 
period 1 October 2020 to 31 March 2020.  

The Board previously gave delegated authority to the Chief Executive, Chair and NED 
representative to submit the plan on 22/10/20 which was obtained.The Finance committee 
have retrospectively approved the financial plan at its meeting on 26/10/20. 
  
Consultation – other meetings discussed with and outcome of discussion: 
The Finance and Performance Committee and Trust Board received a budget for the period 
1 April to 31 July 2020 in May. This followed the introduction of a new financial framework 
linked to the Covid pandemic response. These arrangements were extended to 30 
September and the Finance and Performance Committee and Board were briefed on this.  
 
The plan for the rest of the year has been set at a high level through system-level 
discussions given that the funded envelope is at a system level. The Committee and Board 
have been briefed on these discussions in September and October. 
 
The Strategic Financial Advisor to the CEO and Board has also briefed Executive colleagues 
on the key elements of the plan via Executive meetings and through Executive Management 
Board.  
  
 
Summary of key points  

See Executive Summary below 
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What is the key question(s) for the meeting to consider? 
Does the Trust Board understand the context for the financial plan for the period 1 October 
2020 to 31 March 2020? 
 
Does the Trust Board approve retrospectively the financial plan? 
  
Key risks 

For the financial plan presented in this paper, the key risk is that the Trust does not stay 
within its part of the system financial envelope. This would result in the Trust reporting a 
further deficit and, from a cash perspective, either needing to delay creditor payments or 
seek cash support as a result of the deficit.   

Pledge 3.1 is to “spend our money wisely”. This is included on the Board Assurance 
Framework with a linked risk (identification 7287) with current risk score of 12 and the key 
risks being whether there will be a gap between spend required to improve operational 
performance and respond to Covid and the funding available.  
 
  
Recommendations and reasons  
The Trust Board is recommended to: 

• with the recommendation of the Finance & Performance committee, approve 
retrospectively the financial plan for the period 1 October 2020 to 31 March 2021.   

 
 
Equality and Diversity 
Statement 

This report provides information on the financial architecture 
and proposed financial plan for 2020-21. The report does not 
change the level of funds available or affect any services. 
Therefore, no staff groups are affected by such by this report. 

Environmental 
considerations 

No direct implications 
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Financial Plan for the period 1 October 2020 to 31 March 
2020 - summary 

1. Purpose

1.1. The purpose of this paper is to seek retrospective approval of the financial plan for
the period 1 October 2020 to 31 March 2020. 

1.2. The Board previously gave delegated authority to the Chief Executive, Chair and 
NED representative to submit the plan on 22/10/20 which was obtained. 

2. Background and links to previous papers

2.1. The financial plan for the period 1 April to 31 July was re-set in May 2020 during the
Covid pandemic. This resulted in the Trust setting a breakeven plan achieved 
through a combination of ‘true-up’ and ‘top-up’ arrangements. In practice this meant 
that the Trust set a plan based on what it would expect to spend and was then 
funded to a breakeven position following a review of its income and spend by NHSEI 
each month. The report was presented to the Finance and Performance Committee 
and Trust Board in May 2020. 

2.2. This financial framework was extended to cover to 30 September and the Committee 
and Trust Board have been updated in this regard. 

2.3. The Trust has delivered a break even positon for the five reporting months approved 
by NHSI to date. 

2.4. The revised financial framework was announced in September and is based around 
allocations made at a system level and the requirement for system partners to best 
allocate income in order to deliver the Phase 3 recovery plans as set out in the NHS 
Chief Executive’s letter “Third Phase of NHS Response to Covid-19” issued on 31 
July 2020. This is referred as the Phase 3 letter in this report. 

2.5. The financial framework and system allocations to support the Phase 3 letter was 
received on 15 September 2020. 

2.6. A return at a system level was required by 5 October 2020. This was discussed at a 
Trust Board meeting on 1 October 2020. 

2.7. The provider level plans were required to be submitted by 22 October 2020. The 
Chief Executive, Chairwoman and Deputy Chair of the Board approved the 
submission of the plan on the basis of the delegations given at the October Board 
meeting. 
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3. Executive Summary 

3.1. The financial framework for the second half of the financial year is different to that for 
the first half of the year:  

• funding is provided for Covid-related costs with other funding allocations at a 
system level to deliver a theoretical planned organisational and system break-
even; 

• there is no longer a true-up adjustment to enable organisations to report an 
‘automatic’ breakeven position subject to NHSI sign off.  

• Some income will be provided outside of the notified system envelope, and 
block income payments calculated by NHSE/I may be lower in organisations 
than expected; (this is the key driver behind the CIoS system deficit plan).  

3.2. The financial plan has been set on the basis of achieving the required activity targets 
and operating with low levels of Covid in the hospital and community. A key risk to 
the planning assumptions therefore is that Covid levels increase and drive up agency 
and variable pay costs due to staff sickness and absence and put at risk our capacity 
to deliver the elective activity. 

3.3. The basis for setting the second half year financial plan is a detailed forecast of the 
run-rate of expenditure for the first six months of the year projected forward, based 
on what we have spent, not specifically the budget for that period.  

3.4. The RCHT plan is for a £6.68m deficit within a system £6.9m deficit plan. Whilst non-
compliant with the initially required break-even target, this is a level agreed by NHSI 
based upon detailed discussions through interim submissions and an improvement of 
an initial system plan submission on 5/10/20. 

3.5. Costs linked to Covid and to deliver activity plans are the key additions to the run-
rate. The plan includes the need to deliver c£2.2m of savings from forecast costs.  

3.6. The key risks within the plan are: 

• the savings required is set at c0.9% of the spend for the six month period which, 
whilst may seem relatively low compared to other years, will be as challenging to 
achieve given the operational focus on recovery from Covid and then managing 
any increase in Covid activity; 

• the plan does not include the revenue costs associated with opening the 
Progressive Recovery Unit as the plan for the unit is now as a decant facility 
rather than for winter or Covid surge capacity; 

• there is no contingency within the plan at system or Trust level and, as the plan is 
based on a run-rate forecast, the financial position would not benefit from any 
non-recurrent pay underspends due to vacancies as in a normal year;  

• in addition to the efficiency target there is a need to manage forecast Covid costs 
down within in the set plan. This will a further  review of all Covid-related costs 
into the second half of the year;  

• the plan includes the an assumption of £850k of income in relation to Think 111 
First as 111 funding is outside of the system envelope although this income has 
yet to be confirmed by NHSE/I; 
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• the level of agency spend in the plan is below NHSE/I ‘expected’ levels of £0.8m 
per month. Spend is being contained within that level at this time although will be 
increasingly challenging given the activity targets that need to be achieved and 
winter pressures contained. Maximising the use of bank staff and work through 
overtime is key to achieving this; 

• the plan is based on low levels of Covid activity. If Covid activity increases and 
impacts on elective and outpatient activity the Trust could therefore lose income 
under the Elective Income Scheme. This has been estimated at £1.5m and is 
provided for within the wider system plan. 

3.7. The level of investment needed to deliver planned activity levels has been challenged 
at several stages, including operational and finance input. Delivery is dependent on 
rapid decisions that have been facilitated through the Investment Group, making sure 
that the right governance processes are followed. The updated Scheme of 
Delegation further supports this process.  

3.8. This is effectively a new half year budget for the Trust. The budgets for each Care 
Group and department will be re-set to these new values and monitoring will take 
place against this new budget. Care Groups will be updated on this once the budget 
has been agreed. Care Groups will need to manage their new budgets very closely, 
ensuring that new activity is delivered within the available budget and at lower cost 
where possible.  

4. Areas of Risk 

4.1. At the highest level, the key risk is that the Trust does not stay within its element of 
the system financial envelope. This would result in the Trust reporting a further deficit 
and, from a cash perspective, either needing to delay creditor payments or seek cash 
support as a result of the deficit. 

4.2. The three CIoS organisations have agreed to continue to work together to manage 
financial risk across the system to enable each organisation to meet is control total.  

5. Link to Trust Objectives and Corporate/Board Assurance Framework Risks  

5.1. Pledge 3.1 is to “spend our money wisely”. This is included on the Board Assurance 
Framework with a linked risk (identification 7287) with current risk score of 12 and the 
key risks being whether there will be a gap between spend required to improve 
operational performance and respond to Covid and the funding available.  

6. Governance  

6.1. The Trust was required to submit its financial plan to NHS England and Improvement 
(NHSEI) by 22 October 2020, before the date of this Trust Board meeting.  

6.2. On 1 October the Trust Board granted delegated approval to the Chief Executive, 
chair and one NED to submit the plan by this date. This report therefore seeks 
retrospective approval. 

6.3. The Trust has a statutory requirement to breakeven over a three year period (which 
can be extended to a five year period). The Trust has a cumulative deficit of 
£29,608m. The Trust will not achieve this statutory requirement in 2020-21. 
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6.4. The Trust also has statutory requirements to operate within its Capital Resource Limit 
and Cash Resource Limit. The Trust has not previously breached this requirement 
and does not expect to in 2020-21. 

7. Responsibility 

7.1. The Director of Finance is responsible for this report. In her absence, the report has 
been prepared by both the Deputy Director of Finance and the Strategic Financial 
Advisor to the CEO and Trust Board.  

8. Recommendations 

8.1. The Trust Board is asked to approve retrospectively the financial plan for the period 1 
October 2020 to 31 March 2021. 

9. Next steps 

9.1. The budget for the Trust will be re-set and be based on the financial plan set out in 
this report. 

9.2. The financial position will be reported to the Finance and Performance Committee 
and Trust Board each month.  

 

Karl Simkins – Strategic Financial Advisor to the CEO 

Adam Wheeldon – Deputy Director of Finance 

Date – 21st October 2020 
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Financial Plan for the period 1 October 2020 to 31 March 

2020 – detailed report 

1. Financial framework and performance 1st April 2020 to 30th September 2020 

1.1. The plan set by NHSI was on the following basis: 

• The Trust received a block contract payment ‘on account’ for an initial period of 
1 April to 31 July 2020 (extended to 30 September 2020), with suspension of 
the usual Payment by Results national tariff payment architecture and 
associated administrative/ transactional processes. This means that the level of 
activity undertaken by the Trust did not dictate how much the Trust would be 
paid.  

• A national top-up payment (‘projected top-up’) issued to providers to reflect the 
difference between the expected baseline net costs and block contract and 
other income, where modelling of the expected cost base is higher.  

1.2. A national true-up (‘retrospective true-up’) provided to adjust provider positions for 
additional costs and/or loss of revenue where the block and top-up payments did not 
equal the actual costs of genuine and reasonable additional marginal costs due to 
COVID-19.  

1.3. The Trust has received, or is expected to receive, its top-up and true up income for 
that period meaning that it will report a breakeven position for the period to 30 
September 2020. 

2. Financial framework for the period 1st October to 31st March 2021 

2.1. The financial framework for the second half of the financial year is different to that for 
the first half of the year;  

• funding is provided for Covid-related costs with other funding allocations at a 
system level to deliver a theoretical planned organisational and system break-
even; 

• there is no longer a true-up adjustment to enable organisations to report an 
‘automatic’ breakeven position subject to NHSI sign off.  

• Some income will be provided outside of the notified system envelope, and 
block income payments calculated by NHSE/I may be lower in organisations 
than expected; (this is the key driver behind the CIoS system deficit plan).  
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2.2. The available system resource is: 

• CCG allocations and, at system level, theoretically with sufficient ‘top-up’ 
funding c£25m to bring the system to a breakeven (using NHSEI calculations); 

• Additional growth funding based on 20-21 anticipated CCG allocation growth 
rates of c£3.7m;  

• Additional non-recurrent funding for the additional costs of COVID-19, 
distributed on a fair share basis via a system Covid allowance of c£19m;  

• Organisations able to deliver surplus and deficit positions within overall system 
breakeven position; 

3. Proposed budget for 1 October 2020 to 31 March 2020  

System position 

3.1. The final system plan submitted on 22nd October is shown below. 

 

3.2. The system plan is a deficit of £6.9m before any loss under the Elective Incentive 
Scheme which is excluded from the Trust’s formal financial plan of which the main 
element is the RCHT deficit. The CCG is a breakeven plan and CFT a small £50k 
deficit. 

3.3. The Trust’s deficit is caused primarily by how income is expected to be received 
outside of the system allocation, and differences between NHSEI and commissioner 
or provider assumptions of how much income can be recovered. 

3.4. The key drivers for the Trust’s deficit are shown below.  

 

 

 

Plan Summary CCG RCHT CFT TOTAL

Current position (System plan 5 Oct submission) £000s £000s £000s £000s
Income 251,173 252,816 111,058 615,047
Expenditure  (251,173)  (259,678)  (111,108)  (621,959)

Surplus / (Deficit) prior (Excl. activity loss of income)              -        (6,862)            (50)      (6,912)
Impact of EIS re Activity (loss of income)              -        (1,488)              -        (1,488)

Surplus / (Deficit) post (Incl. activity loss of income)              -        (8,350)            (50)      (8,400)
** Therefore Gap to system financial balance

Explanation of the £6.9m RCHT plan deficit £m
Lost income - NHSEI income assumptions are higher than RCHT's 5.8
Additional annual leave accrual 1
Other items 0.1
RCHT deficit before lost Elective Incentive Scheme income 6.9
Provision against Lost Elective Incentive Scheme 1.5
RCHT deficit as part of system position 8.4
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Trust plan 

3.5. A summary of the proposed financial plan is shown below: 

 

3.6. The financial plan at a departmental level is shown at Appendix 1. Following 
approval of this financial plan, the budget for all areas will be completely reset to 
remove any year to date variances and enable budget holders to operate within this 
six month budget. A full statement of financial positon is shown at Appendix 2. 

4. Planning assumptions 

Income for RCHT 

4.1. The income allocation to each organisation (Royal Cornwall Hospitals NHS Trust, 
Cornwall Foundation Trust and NHS Kernow) has been agreed within the health 
system and is made up as follows: 

• Block contract income set by NHSEI; 

• ‘Top up’ income being an allowance for the difference between baseline net 
costs and block contract plus other income (reflecting 19-20: month 8-10 
expenditure). This has increased in the second half of the year primarily due to 
a correction of funding for depreciation costs of £4.5m which was an error in the 
value for the first six months; 

• Funding for Covid costs for period covered within this process;  

• An allocation of the growth funding provided; 

• Other income sources.  

Income and Expenditure Summary
1 Apr 2020 to 
30 Sep 2020

1 Oct 2020 to 
31 Mar 2020 Full year

£000 £000 £000
Income
KCCG Block 152,862 152,862 305,724
KCCG Covid and Growth Funding 0 9,672 9,672
NHSE Spec Comm Block 33,108 33,102 66,210
Other block income 8,155 7,263 15,418
Other income 27,094 29,550 56,644
Top up income 12,906 18,726 31,632
Retrospective True-up income 11,404 0 11,404
Total income 245,529 251,175 496,704

Expenditure
Pay (142,962) (155,574) (298,536)
Non-Pay and Reserves (100,890) (105,862) (206,752)
Technical adjustments (1,677) 3,399 1,722
Total expenditure (245,529) (258,037) (503,566)

Surplus / (deficit) 0 (6,862) (6,862)
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4.2. One of the main drivers for the deficit is how NHSEI expect the Trust’s income levels 
to be £5.8m higher than they actually will be. This loss of income is accepted as a 
variation to the Trust’s initial break even target expectation. 

4.3. Appendix 3 shows the main changes in income levels between the first and second 
half of the year. 

Expenditure 

4.4. The Trust’s expenditure budget has been determined as follows: 

• Run rate forecasts using Month 1 to Month 6 spend for Care Groups and 
Corporate Departments;  

• Allowance for additional expenditure e.g. medical pay awards, junior doctor rota 
changes and N365 costs; 

• Covid spend forecast by month to the year end. This is based on the Covid 
levels of activity being maintained at low levels.  

• Phase 3 activity and performance recovery actions which have been subject to 
several check and challenge processes within the Trust. The activity and 
capacity costs have been set to achieve the activity targets set for the rest of the 
year. 

• An additional £1m provision has been included to allow for additional annual 
leave to be carried forward from 2020-21 to 2021-22. This would be linked to 
staff not taking leave due to operational pressures, sickness or shielding. In 
2019-20 the Trust included £1.1m for this and was credited for the additional 
cost through a change in its control total although it is not clear as to whether a 
similar credit will be provided for this technical adjustment in 2020-21. 

• An efficiency target of £2.2m has been included in the plan. This represents 
c0.9% of the spend for the second half of the year. Whilst this may seem 
relatively low compared to previous year targets it is worth noting that the 
budget is based on run-rate of spend for the first half of the year, not the normal 
arrangement whereby the budget is based on all posts in the establishment 
being funded and this being underspent as vacancies arise. It is also reflective 
of the significant operational challenge the Trust faces for the rest of the 
financial year and the capacity available to concentrate on delivering savings.  

4.5. Monthly expenditure increased by just over £1m in September following the back-pay 
for the medical pay award. Going forward, expenditure excluding Covid will gradually 
rise given the additional activity being delivered.  
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4.6. From a pay perspective the plan is based on maintaining agency spend at below 
£0.8m per month, this being the NHSEI expectation is a normal year. Bank spend is 
forecast to increase in the second half of the year as activity is delivered. Maintaining 
control of agency spend is critical to ensure that the Trust has a sustainable cost 
base moving into 2021-22. 

 

4.7. Appendix 4 shows the main changes in expenditure between the first and second 
half of the year. 
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Elective Incentive Scheme 

4.8. A financial incentive scheme has been put in place to incentivise a recovery in activity 
levels. 

4.9. Where the activity delivered is in line with the levels set out in the phase three letter 
system-level funding envelopes will be paid in full.  

4.10. Where aggregate in-scope activity delivered in the period M6-M12 is below the 
expected value, 25% (for elective and outpatient procedure activity) and 20% (for 
outpatient attendance activity) of the shortfall will be deducted from the nationally 
determined funding envelopes.  

4.11. Where in-scope activity delivered in this period exceeds the expected value, 75% (for 
elective and outpatient procedure activity) and 70% (for outpatient attendance 
activity) of the difference will be added to nationally determined funding envelopes. 

4.12. The Trust has calculated a most likely potential income loss of £1.488m should it not 
achieve activity targets. This has been reported to NHSEI but not included in the 
financial plan as the intention is to meet the activity plan. 

Covid allocations 

4.13. Funding allocations intended to cover costs incurred due to the pandemic have been 
calculated based on national Covid costs incurred during quarter 1 of 2020/21. 
NHSE/I has stated that additional funding for free car parking for NHS staff during the 
first peak is included within the Covid funding allocations. Additional allocations will 
be provided to cover the costs related to Covid testing. 

4.14. Covid-relate costs are forecast to drop from £11.5m to £9.3m between the first and 
second half of the year.  

Over £1m contracts in the period 

4.15. Appendix 5 sets out the revenue contracts over £1m that will be finalised in the 
planning period.  

4.16. We do not expect to enter into any over £1m contracts in relation to Covid 
expenditure.  

4.17. The plan assumes an additional cost in this six month plan in relation to providing 
free staff parking over the period of the pandemic. This will take the form of a monthly 
payment to Q-Park under the terms of the existing contract. The invoices will only be 
raised for each month that the parking is free of charge. The Trust has not agreed to 
a set period of time for this and operates the arrangement on a month by month 
basis. The arrangement has been reported through the Audit and Assurance 
Committee.  

4.18. Additional security costs are likely to be needed until 31 January 2021 and these 
have been budgeted for. The report on over £1m contracts provides more information 
in relation to this arrangement. 

4.19. We currently do not expect to enter into any over £1m contracts in relation to the 
additional activity and capacity costs.  
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Activity assumptions driving the financial plan 

Outpatients 

4.1. The plan for the rest of the financial year meets the assumption in the Phase 3 letter 
(100% of last year activity) from September through the balance of the year. The 
Trust is planning to exceed the requirement for 25% of activity to be non-face to face 
(which is currently exceeded).  

4.2. Year to date (YTD) outpatient activity is 69% of last year for the year to date, split 
63% and 72% follow ups. In September 2020, outpatient activity was 87.6% of the 
activity in September 2019. 

Electives 

4.3. The plan is to meet the assumption in the Phase 3 letter (80% of activity in 
September, rising to 90% from October). 

4.4. Year to date daycase activity is 57% of daycase activity for the same period in 
2019/20. September 2020 daycase activity was 88% of the September 2019 activity. 

4.5. Year to date inpatient elective activity is 66% of inpatient elective activity for the same 
period in 2019/20 with September 2020 activity being 108% of the activity delivered 
in September 2019. 

Activity 

4.6. ED attendances and non-elective admissions will be assumed to revert to 2019/20 
levels (with no growth) for the remainder of the financial year.  

4.7. At the moment non electives are between 85-90% of 2019/20 levels, and emergency 
arrivals from all sources are around 80%. These have not markedly increased over 
the last 2 months, but neither are we yet seeing any rapid reduction with increased 
levels of Covid activity as was seen in wave 1. 

Referral to treatment (RTT) and 52 week waits (ww) 

4.8. The two elements required for the return are waiting list size and a 52 week 
projection. Our plan, to be consistent with other elements of the report, assumes that 
the 10% reduction in electives results in a 10% increase in the elective waiting list 
resulting in an increase in RTT Patient Treatment List (PTL) from 26k to 34k during 
the period of review. 

4.9. 52 week waits are projected to increase to 478, which is based on the same rationale 
as above (10% increase in the elective WL applied to 52ww also). This would equate 
(if both of those things happened, i.e. the 478 52ww and the 34k incomplete list) to 
1.4% of the list being over 52ww. Whilst much higher than we would with this to be, 
this would still be below most of the current levels in the rest of the SW STPs both in 
absolute and percentage terms. 

4.10. The incomplete PTL size may change in practice depending on what happens with 
referrals. It is currently assumed in the return that these revert to 2019/20 levels, but 
if they stay lower the waiting list size overall would not increase to the same degree if 
activity was able to be increased to 19/20 levels. They are currently at similar 
proportionate levels to outpatient activity when compared with 2019/20 levels (i.e. 
around 60% of normal).  

Page 269 of 522



Page 14 of 20 
 

4.11. The return continues to be based on a core assumption of negligible Covid activity 
(as it is based on an r=1 based on August levels of activity, which for RCHT is 
virtually zero). This is clearly not going to be the actual situation, but the impact of 
this on the activity and performance elements of the framework is not yet known. 

5. What does this plan mean? 

Key Points 

5.1 The key issues within the plan are: 

• Efficiency target - the savings are c0.9% of the spend for the six month period 
which, whilst may seem relatively low compared to other years, will be as 
challenging to achieve given the operational focus on recovery from Covid and 
then managing any increase in Covid activity. 

• Recurrent vs Non Recurrent costs – we need to minimise adding cost to our 
recurrent start point position for 21-22; 

• We need to  manage revised  budgets on run rate and tight cost control; 

• Stricter governance on non-recurrent cost with corporate sign off within 
defined criteria;  

• Progressive Recovery Unit - the plan does not include the revenue costs 
associated with opening the PRU as this is now targeted as a  decant facility not 
for activity surge;.  

• Contingency - there is no contingency within the system or Trust plan and care 
groups / corporate budgets will need to be delivered within final financial 
envelopes;  

• Covid costs - need to manage Covid costs in the plan to budget assuming a 
relative low level of Covid activity;  

• Think 111 First income - £850k of income in the plan not yet been confirmed 
with NHSEI; 

• Agency spend -  increasingly challenging given the activity targets that need to 
be achieved. Maximising the use of bank staff and work through overtime is key 
to achieving this; 

• Covid assumptions - the plan is based on low levels of Covid activity. This is 
now increasing and so the Covid-related costs may increase alongside elective 
and outpatient activity decreasing. The Trust could therefore lose income under 
the Elective Income Scheme. 

Mitigations 

5.2 The key mitigations are in the event of risks materialising are: 

• Pay costs - In normal years the budget is set based on a fully established 
wards and areas, i.e. all posts being filled. As this budget is set with a starting 
point of costs incurred for the first half of the year, the potential for lower costs 
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due to vacancy levels does not exist. This mitigation does therefore not exist for 
this six month planning period.  

• Activity delivered for lower cost – the costs seen in the first half of the year 
will increase by c£9m in order to deliver the activity plan. The costs have been 
determined to take into account how much will be delivered through overtime, 
with agency staff or by in or outsourcing work. The costs are therefore at 
premium rates. There would be a financial benefit in delivering the work at lower 
cost although this is not expected to be a material benefit at this stage. 

6. Cash flows 

6.1. Under the current financial arrangements the Trust will receive block income for each 
relevant month on the 15th of the month prior to month to which the income relates 
(i.e. 15th November for December’s income).  

6.2. The Trust forecasts a cash balance of £8.1m at 31 March 2021. Whilst the financial 
plan is a deficit of £6.9m, this will be offset with a reduction in year- end debtors and 
an increase in capital creditors linked to the scale of the capital programme in 2020-
21.  
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Appendix 1 – expenditure budget by care group and cost type 

 

 

 

Please note that in this presentation of income and expenditure, some income is included in 
Care Group values.  

 

Income and Expenditure Summary
1 Apr 2020 to 
30 Sep 2020

1 Oct 2020 to 
31 Mar 2020 Full year

£000 £000 £000

Income 235,483 240,437 475,920

Care Group
Anaesthetics Critical Care & Theatres (16,882) (18,655) (35,537)
Clinical Support (31,231) (31,228) (62,459)
General Surgery & Cancer (26,187) (26,450) (52,637)
Specialist Medicine (18,566) (19,696) (38,262)
Specialist Services & Surgery (22,328) (22,550) (44,878)
St Michaels Hospital (4,374) (5,273) (9,647)
Urgent Emergency & Trauma (29,951) (32,234) (62,185)
West Cornwall Hospital (4,334) (4,958) (9,292)
Women Children & Sexual Health (19,861) (19,429) (39,290)
Care Group Sub-Total (173,714) (180,473) (354,187)

Corporate (50,081) (49,472) (99,553)
Capital Charges Total (9,217) (8,114) (17,331)
Reserves (2,471) (9,240) (11,711)
Expenditure Sub-Total (235,483) (247,299) (482,782)

Net (Surplus) / Deficit 0 (6,862) (6,862)
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Appendix 2 – Statement of Financial Position 
ACTUAL ACTUAL ACTUAL ACTUAL ACTUAL PLAN PLAN PLAN PLAN PLAN PLAN PLAN
Apr-20 May-20 Jun-20 Jul-20 Aug-20 Sep-20 Oct-20 Nov-20 Dec-20 Jan-21 Feb-21 Mar-21

NON-CURRENT  ASSETS
Property, Plant and Equipment 165,565 165,108 165,240 166,333 168,080 168,186 169,845 175,967 182,088 188,209 194,330 195,452
Intangible Assets 8,661 8,661 8,440 8,365 8,290 8,341 8,391 8,442 8,492 8,543 8,593 8,644
Trade and Other Receivables 857 857 857 857 857 857 857 857 857 857 857 857
TOTAL NON-CURRENT ASSETS 175,083 174,626 174,537 175,555 177,227 177,384 179,093 185,265 191,437 197,608 203,780 204,953

CURRENT ASSETS:
Inventories 9,015 8,994 8,835 8,815 8,649 8,649 8,649 8,649 8,649 8,649 8,649 8,649
Trade and Other Receivables 29,271 19,351 10,773 12,840 13,880 13,880 13,880 13,880 13,880 13,880 13,880 29,880
Cash and Cash Equivalents 37,087 40,912 49,747 46,914 49,109 50,518 56,214 56,206 52,426 50,820 46,622 8,088
TOTAL CURRENT ASSETS 75,373 69,257 69,355 68,569 71,638 73,047 78,743 78,735 74,955 73,349 69,151 46,617

TOTAL ASSETS 250,456 243,883 243,892 244,124 248,865 250,431 257,837 264,000 266,392 270,958 272,931 251,570

CURRENT LIABILITIES
Trade and Other Payables (80,031) (74,257) (74,428) (74,618) (79,702) (79,684) (79,773) (78,737) (73,615) (70,572) (65,723) (36,314) 
Other Liabilities (4,948) (4,406) (4,355) (4,323) (4,627) (4,627) (4,627) (4,627) (4,627) (4,627) (4,627) (4,627) 
DH Working Capital Loan (38,595) (38,595) (38,595) (38,595) (38,459) 0 0 0 0 0 0 0
DH Capital Loan (7,137) (7,137) (7,137) (7,137) (7,137) (1,351) (1,351) (1,351) (1,351) (1,351) (1,351) (1,351) 
Borrowings - LIFT (27) (27) (27) (27) (27) (27) (27) (27) (27) (27) (27) (33) 
Borrowings  - Finance Leases (256) (256) (256) (256) (256) (256) (256) (256) (256) (256) (256) (264) 
Provisions for Liabilities and Charges (407) (407) (407) (407) (407) (407) (407) (407) (407) (407) (407) (404) 
TOTAL CURRENT LIABILITIES (131,401) (125,085) (125,205) (125,363) (130,615) (86,352) (86,441) (85,405) (80,283) (77,240) (72,391) (42,993) 

NET CURRENT ASSETS/(LIABILITIES) (56,028) (55,828) (55,850) (56,794) (58,977) (13,305) (7,698) (6,670) (5,328) (3,891) (3,240) 3,624

TOTAL ASSETS LESS CURRENT LIABILITIES 119,055 118,798 118,687 118,761 118,250 164,078 171,396 178,595 186,109 193,717 200,540 208,577

NON-CURRENT LIABILITIES
Borrowings - LIFT (1,455) (1,455) (1,455) (1,455) (1,455) (1,455) (1,455) (1,455) (1,455) (1,455) (1,455) (1,422) 
Borrowings - Finance Leases (1,229) (1,229) (1,167) (1,167) (1,167) (1,097) (1,097) (1,097) (1,031) (1,031) (1,031) (965) 
DH Working Capital Loan (14,850) (14,850) (14,850) (14,850) (14,850) 0 0 0 0 0 0 0
DH Capital Loan (4,843) (4,843) (4,843) (4,843) (4,445) (4,167) (4,167) (4,167) (4,167) (4,167) (3,770) (3,492) 
Other Liabilities (634) (440) (396) (352) (308) (264) (220) (176) (132) (88) (45) (1) 
Provisions for Liabilities and Charges (3,872) (3,872) (3,872) (3,823) (3,823) (3,791) (3,791) (3,791) (3,759) (3,759) (3,759) (3,692) 
TOTAL NON-CURRENT LIABILITIES (26,883) (26,689) (26,583) (26,490) (26,048) (10,774) (10,730) (10,686) (10,544) (10,500) (10,060) (9,572) 

TOTAL ASSETS EMPLOYED 92,172 92,109 92,104 92,271 92,202 153,304 160,665 167,909 175,565 183,217 190,480 199,005

FINANCED BY TAXPAYERS EQUITY:
Public Dividend Capital 172,997 172,997 172,997 173,235 173,235 234,337 240,810 247,283 253,756 260,229 266,702 273,175
Retained Earnings (118,563) (118,626) (118,631) (118,702) (118,771) (118,771) (117,883) (117,113) (115,929) (114,750) (113,960) (111,908) 
Revaluation Reserve 37,738 37,738 37,738 37,738 37,738 37,738 37,738 37,738 37,738 37,738 37,738 37,738
TOTAL TAXPAYERS EQUITY 92,172 92,109 92,104 92,271 92,202 153,304 160,665 167,909 175,565 183,217 190,480 199,005

0 0 0 0 0 0 0 0 0 0 0 0
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Appendix 3 – Income changes between M1 to M6 and M7 to M12 
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Appendix 4 – Expenditure changes between M1 to M6 and M7 to M12 

 

 

 

 

 

 

Page 275 of 522



Page 20 of 20 
 

Appendix 5 – Contracts over £1m 

SUMMARY OF POTENTIAL CONTRACTS OVER £1m FOR WHICH TENDERING ACTIVITY WILL BE COMMENCED FROM MONTH 7 – MONTH 12 FINANCIAL YEAR 2020/2021 

Note: The Future Operating Model for NHS Procurement could have an impact on all contracts in future, and the Trust’s procurement team will ensure that any activity includes clauses to 
migrate to the national arrangement where appropriate, once the Future Operating Model is in place. 

CONTRACT TYPE SUPPLIER RCHT LEAD 
DEPARTMENT 

ESTIMATED 
ANNUAL 
SPEND 

PLANNED 
CONTRACT 
START 
DATE 

DETAILS LEGAL POSITION RISK 

SCP for Women & 
Children’s Hospital  

BAM Strategic 
Estates  

Stage 2 - £2m 
and £4m 
 
Stage 3 - 
estimated cost 
to be between 
£50m and 
£100m 

01/12/2020 Appointment of ProCure22 (P22) 
Principle Supply Chain Partner (PSCP) 
to deliver the RCHT Women's & 
Children's Hospital. Stage 2 & Stage 3  

NHS England's ProCure 
22 Framework contract 
is compliant with the 
Public Contracts 
Regulations 2015 

Wave 4b funding may be 
withdrawn if the Trust cannot 
evidence its ability to deliver and 
meet the critical deadlines. 

Contract for Home 
Care Low & Mid 
pharmacy  

TBC – tender to be 
evaluated  

Pharmacy £10 Million  01/04/2020 Award of contract(s) for the supply of 
low and mid home care products 

Full EU tender exercise 
managed by the PPSA  

Having to repatriate patients back 
into the trust and delay in patient 
care. 
 

Contract for the 
supply of 
Arthroscopy 
products  

Stryker, Arthrex Ltd, 
T J Smith & Nephew 
Ltd, Depuy, Conmed 
Linvatec and Zimmer 
. 
 

Orthopaedics  £3.8 Million 01/02/2021 Extension of Arthroscopy contract  Compliant tender 
managed by the PPSA. 

Delay in patient care and 
products would revert to list price  
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Alignment to Strategic Objectives Tick box(es) 
BRILLIANT CARE - Always providing safe, effective and compassionate 
care, where we listen and learn to provide an excellent patient experience 
and reduce avoidable harm. 

x 

BRILLIANT IMPROVEMENT - Instilling a culture of quality improvement 
where everyone feels empowered to make changes for the benefit of our 
patients. 

x 

BRILLIANT PEOPLE - Working together in a supportive environment to 
attract, develop and retain brilliant people. 

x 

Purpose of the Report 
Approve Discuss Note x 
This is a monthly report to provide assurance to the Trust Board on performance against the 
full suite of KPIs that monitor delivery of the most integral elements of quality, safety, 
efficiency and effectiveness in line with the Trust’s strategic objectives. 

Consultation – other meetings discussed with and outcome of discussion: 
The relevant key performance indicators from the Integrated Performance Report were 
considered by the October meetings of the Quality Assurance Committee, Finance and 
Performance Committee and People and OD Committee. 

Summary of key points 
A full executive summary is provided below in addition to the excel report that is the main 
IPR and a word document that is a new COVID-19 dashboard.  
What is the key question(s) for the meeting to consider? 
Are there any further actions that the Trust Board members would like to see in to address 
any areas of concern as a result of the performance outlined in this report?  

Key risks 
The IPR is a fundamental part of the Board Assurance framework and the narrative and data 
within the report provides information on risks that occur in the delivery of our services.  

Recommendations and reasons 
The Board is recommended to: 
• discuss and note for assurance the Integrated Performance Report for September 2020

Equality and Diversity 
Statement 

There is a wide range of performance issues considered 
at the Performance Meetings which pertain to the delivery 
of services by our diverse staff base to a diverse range of 
patients. All new service developments and significant 
service changes are assessed for Equality and Quality 
impact. No concerns have been identified this month. 

Environmental 
considerations 

No direct implications. 
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Executive Summary for Integrated Performance Report: September Data 

This report covers the Trust’s performance against our key indicators which are categorised 
under Brilliant Care, Brilliant People and Brilliant Improvement using data from April – 
September 2020. In all cases more detail is available in the relevant section of the report. 

Brilliant Care: September has been a challenging month operationally for the Trust, as 
emergency activity (whilst remaining slightly lower than last year) has returned to near-
normal levels whilst COVID-19 restrictions and pathway changes remain in place. 
Operational flow in and out of the Emergency Department (ED) has been challenging due to 
bed capacity within the Trust and system-wide. The importance of our Covid precautions has 
been a priority with regards to patient flow.  A strict process is in place to ensure patients are 
not moved from our Acute Medical Unit to the base wards until there is a negative Covid test 
result. If a patient has a positive result they are prioritised to the dedicated Covid areas.  This 
approach has resulted in patients waiting in ED longer than we aspire to achieve but our 
overriding priority is maintaining our Covid security.  
 
Within the Trust, teams have continued to struggle to achieve the necessary volumes of 
morning discharges.  Actions to improve this are being taken, including the opening of the 
discharge lounge until 22:00 on particularly challenging days, a drive by the wards to actively 
pull patients up from ED rather than waiting for them to be sent, and the discharge lounge 
pulling patients ready for discharge. A new Quality Improvement Delivery Board covering 
Unscheduled Care is being developed to target flow in, flow through, and flow out of the 
Trust. This group is focusing on making significant improvements such as maximising same 
day emergency care and clinically led discharge, so that patients are able to be discharged 
as soon as their active, acute treatment has been completed. 
 
The first phase of ED building work to expand the Resuscitation area is expected to be 
completed by the end of October, with our rapid access and treatment expansion work to 
start subsequently after. This additional space is expected to positively impact EDs’ initial 
assessment time which will help mitigate some delay concerns within the department.   

The continuing increase in patients with longer lengths of stay in RCHT and 111 service 
indicators suggest operational pressure is being experienced within the whole system. 
Partnership work continues with SWAST to reduce delays for ambulance handovers in ED 
and to create alternative service provision within Clinical Assessment and Treatment Units 
(CATUs). 

Two ‘never events’ occurred in September in addition to the 4 which occurred earlier in the 
year. They happened in different specialities and are in the process of being thoroughly 
investigated and will be linked to the Trustwide never event improvement work plan. An 
internal quality summit is to take place chaired by the Chief Executive with full executive and 
relevant care group representation to explore these issues in more depth and develop a 
comprehensive improvement plan.  

The impact of COVID-19 in terms of increased patient waiting times continues to be evident, 
although the overall proportion of patients waiting less than 18 weeks has improved this 
month from 62 to 69%. This month the position against previous years’ activity levels is 
included in the IPR for the first time against the new national NHS aims set in relation to this. 
This shows that elective and daycase activity are meeting recovery trajectories and 
diagnostic capacity is also recovering well. Whilst there has also been an increase in 
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outpatient activity, it hasn’t yet reached the (challenging) 100% overall requirement. The 
outpatient transformation programme continues to work with specialties to increase the 
volume of activity being delivered as well as to transform the way in which care is delivered.  
We are working closely with both NHS and independent sector partners to ensure capacity 
remains targeted towards the most clinically urgent patients and that new models of care are 
developed across Cornwall to achieve the most effective use of our collective resources.  

The Trust continues to perform well on Cancer standards, with 94% of patients with cancer 
being treated within the 62 day target.  

Brilliant Improvement: The Trust financial position continues to be reported as break even 
with the revised COVID financial regime, and the Trust is continuing to work through the 
impact for the remainder of the financial year of the recent changes to this covering this 
period. The capital programme is fully committed and will be fully spent within the financial 
year. 

Progress against the Trusts’ digital strategy continues to be assessed as amber, with various 
projects having been restarted following a COVID pause; the business case for the 
development of an electronic patient record is currently with NHSE/I.  

Brilliant People: Staffing numbers increased by 64 in month overall, with that increase 
being entirely in substantive staffing. 

Vacancy rates continue to reduce within our medical and nursing posts, with nursing 
vacancies expected to reduce further over the next 6 months following a successful 
overseas recruitment process. Agency spend continues to remain well within the planned 
budget, with an increase of substantive staff in post and a small reduction in agency usage 
during September. Sickness absence remains steady. 

The Trust continues to face significant difficulties in improving mandatory training including 
health and safety, as well as appraisal compliance, with both social distancing requirements 
and increased operational pressures continuing to have an adverse impact throughout 
September. To support, the Learning and Development team will increase the mandatory 
training available via our virtual platform MS Teams, whilst our People Partners continue to 
work with our Care Groups to find a solution to the demand and capacity issue for 
appraisals. 

Appended to the IPR for the second month is the new COVID-19 dashboard. Although 
numbers of patients admitted with covid-19 were minimal in September, this dashboard 
demonstrates the broader workforce and financial impacts of COVID-19, in addition to the 
operational impacts discussed above.  

Also appended to the IPR for the first month is a new Harm Review dashboard. The 
dashboard highlights the number of patients where risk of coming to harm has been 
identified by Care Group for prospective reviews for patients waiting over 24 weeks, 6 
months, and 52 weeks. At present, low harm has been identified for nine patients waiting 
over 52 weeks, and no patients identified as coming to harm for patients less than 52 weeks. 
Retrospective reviews are also being undertaken, with patients identified as coming to harm 
for patients admitted as an emergency whilst on the inpatient waiting list, outpatient waiting 
list, and those with a future booked appointment. No deaths have been identified as being 
linked to waiting. 
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Strategic Objectives & Pledges

 

STRATEGIC OBJECTIVE PLEDGE

We have an open, inclusive and partnership approach to working with our brilliant people

Pledge RAG key:

Red

Amber

Green

We are open and honest with people about their care

We provide development to help colleagues learn and grow

We provide an environment that supports colleague safety, health & wellbeing

We create a safe environment so colleagues feel supported to speak up

We provide great leadership and support to help colleagues be the best they can be

We make good use of the resources that are available to us

We use innovation and digital technology to improve the quality, experience and cost of our care

We are growing the Trust’s national reputation for excellence in research and development

We are true to our values and create a brilliant place to work

We make sure colleagues receive feedback to know how they are doing

We ensure that everyone has the capability to pursue quality and improvement for our patients

Brilliant People
(Reviewed by the People and OD 

Committee)

Brilliant Care
(Reviewed by Quality Assurance 

Committee)

We provide care that is consistently safe and avoids harm

We listen and learn from patients, their families and carers, and treat them with compassion and respect

We provide clinically effective care, which minimises delay and the amount of time people have to spend in our care

We work with our health and care system to improve the health of our community

Brilliant Improvement
(Reviewed by Finance and 

Performance Committee)

RAGs are based on the latest available months' data. Most key performance indicators (KPI) have an absolute target (green), and a 'step' threshold (amber, which is close result for 

month, but not better than the target). Anything that is below the 'step target' is graded red.

For the number of KPIs under this pledge that have a target, there are more 'red' (missed both absolute target and step threshold)

For the number of KPIs under this pledge that have a target, there are more 'amber' (missed absolute target but met step threshold), or there are an equal number of green KPIs and red KPIs

For the number of KPIs under this pledge that have a target, there are more 'green' (met or better than absolute target)

Pledges that have fewer than 3 key performance indicators (KPIs) are not given a RAG status. Pledges that have more than 3 KPIs, but less than 3 of them have targets, are not given a RAG status.

We provide an environment that is clean and welcoming

We celebrate achievement and will create a culture that enables continuous improvement

1
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Executive Summary

See exec summary on word based front sheet  

2

Page 282 of 522



Strategic Objectives: Summary Scorecard

Strategic Objective Metric
20_21 Target/ 

Standard
19/20 Jun-20 Jul-20 Aug-20 Sep-20 Variation YTD 20/21 Sparkline

Serious incidents (monthly) 6 9 5 12 7 10 +3 7

 Patients who met the criteria and were screened for sepsis - ED 90.00% 82.25% 100.00% 100.00% #N/A in arrears #N/A 100.00%

 Patients who met the criteria and were screened for sepsis - other admitting 

areas 
90.00% 100.00% 100.00% 100.00% 100.00% in arrears 0.00% 100.00%

 Patients who met the criteria and were screened for sepsis - Inpatients 90.00% 100.00% 100.00% 100.00% 100.00% in arrears 0.00% 100.00%

Infection control: C-difficile cases 64 82 3 5 9 10 +1 37

 28 day re-booking breaches (monthly) 7 9 2 0 4 3 -1 11

 Treliske ED attenders - 4 hours arrival to discharge, admission or transfer 95.00% 71.51% 87.07% 80.63% 77.55% 65.02% -12.53% 83.01%

 Cancer treated within 62 days target 85.00% 85.58% 87.62% 94.20% 94.21% in arrears 0.01% 87.63%

 RTT Incomplete - % within 18 weeks 92.00% 85.51% 56.38% 52.90% 62.47% 69.02% 6.55% 63.36%

 Proportion of patients receiving one of the 15 key diagnostic tests within 6 weeks 99.00%
96.21% 53.76% 63.44% 66.37% 72.12%

5.75%
56.44%

 RTT waits over 52 weeks for incomplete pathways 1 7 136 285 282 332 +50 332

SHMI 92.97 92.49 in arrears in arrears in arrears -0.48 92.49

Crude Mortality 9.69 10.10 10.30 10.40 10.40 0.00 10.23

Agency spend vs plan (£m) 7.7 1.80 1.75 3.26 2.93 3.68 +0.75

Capital spend against plan (£m) 13.3 25.8 4.3 6.5 9.5 13.8 +4.33

Year to date financial position 0.0 0.0 0.0 0.0 0.0 0.0

Year end forecast financial position n/a n/a n/a n/a

 Staff turnover 7-11% 9.26% 8.80% 8.90% 8.04% 8.10% +0.06% 8.67%

% Appraisals completed of eligible staff 95.00% 78.77% 75.30% 74.60% 76.30% 76.30% 0.00% 76.28%

% Mandatory training completed 90.00% 89.15% 87.50% 86.90% 85.70% 84.80% -0.90% 87.03%

 % Sickness absence 3.75% 4.43% 3.56% 3.76% 3.55% 3.80% +0.25% 3.89%

Brilliant Improvement
(Reviewed by Finance and 

Performance Committee)

Brilliant Care
(Reviewed by Quality Assurance 

Committee)

Brilliant People
(Reviewed by the People and 

OD Committee)

3

Page 283 of 522



Brilliant Care 
We provide care that is consistently safe and avoids harm

 

Sep-20

9

Sep-20

0

The Incidence of pressure ulcers has remained on or below target for the last 6 months despite the hospital 
being at a high level of alert, this is the longest sustainable period of reduction reported.  
 
The incidence of device related incidents has significantly decreased over time due to increased vigilance in 
the Critical Care Unit.  
 
Despite the above success there has been an increase in deeper tissue damage including deeper unstageable 
category 3 pressure ulcers, these are undergoing investigation. 

The total number of preventable HAT events remains on target for a reduction against the number declared 
in 2018-2019. 
  
Zero cases of preventable HAT have been recorded for September 2020.  
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Brilliant Care 
We provide care that is consistently safe and avoids harm

Sep-20

107

Sep-20

7

The number of falls  has, for the first time since November 2019, risen above 100. This is a significant concern 
due to the reduction in number of occupied beds as part of the Trusts response to COVID -19. The current 
number of falls per 1,000 occupied beds is 6.64 - the third highest recorded. 
  
The Improvement Practitioner and Lead Nurse for Quality, Safety and Innovation have provided intensive 
training to wards that have seen a significant increase in falls (Surgical Admissions Lounge, West Cornwall 
Hospital Medical Units), and as part of Falls Prevention week 21st -27th September they provided training to 
all adult inpatient wards. 
  
The Improvement Practitioner for RCHT has also recommenced the South West Falls  Group monthly meeting 
with the aim of reviewing every Trusts number of falls and harms. The purpose of the group will also be to 
review themes and sharing successful/ unsuccessful interventions used in an attempt to reduce the number 
of falls. 

September 2020 recorded the highest number of harms since monthly reporting commenced with 6 
moderate harms and one severe. In response a thematic review is underway to determine if learning has 
taken place from the previous review. This is expected to be completed by the end of October 2020. 
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Brilliant Care 
We provide care that is consistently safe and avoids harm

Sep-20

2

Sep-20

10

This indicator has a national target. 
  
There were two never events reported in September. One occurred in ED where medication was 
administered via the wrong route. The second occurred in the Newlyn Unit where an incorrect opthalmic  
sized lense was inserted. Both patients were informed of the incident and an apology was given at the time.  
  
Both are currently under investigation and will link to Trustwide Never Event Improvement work plan. 

There were 10 Serious Incidents reported. The SIs for September are as follows: 
  
2020/16674: Patient fall (Phoenix) 
2020/16876: Never Event – Wrong implant (Newlyn Unit) 
2020/16989: Sub-optimal care of deteriorating patient (Trauma Unit 2) 
2020/17066: Delay in bowel cancer screening (Bowel Cancer Screening) 
2020/17493: Prescribing of medication (Emergency Department) 
2020/17545: Prescribing of medication (Acute Medical Unit 2) 
2020/17725: Patient fall (Emergency Department) 
2020/18004: Treatment delay (Urology Clinic) 
2020/18228: Patient fall (Medical Unit 2) 
2020/18426: Never Event – Wrong route of medication (Emergency Department) 
 
In response to the increase in Never Events and Serious Incidents, an internal quality summit is to take place 
chaired by the Chief Executive and with full executive and relevant care group representation to explore 
these issues in more depth and develop a comprehensive improvement plan. 

0.0

1.0

2.0

3.0

Se
p

-1
8

O
ct

-1
8

N
o

v-
1

8
D

e
c-

1
8

Ja
n

-1
9

Fe
b

-1
9

M
ar

-1
9

A
p

r-
1

9
M

ay
-1

9
Ju

n
-1

9
Ju

l-
1

9
A

u
g-

1
9

Se
p

-1
9

O
ct

-1
9

N
o

v-
1

9
D

e
c-

1
9

Ja
n

-2
0

Fe
b

-2
0

M
ar

-2
0

A
p

r-
2

0
M

ay
-2

0
Ju

n
-2

0
Ju

l-
2

0
A

u
g-

2
0

Se
p

-2
0

 Never events 

0

5

10

15

20

25

Se
p

-1
8

O
ct

-1
8

N
o

v-
1

8
D

e
c-

1
8

Ja
n

-1
9

Fe
b

-1
9

M
ar

-1
9

A
p

r-
1

9
M

ay
-1

9
Ju

n
-1

9
Ju

l-
1

9
A

u
g-

1
9

Se
p

-1
9

O
ct

-1
9

N
o

v-
1

9
D

e
c-

1
9

Ja
n

-2
0

Fe
b

-2
0

M
ar

-2
0

A
p

r-
2

0
M

ay
-2

0
Ju

n
-2

0
Ju

l-
2

0
A

u
g-

2
0

Se
p

-2
0

 Serious incidents 

6

Page 286 of 522



Brilliant Care 
We provide care that is consistently safe and avoids harm

SIs breached 5

Sep-20
This indicator has a national target. 
  
2 SI reports were due with KCCG in September 2020, 0 met the 60 day deadline. Further changes were 
required in the final sign off process. 
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Brilliant Care 
We provide care that is consistently safe and avoids harm

Screened #N/A

Antibiotics within 1 hr #N/A

Screened 100.00%

Antibiotics within 1 hr 100.00%

Aug-20

Aug-20

This indicator has a national target.  
 
Emergency Department Sepsis screening is identified via a monthly audit which is reported two months in 
arrears. This audit identifies all patients within the month being audited that were diagnosed with potential 
sepsis. At present August data is not available. 
  
The Sepsis Improvement Group continue to meet on a regular basis to review progress with plans. 
  
Ready prepared intravenous antibiotics are still being used successfully. An increase in the number that are 
held at any one time is being considered. A plan to review junior doctors being able to administer antibiotics 
is also being considered. 

This indicator has a national target. Sepsis screening for other admitting areas is identified via a monthly 
audit reported two months in arrears. As from December 2019 up to 50 patients notes (where available) 
have been audited. All audit results need to be seen in the context of the small numbers of patients with a 
potential diagnosis of sepsis. 
  
In August, 1 patient out of the 19 audited had suspected sepsis. This patient had their antibiotics within an 
hour of suspected sepsis. 
  
Due to the introduction of automatic sepsis screening on eObs, all patients are now screened meaning that 
we are at 100% compliance. 
  
A Quality Improvement Project is being developed at present which will involve all specialities. It is at the 
planning stage at present. The QIP group will have representatives from all the areas. The planned outcome 
from this project will be an improvement in the recognition and timely treatment of patients. The group will 
be reporting through the Deteriorating Patient Group. 
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Brilliant Care 
We provide care that is consistently safe and avoids harm

Screened 100.00%

Antibiotics within 1 hr 85.70%

Sep-20

88.00%

Aug-20
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Sepsis Audit- Inpatients 

This indicator has a national target.  
 
In September, 88% of patients received a completed medicine reconciliation achieving target. 
 
Timeliness of medicines reconciliation rates remain considerably higher than pre-covid performance but is 
reducing back to normal levels, whilst overall rate is steady. This reflects the increase in inpatient activity. 
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 Medicine reconciliation 

This indicator has a national target. The sepsis audit for inpatients is based on 50 randomly chosen patients. 
This has changed from previous (April 2019 - November 2019) when it was 20. All audit results need to be 
seen in the context of the small numbers of patients with a potential diagnosis of sepsis.  
  
In August, 7 of the 50 patients audited had suspected sepsis. One patient did not have their antibiotics within 
an hour of the diagnosis of potential sepsis. 
  
Paediatrics - The implementation of the national PEWS is not expected to be introduced until the end of 
2021. A meeting is to be held on the 12th of November to discuss a way forward with the Sepsis screening 
tool on Nervecentre. 
 
Neonates - Improvement work in Neonates has resulted in a substantial improvement in the giving of 
antibiotics within an hour for babies with clinical signs of sepsis. In August it was 41% and in September it 
was 80%. 
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Sep-20

95.00%

Sep-20

90.00%

This indicator has a local target. The compliance of the patient safety check list has shown a slightly reduced 
performance with 95% compliance compared to 98% during August. 
  

Previously ECG’s were completed for virtually every patient that presented through RATs resulting in delays when 
several ambulances arrived together. The department have discussed this at Senior Management Team meetings and 
reviewed with the ED Governance Lead to reduce the amount of ECG’s taken. As a trial, the department are now only 
carrying out ECG’s on seven specific presentations including sepsis, cardiac related, collapse, and shortness of breath. 
For head injuries, only RN’s have access to neuro-obs on Nervecentre and, as the HCA’s mainly do observations, in RATs 
this can sometimes be missed. The department has asked if Nervecentre can alter the permission status to allow this to 
be captured by HCAs which will result in improved performance. The Obs Model could potentially be changed, however 
this would be a supplier change would likely incur a charge to the department anywhere between £1000-£5000 to 
change the frequency. A quote has been requested. There is an ED Sepsis QI group who meet fortnightly to discuss the 
previous months results and implement any actions to improve performance.  

The team continue to ensure all new members of staff are trained in eObs and monthly audits continue with individual 
and team follow ups being held. We are continuing to ensure one to one teaching sessions have continued with 
unregistered nurses to ensure they maintain contribution to the process and complete the documentation on the 
refreshments for patients.  

This indicator has a local target.  
 

This indicator was previously reported via the Quanta audit which is no longer collected. The Trust has therefore 
changed this indicator to reflect another pain sense check audit undertaken within ED, and has back-dated the data for 
continuity of reporting. The audit element now reported here relates to pain score assessed hourly. 90% of patients in 
ED had pain score assessed hourly, achieving the 80% target.  
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ED safety checklist: Pain Score assessed hourly   
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ED safety checklist compliance 
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Sep-20

99.00%

Sep-20

100.00%
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ED Quanta audit: Documentation 

This indicator has a local target. 
 
This indicator was previously reported via the Quanta audit, and is no longer collected. 
 
The Trust has therefore changed this indicator to reflect another NEWS sense check audit undertaken within 
ED, and has back-dated the data for continuity of reporting. The audit element reported for NEWS now refers 
to Vital Signs Measured as per NEWS Score. In September, the trust reported 100% compliance, against an 
80% target.  
 
Additionally, the Trust is currently reporting 100% for vital signs being measured on admission, and 100% for 
NEWS recorded on admission. 
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ED safety checklist: Vital Signs Measured as per NEWS 
Score 

This indicator has a local target.  
 
The documentation sense check audit is based on Quanta information.  
 
There were no audit results between February and June due to Trust priorities during the Covid-19 
responses. July results were not available due to pressures within ED, there was no management time for 
staff to complete the audits. 
 
For September, the ED department achieved 99%, an improvement of 10% and achieving target. 
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Sep-20
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MRSA 

Actual Tolerance

This indicator has a national target.  
 
Zero MRSA bacteraemia attributed to the Trust were reported in September. 

One MSSA bacteraemia was reported during September which is within normal variation. 
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Cdiff Cases 10

Tolerance 5

Cdiff cumulative 35

Tolerance 37

Sep-20

Sep-20

This indicator has a national target.  
  
10 cases of C. difficile were reported in September which is above the monthly tolerance. 
  
There were 5 cases of hospital onset healthcare associated infections reported in September bringing the 
total to date to 16 against a tolerance of 18. There has been a cluster of hospital onset healthcare associated 
cases on Grenville ward. All specimens have been sent for ribotyping and results to date do not suggest cross 
infection. has occurred. A meeting is scheduled at the end of October with the clinical team to review all 
cases in detail and to identify any learning. 
 
There were 5 cases of community onset healthcare associated infections reported in September bringing the 
total to date to 20 against a tolerance of 12. 

This indicator has a national target.  
  
To date no lapses of care have been identified. 
  
The Trust has however appointed a new Consultant Nurse for Infection Prevention and Control who will 
provide a 'fresh eyes' view of current practices, and is due to commence post in November 2020. This review 
will inform further learning. 
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Sep-20

5

E.coli 5

Klebsiella 0

Pseudomonas 0

All Organism Total 5

Sep-20

Of the 5 Gram-negative bacteraemia reported in September, all were E.Coli bacteraemia and are under 
review. Of those reviewed to date the source of one is unknown and the other source is the urinary tract 
with the bacteraemia likely to be present on admission. 

Gram-negative bacteraemia reduction remains a challenge across the County and is being led by the CCG. 
There are three key areas of focus across the county: hydration; reduction of urinary catheters; and 
hepatobiliary pathways. 
  
Five cases of E.Coli were reported in September. Of those reviewed to date the source of one is unknown and 
the other source is the urinary tract with the bacteraemia likely to be present on admission. 
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Gram negative bacteraemia 

E. Coli Klebsiella Psuedonomas All Organism Total
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Non-weekend 93.84

Weekend 101.97

HSMR 95.83

Jul-20

Jul-20

The Hospital Standardised Mortality Ratio (HSMR) is an indicator of healthcare quality that measures 
whether the number of deaths in hospital is higher or lower than you would expect and is two 
months in arrears. 
 
The trend for both weekend and weekday mortality, including the degree of difference between the 
two, remains within normal variation when compared to the position seen nationally. 

The overall rolling 12 months HSMR increased during the Covid-19 period by 2.54 points, and 
increased again by 2.18 in July, however overall the HSMR remains comfortably below the latest 
national benchmark 111.04, and below the South West average of 104.37 (the threshold is 100 - 
lower is better). 
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HSMR 95.83

SMR 88.00

SHMI 92.49

Jul-20

Jun-20

The Standardised Mortality Ratio (SMR) is the ratio of the number of deaths in hospital within a given 
time period, to the number that might be expected if the hospital had the same death rates as some 
reference population. 
  
The SMR dropped between April to July compared to the HSMR, indicating that there is significant 
variation with the hospital based version of this benchmark. This is due to Cornwall seeing a lower 
rate of deaths compared to other areas during Covid-19 combined with the reduction in inpatient 
activity. 

The Summary Hospital-level Mortality Indicator (SHMI) is the ratio between the actual number of 
patients who die following hospitalisation at the trust and the number that would be expected to die 
on the basis of average England figures, given the characteristics of the patients treated there. It 
covers all deaths reported of patients who were admitted to non-specialist acute NHS trusts in 
England and either die while in hospital or within 30 days of discharge, and is reported three months 
in arrears.  
 
The SHMI level for RCHT remained below the national average of 98.73 with 92.49 (-0.03 compared 
to May), with March and April increase related to Covid-19 deaths in hospital during that period, and 
the decrease during May and June associated with fewer Covid-19 deaths than other Trusts 
nationally. 
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Crude mortality 10.4

All transfers 893

Transfers excluding 

admitting areas
357

Sep-20

Sep-20
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 Crude Mortality The Crude Mortality provides an up to date number of deaths in-hospital, and is a useful predictor of 
HSMR (which runs several months behind due to collation and aggregation of mortality at a national 
level). 
  
Currently the Crude Mortality trend for RCHT is seeing a slow increase, with +0.1 for August bringing 
the Trust to 10.4, remaining stable for September. 

* excluding transfers from TRAMU(MAU) 1&2, TRAEC,TRCDU, TRSDEC, TRSDMA, TRMAA, 
TRPAEDOBS, TRDL 
 

The Trust is keen to continue to reduce the number of non-clinical patient transfers between wards 
overnight, whilst maintaining oversight on all transfers (clinical and non-clinical reasons). In 
September, the number of patients being transferred between wards between 8pm and 8am 
increased from August (+48). Transfers excluding admitted areas has also increased from 297 to 357 - 
132 fewer than in the same month in 2019. The site team are pushing the Care Groups for early 
discharge. The Trust continues to focus on delivery of discharges early in the day and ask Care Groups to 
identify people for the discharge lounge the night before, resulting in better discharge lounge 
utilisation and temporarily extended discharge lounge opening hours. 
 

A Quality Improvement Delivery Board (QIDB) approach is being used for flow improvement which 
includes actions to improve discharge earlier in the day. Initiatives which will support this change are 
the re-launch of the SAFER bundle, increased utilisation of Criteria Led Discharge especially in 
medicine, and achieve the standards set out in the national discharge guidance. Goals are set each 
day through the site meetings for discharges before 16:00 with the intention of having sufficient 
empty beds on AMU for the night. 
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Brilliant Care 
We are open and honest with people about their care

Sep-20

75.00%

Sep-20

82.00%

This indicator has a national target.  
  
The number of complaints responded to within the agreed timescale has fallen slightly to 82%. This is as a 
result of four of 22 complaint responses breaching the agreed timeframe.  
  
There were two breaches for Urgent, Emergency and Trauma; one for General Surgery & Cancer; and one for 
Specialist Services and Surgery, however two of these were Executive/ central breaches.  
West Cornwall Hospital, Clinical Support, St Michaels Hospital, and Anaesthetics, Critical Care & Theatres did 
not close any complaints in September, with all other Care Groups responding to 100% of their complaints on 
time.  
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 Complaints responded to within agreed timescale 

% responded to within timescale Standard

This indicator has a national target.  
 
Compliance for Duty Of Candour for September is 75%. 4 out of 30 incidents were overdue, none of 
which were still within the ten day timeframe for completion. These remaining 4 are being followed 
through to completion. 
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Brilliant Care 
We are open and honest with people about their care

Sep-20

2

This indicator has a local target.  
  
There were two dissatisfied complainants in September which have both been reopened. 
  
One was under Specialist Medicine where the complainant was not happy with the initial response, and 
remains  under investigation.  
  
The other was under General Surgery & Cancer, where they were also not happy with the initial response. 
This is also still under investigation.  
 
In terms of the PHSO, the Ombudsman has issued their provisional views on case 19148 - a complaint about 
delayed diagnosis of intermittent intestinal obstruction. The Ombudsman has indicated that they are likely to 
partially uphold the complaint in respect of one admission, at which a CT scan was not performed. The final 
report is awaited and the Trust is preparing a response outlining the learning which has emerged from the 
case, and an audit of the use of imaging in cases of acute abdominal pain. 0
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Brilliant Care 
We listen and learn from patients, their families and carers, and treat them with compassion and respect

Formal complaints 26

Informal complaints 109

Sep-20

179

Sep-20
This indicator has a local target.  
  
There were 26 formal complaints received in September, one more than in August, and 109 informal 
complaints - an increase of 25 on the month before. This can again be attributed to changes in procedures 
around COVID-19, such as rescheduled, delayed or cancelled appointments, and communication with families 
during visitor restrictions. whilst the national picture is evolving and locally the situation is responded to. 
  
The top three themes in relation to formal complaints in July were: Communication, Patient Care and Clinical 
Treatment.  
  
The top three themes in relation to informal complaints were: Communication, Clinical Treatment and 
Appointments. 

The total number of compliments received and recorded in September was 179. 
  
Friends and Family Tests are still paused nationally, however it has been confirmed that this will be re-
launched in December 2020.  
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Brilliant Care 
We provide clinically effective care, which minimises delay and the amount of time people have to spend in our care

Breaches 3

Urgent >1 0

Sep-20

0.61%

Sep-20
There were 3 breaches of the 28 day rebooking standard in September compared with 10 in the same month 
last year. One breach was due to insufficient time, one was lack of equipment (VR ophthalmology procedure 
where the required lens did not arrive), and one patient was listed but never informed to attend the hospital. 
With Covid, there is very little flexibility with accommodating patients due to 3 day isolation and swabbing 
restrictions.  
  
Two patients were day cases, and all three have subsequently been completed. 
  
Organising the number of patients to book on a theatre list can be difficult as there are sometimes 
unforeseen delays. To reduce this risk, doctors are required to approve their theatre lists before they 
proceed. Systems are also in place whereby the theatre team managers are informed of any prospective 
cancellations to ensure all possible alternatives are considered before the cancellation goes ahead. Should 
the cancellation still take place, the Trusts Chief Operating Office is informed. 
 
There were zero urgent operations cancelled more than once. 
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cancelled more than once 

Breaches Urgent More than Once
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 Percentage Cancellations on same day 
The Trust was within target for the fifth month in a row. 
  
The continued compliance and decrease in procedures being cancelled on the day of surgery, is due to an 
increased focus on mitigation earlier in the day and a higher clinical cancelation tolerance due to caseload 
being predominantly cancer, urgent and high risk patient procedures. The slight increase in cancellations 
during September were due to insufficient time and lack of routine beds predominantly in Cardiology and 
Urology, however the volume of which is still considerably lower than same month previous year.  
 
Every on the day cancellation risk is highlighted to the relevant General Manager to work to avoid the 
cancellation. In the event the General Manager is unable to prevent the cancellation, the cancellation has to 
be approved by the Chief Operating Officer before the cancellation can be made.  
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Brilliant Care 
We provide clinically effective care, which minimises delay and the amount of time people have to spend in our care

Sep-20

86.15%

TR 65.02%
WC 96.93%

Sep-20

This indicator has a national target.  
 
System performance against the emergency 4 hour access standard has dropped from 91.37% to 86.15%,  which is 
above trajectory but not compliant with the 95% standard. 
 
ED attendances were down -7.7% (-542) compared to Aug'20, and down -17.7% (-1,4896) compared to Sep'19. All 
emergency arrivals were down -6.0% (-507) compared to Aug'20, and -18.4% (-1,792) lower than Sep last year.  
Actions within the Trusts' remit are listed below for TR and WC sites.  
 
The implications and associated actions are summarised in the commentary on subsequent charts.  
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 ED & MIU (from July17) attenders -  4 hours arrival to 
discharge, admission or transfer 

This indicator has a national target. Type 1 ED performance for September at Treliske was 65.02% (29.98% below target) and 
WCH performance 96.93%. There were 4 OPEL 4 days, 19 OPEL 3 days, and 6 OPEL 2 days and 1 OPEL 1 (green) day during 
September. 167 heralded patients from Think 111 were streamed from Treliske ED to MIUs during September. The majority 
of breach reasons were attributed to patients awaiting a bed (41.53%), waiting for Specialist review (10.93%), and waiting 
diagnostics (10.38%) -  the impact of which resulted in 19.42% waiting to see an ED doctor. APD (aggregated patient delay) 
shows the majority of delay and breaches occured due to flow issues waiting for beds downstream (3,548 hours delay) and 
patients waiting for specialist review (788 hours delay). 
 Actions to be undertaken are:  
- Developing Trust wide QIDB APD programme board (flow in, flow through, flow out), GM's and input from CD's and 
Speciality leads  
- ED surge plan and action cards have been embedded within the department and clinical site team to ensure escalation 
measures are rapidly put in place to reduce crowding within the department 
- We are reinforcing the 30 minutes SOP for specialties to reduce admission delays from ED 
- Holding weekly 4hr performance recovery meetings with senior managers, and weekly ED flow meetings with a range of 
input including SWAST 
-Trial with acute GPs and UTC GPs remaining at Camborne & Redruth Hospital  
- Daily activity reports are being reviewed by the ED management team each day to ensure early decisions for beds to help 
understand demand early and allocated patients to beds 
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Brilliant Care 
We provide clinically effective care, which minimises delay and the amount of time people have to spend in our care

Sep-20

37.07%

Over 30 28

Over 60 2

Sep-20

This indicator has a local target. This covers all patients arriving by ambulance, not just ED conveyances. Ambulance delays 
(in terms of the percentage waiting over 15 minutes) has increased from 29.82% to 37.07%. Ambulance conveyances were 
1.02% higher than same period last year, with a larger proportion of higher acuity patients. The Emergency Department 
teams continue to work with SWASFT and the CCG to agree joint actions that dove tail with the Patient Flow Programme. 
Time to triage was 74.67% for ambulance patients, therefore there is work being undertaken to minimise delays from arrival 
to handover, particularly around flow from ED to create capacity.  
Actions to be undertaken are: 
- Working with CCG and SWAST information team to ensure daily validation and reporting process is accurate 
- Daily review and validation of reported delays - circulated to Care Group GM, SWASFT Silver and CCG Commissioning lead - 
themes on delays will be tracked and actioned 
- Review of ED surge plan to expedite escalation point sooner 
- Trust Care Groups looking to create capacity to pull admitted patients from ED, to facilitate more space in ED to support 
ambulance offloads 
-Reviewing clinical pathways and formalising redirection process to ensure conveyance to CATU's and all alternative 
pathways are utilised before using the Emergency Department. Meeting with SWAST and CFT leads Tuesday 20th October to 
review. The need to stream away from the Treliske front door is an essential element of maintaining ambulance handover 
performance as this reduces overall numbers in the ED and there is ongoing work with SWASFT to ensure they are conveying 
patients to the appropriate service within Cornwall. 

This indicator has a local target. There were two over 60 minute ambulance breaches during September, however the 
number of over 30 minute delays decreased from 45 to 28. Figures cover all patients arriving by ambulance, not just ED 
conveyances. 
 

ED delays were primarily due to a surge in demand, higher acuity and blocked flow from the department downstream. 
Conveyance delays to wards were due to inpatient capacity, for SDMA (direct medical take)  this was due to being used 
as escalation for inpatient capacity (and therefore full).  
 

The ED team continue to work with SWASFT colleagues to further reduce waiting ambulances, including appropriate 
handovers to the right place, and it is expected that this will improve as the Trust continues to focus on providing 
alternative system pathways, however high demand and flow blocks will have a negative impact on improvement. A 
daily activity log is being kept of inappropriate transfers. This launched on the 10th August and shows that CATU's and 
WCH are still being underutilised by SWASFT - CATU's close at 8pm and therefore any CATU admissions after this time 
are admitted to Treliske. This is expected to be discussed at the next system-wide Frailty Board meeting. 
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Brilliant Care 
We provide clinically effective care, which minimises delay and the amount of time people have to spend in our care

Sep-20

1.26%

Sep-20

23

This indicator has a national target.  
  
In September, 1.26% of patients attending either ED or UCC left without being seen – this remains well within the 5% 
standard. The latest available national figure was 2.2% in November.  
  
The Trust, with system partners, have continued to use social media and traditional advertising to promote the full 
range of urgent and emergency services available to patients, enabling them to choose services well which usually 
results in fewer patients attending ED unnecessarily. The majority of our Minor Injury pathways have been redirected 
to Community MIU's with the help of the 111 program 'Think 111 First'. 
 
The Emergency Department Digital Integration (EDDI) Project is working with Think 111 to be able to book patients into 
the ED department, which will reduce the walk-in element of attenders and encourage patients to telephone 111 first 
or use other alternatives. Accessing the right care in the right place is expected to reduce attenders leaving ED without 
being seen. 

This indicator has a national target.  
 

During September, the 95th percentile wait for time to initial assessment (triage) increased from 19 minutes to 23 
minutes, due to increasing demand of ambulance conveyance with lack of flow from the RATs area (rapid access and 
treatment) and periods of surge. Whilst this is outside the 15 minute target, this is considerably lower than the 32 
minutes reported in September last year. 
 

The ED internal professional standards, as previously mentioned, are being assessed each day by the ED management 
team to act early on issues impacting on their delivery.  
 

MDT, Consultant led, 2 hourly board rounds are now embedded to support early identification of inbound ambulances, 
delays in flowing patients out of the department to ensure RATS has at least one space at all times. Surge action cards 
have been refreshed and circulated to all teams.  
 

The first phase of ED building work (Resus expansion from 3 to 6 spaces) will be completed by the end of October. The 
next phase of ED building work commences on 31st October to extend the RATs footprint from 3 cubicles to 6, and 
expected to be completed by March. Additional space is expected to positively impact initial assessment time. 
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Sep-20

67

Patients 202

Breaches 14

Sep-20

This indicator has a local target. Median time from arrival to treatment in ED deteriorated by 13 minutes to 67 minutes, 
compared to the previous month (54). The latest available national median figure was 38 minutes in June against a 
national standard of 60 minutes. With delays occurring at triage, reduced flow from RATs and challenge to transfer 
patients waiting for a bed out of the department, a natural negative impact occurred on treatment times.   

Actions taken: 
- Daily review and validation of reported delays - Trust Care Groups looking to create capacity to pull admitted patients 
from ED, to facilitate more space in ED to support ambulance offloads 
- Reviewing clinical pathways and formalising redirection process to ensure conveyance to CATU's and all alternative 
pathways are utilised before using the Emergency Department. Discussing system-wide how we keep CATU's open for 
longer (currently close at 8pm) 
- Continue to develop Trust wide QIDB APD programme board (flow in, flow through, flow out), GM's and input from 
CD's and Speciality leads, which will include plans to set escalation triggers to ensure internal and external support 
from Medical teams is secured. 
- Review current clinical model of UTC GP's and ENP's based in the Community for the next 6 months: This is affecting 
WTBS times overnight, focus is on extending CRCH to 2am and streaming patients way from Treliske. Longer opening 
hours is still in discussion with CFPT. 
 

This indicator has a national target. There were 14 reportable 12 hour trolley wait breaches in Sep 2020.  
  

The total number of patients spending over 12 hours in the department (regardless of the length of their wait for admission),  
increased from 56 to 202.  
  

The Trust has had to remove 55 beds from the system due to the covid-19 rules, which has a large negative impact on 
capacity and flow from the ED department. System-wide there are issues with capacity, which has resulted in a backlog of 
patients waiting for external care and therefore cannot be discharged (currently 197 patients as at 15/10) which has reduced 
bed base availability. Non-elective patients are admitted to AMU to wait for swab results before being moved downstream 
to a red/amber/green ward, which creates a backlog of patients due to the capacity limits within AMU.  This has a knock-on 
impact on the patients waiting to be streamed from ED. 
 

The Trust is focusing on APD (aggregated patient delay) to identify key actions and areas / streams that are blocked to 
reduce delays. For September, APD information shows a total delay of 6,858 hours, of which 5,043 hours were not within ED 
control, and 1,425 hours were 'within' ED control: 3,548 hours are attributable to patients waiting for an inpatient bed (an 
average of 4.4 hours per patient), 788 hours waiting for a specialist review (average 3.6 hours per patient), 544 hours waiti ng 
for diagnostics (average 2.8 hours per patient), all impacting on capacity in ED resulting in 1,148 hours attributable to 
patients waiting to see an ED doctor (average 3 hours per patient).  
 

The actions already highlighted for bed capacity apply to this issue.  
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Sep-20

56.05%

Urgent 32.23

Routine 138.16

Sep-20

This indicator has a national target. This chart refers to Cornwall 111, which is delivered on the Trust's behalf 
by Kernow Health CIC with their partner VoCare. This KPI has been updated to reflect the new reporting KPIs.  
  
The number of calls answered within 60 seconds was below the target of 95% (56.05% achieved). 
  
The fast implementation of 'Think 111 First' resulted in continued issues with staffing during September, 
which is expected to be resolved by mid-October. Repeat calls to 111 have increased (36.7% increase 
compared to July) with issues around transferring calls from VoCare to IUC resulting in delays answering calls 
- work is underway to rectify call-handling and call transfers to minimise these delays. During the month 111 
still had pressure in volumes of calls related to the 'Think 111 First' programme, however this reduced by 12% 
in calls compared to August (from 795,925 in August to 699,450) due to the reduction in tourists. 'Think 111 
First' is having a positive impact system-wide, with self-referral to ED and MIU departments 24% lower than 
pre-Think 111. 

This indicator has a national target. This chart refers to Cornwall 111, which is delivered on the Trust's behalf 
by Kernow Health CIC with their partner VoCare. This KPI has been updated to reflect the new reporting KPIs.  
  

Average time for routine clinical assessments remains outside the 60 minute standard at 166.95 minutes, 
however 28.79 minutes quicker than August due to the reduction of calls from tourists; IUC is successfully 
triaging and signposting patients to appropriate areas, combined with usual patient calls increasing back to 
typical levels pre-Covid. The delay in answering calls within 60 seconds has had a negative impact on average 
times to assessment. 
  

Average urgent assessment also remains outside the standard (20 minutes) at 32.23 minutes, however 12.74 
minutes shorter than August due to the reduction of calls from tourists. The delay in answering calls within 
60 seconds has had a negative impact on average times to assessment.  
  

IUC are continuing to work on improving performance and maintaining times within the standards, whilst 
maintaining increased volume of calls. 
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ED 98.91%

Ambulance 94.12%

Sep-20

% Complete within 24 

hrs from March 19
73.97%

% complete within 

24hrs in month
53.60%

% correspondence & 

eDischarges complete 

in month

75.40%

Sep-20
This indicator has a national target. This chart refers to Cornwall 111, which is delivered on the Trust’s behalf 
by Kernow Health CIC with their partner VoCare. This KPI has been updated to reflect the new reporting KPIs.  
  
The proportion of calls ending with a disposition where the patient was transferred to 999 or ED which were 
validated continues to remain above the 90% standard. 94.12% of calls ending with a transfer to 999 
disposition (i.e. transfer to SWASFT) were validated, 4.46% lower than August but still within the 90% 
standard. Of those advised to attend ED/UCC/MIU, 98.91% were validated, +3.88% higher than August. Both 
have been stable for the last 9 months. 
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%  complete within 24hrs from March 19

% complete within 24hrs in month

% correspondence & eDischarges complete in month

Percentage of discharge summaries completed within 24 hours of discharge is a new KPI as of October 2019. 
As such, no target has been set. Two additional measures have been added for this months’ report iteration: 
The proportion completed within 24 hours in month (irrespective of backlog), and total completed in month 
(irrespective of backlog and 24 hour timeframe). 
  

There was a slight improvement in performance in September with 73.97% completed within 24 hours of 
discharge compared to 73.67% in August 2020. For in month discharges, 53.6% of discharges in September 
had a summary completed within 24 hours, with 75.4% completed in month within and outside of the 24 
hour time frame, resulting in 24.6% of in month e-discharge summaries being added to the backlog. 
  

A steady decline in the percentage of discharge summaries completed has been evident over the last 12 
months and therefore a Trust wide QI project was established in June 2020. Three wards are going through a 
QI process to identify and mitigate blocks and issues hindering discharges and e-discharge summary 
completion, with the aim to roll-out to all wards by March 2021. An issue has been identified with a software 
template for some specialties which is being resolved within CITs. A SOP is being created, and a quick 
reference guide is being finalised by the clinical lead to share with Doctors. 
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Sep-20

10.08%

Sep-20

3.31

This indicator has a local target. Morning discharge performance deteriorated from 10.22 in August to 10.08% in 
September, remaining considerably lower than the Trust target of 30%. 
 

The QI ward project is expected to resolve blocks for morning discharges. In the meantime, the discharge lounge are 
being more proactive pulling patients ready for discharge from base wards to free up beds. Currently patients sent to 
discharge lounge for discharge are not reflected within this figure unless the patient has left the hospital by noon. We 
are looking to resolve this to reflect timely discharges from wards. The Trust will be monitoring patients who are not 
being sent to the discharge lounge to ensure the discharge lounge is being effectively utilised.  
 

In recognition of the poor performance of morning discharges, the pre-COVID actions to support early flow continue to 
be re-instated. In addition, the discharge performance now forms part of the COVID briefings to senior leaders at the 
start of each week and Care Groups have been tasked with developing specialty specific plans to improve  the discharge 
time to earlier in the day. The daily discharge targets have also been re-instated in support of overall flow performance 
and the COVID response. Medical Care Groups are following the 'golden patient' principles, and potential discharges are 
challenged by clinical teams as to why they cannot be transferred to the discharge lounge to improve this measure and 
prevent delays in ED. The site team encouraging the Care Groups for early discharge, with Care Groups now being 
asked to identify people for the discharge lounge the night before. 

This indicator has a local target. Overall, average length of stay deteriorated in August, with an average of 3.31 days per 
patient, compared with 2.93 days in April to July. September'19 saw an average of 3.42 so this is an improvement of 
0.11 compared to same in the previous year. 
  
We expected average LOS to increase over time to align back to normal averages, due to reinstating theatres for 
elective urgent cases to treat the most unwell patients, and this is evidenced within the data trend.  
  
The Trust has a daily flow hub which works with the wards and the community partners to flag and facilitate the 
delayed transfers of care. The CCC’s are now working to actively pull patients out of the  
hospital and the CCG has asked for this to be the model of discharge. This is continues to be monitored within the flow 
hub, and links have been made with an MDT in the community, specifically for complex patients, to facilitate good 
communication and earlier discharge. 
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Sep-20

6.63%

This KPI is new for 20/21, and has a national target. This is a national improvement requirement to improve emergency 
patient care and ensure patients receive the right care in appropriate locations, without unnecessary overnight stays 
(length of stays <= 24 hours). 
 
The Trust currently has two areas identified as same day emergency treatment areas: For medicine, the Same Day 
Medical Assessment ward, and for surgery, St Mawes Lounge. In September, 6.63% of emergency inpatients admissions 
were treated within a designated same day area location within 24 hours, therefore not achieving the 33.3% national 
target. During September SDMA was used as an escalation ward 13 times overnight as an inpatient ward, resulting in 
the ward being full in the morning and therefore capacity to treat same day care patients was compromised.  
 
Due to Covid-19 ward restrictions, the Trust currently cannot always treat patients within the right locations. Within the 
Trust, 36.0% of emergency inpatients were treated within 24 hours in September (down from 41.4% in August) - a large 
proportion of this activity would be expected to have been treated in SDMA and St Mawes Lounge, and would have 
improved flow if the same day areas were used appropriately. This is being picked up within the Trusts' wider QIDB flow 
programme. 
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Aug-20

97.79%

Aug-20

98.76%

This indicator has a national target. Cancer metrics are reported two months in arrears. The Trust met the 
93% standard with 97.8% of cancer patients being seen within 14 days during August 2020. 
  
The Trust ability to see patients within the first 7 days, remains at pre-Covid performance but Specialties are 
now actively managing capacity and frequency to increase the proportion of patients seen in the 1st 7 days 
to support both the 28 day and 62 day standards. 
  
All teams are now required to provide a 5 day booking window to allow for an element of patient choice 
which will still enable an 80% compliance with the 7 day local target. The booking office is escalating when 
they are unable to book within 7 days. 

This indicator has a national target. The Trust met the 96% standard with 97.8% of cancer patients being 
treated with 31 days during August 2020. 
 
This has been maintained throughout the year, however continues to be monitored via the weekly 
operational meeting which deals with cancer and RTT and detailed patient level escalation processes remain 
in place through the weekly action boards with specialities. It is anticipated that the standard will continue to 
be met, however surgical capacity remains a challenge for all treatments but the Trust continues to prioritise 
cancer pathways. 

70.0%

75.0%

80.0%

85.0%

90.0%

95.0%

100.0%

 Cancer 2 week wait 

86.0%

88.0%

90.0%

92.0%

94.0%

96.0%

98.0%

100.0%

 Cancer treated within 31 days target 

32

Page 312 of 522



Brilliant Care 
We provide clinically effective care, which minimises delay and the amount of time people have to spend in our care

Aug-20

94.21%

Aug-20

0.00%

This indicator has a national target. Cancer metrics are reported two months in arrears. The Trust met the 
85% standard in August 2020, with 94.2% of cancer patients being treated with 62 days.  
  
The Trust is maintaining performance against this standard, however there are aspects of the timed 
pathways which require further refinement to ensure the Trust do not have avoidable breaches. 
  
The timed pathways are being used to analysis patients on the daily PTL and identify specific areas of 
improvement. Some pathways changes are already planned which will see a drop in avoidable breaches 
(Prostate, Lung and Colorectal) but will not be evident until January submission. 

No patients were treated on the screening 62 day pathway in August do the suspension of screening services 
during COVID. 
 
Zero patients were on the pathway for August, therefore there were no breaches and performance is nil.  
 
With the reinstatement of the screening programmes, the activity numbers will remain very low for at least a 
few months but the suspension to the service has allowed a stocktake of pathways and to implement 
improvements for the reinstated services so we would expect to see an improvement on pre-COVID 
performance. 
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Aug-20

98.84%

2WW 83.60%

Screening 84.48%

Breast Symptomatic
100.00%

Aug-20

The Trust has maintained performance on this indicator with August performance at 98.8 % against a target 
of 100%. The Cancer Alliance has set a target of 4% of total PTL size; we are sustaining less than 1%. 
  
A total of 1.5 patients breached the 62 day standard and were treated over 104 days. This was one colorectal 
patient breaching as a result of the treatment plan having to be re-worked due to the disease. The 0.5 breach 
was a Prostate cancer patient treated at another Trust - the delay was partly due to biopsy wait locally but 
also the deferral of surgery by the Tertiary centre, due to COVID.  
  
Cancer pathway patients are monitored and escalated daily, and are prioritised for discussion within weekly 
monitoring meetings in order to ensure those who are clinically urgent are prioritised for treatment. The 
prostate biopsy delays will be resolved with the pathway changes which have commenced but will not be 
fully realised until the additional urologists have been able to complete their training in the new procedure.  

75.0%

80.0%

85.0%

90.0%

95.0%

100.0%

105.0%

A
u

g-
1

8
Se

p
-1

8
O

ct
-1

8
N

o
v-

1
8

D
e

c-
1

8
Ja

n
-1

9
Fe

b
-1

9
M

ar
-1

9
A

p
r-

1
9

M
ay

-1
9

Ju
n

-1
9

Ju
l-

1
9

A
u

g-
1

9
Se

p
-1

9
O

ct
-1

9
N

o
v-

1
9

D
e

c-
1

9
Ja

n
-2

0
Fe

b
-2

0
M

ar
-2

0
A

p
r-

2
0

M
ay

-2
0

Ju
n

-2
0

Ju
l-

2
0

A
u

g-
2

0

2WW suspected cancer patients, treated within 104 
days of referral 

0.0%

10.0%

20.0%

30.0%

40.0%

50.0%

60.0%

70.0%

80.0%

90.0%

100.0%

A
p

r-
2

0

M
ay

-2
0

Ju
n

-2
0

Ju
l-

2
0

A
u

g-
2

0

Cancer referral to diagnosis within 28 days  

2WW Screening Standard Breast symptomatic

This indicator has a national target, of 75% and is new for financial year 2020-21. 
  
The Trust has been shadow monitoring this new measure for over 18 months which has led to the 
development of the timed pathways so we would expect to consistently perform above the national standard 
of 75% for 2WW and breast symptomatic. 
  
The screening pathway will remain a challenge until referral rates have returned to normal and the timed 
pathway work is extended beyond the trust into screening services. No actions can be delivered for this; 
however pathway improvement in collaboration with screening hubs is underway. 
  
Although sustaining performance against this standard, the timed pathway work will also see improvements 
to the 28 day standard, particularly in Colorectal and prostate which are our lowest performers against this 
standard. 
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26,750

The overall RTT waiting list has increased by 244, from 26,506 to 26,750. It is expected this will continue grow 
as GP's catch-up with their backlog. The position is being closely monitored daily. 
  

All but 13 of the 53 treatment functions improved in September. This was in part due to reduced numbers of 
pathways passing beyond 18 weeks because of the routine referral pause in April and an increase in admitted 
clock stops as the available theatre template increased. Treatment functions worsening are Trauma and 
Orthopaedics, General Surgery, Breast Surgery, Neruology, Paediatric Cardiology, Ophthalmology, Oral 
Surgery, Colorectal Surgery, Upper Gastrointestinal Surgery, Rheumatology, Vascular, Gynaecology and 
Endocrinology.  
  

The Trust continues to focus on seeing and treating patients with the highest harm risks and urgency first, 
whilst reviewing all patients waiting to ensure no harm. Specialty level recovery plans and trajectories are in 
place, and monitored through the weekly Exec-level RTT & Access meeting, as well as monthly workshops. 
Ongoing work also continues around theatre productivity to maximise capacity (activity is increasing month 
on month), as well as continuing to utilise independent sector capacity such as the Duchy and Probus. We are 
routinely validating our waiting lists to ensure patients still require treatment and their reported pathway is 
accurate.  

The number of incomplete pathways over 18 weeks decreased for September by 1,660 from 9,887 to 8,227 
due to an increase in activity in month and working through the backlog from Covid-19 suspensions. The 
largest backlog remains in Trauma and Orthopaedics with 1,907 breaches (219 fewer than August), followed 
by Oral Surgery with 1,352 breaches (-135), ENT with 852 breaches (-201), Ophthalmology with 812 breaches 
(-327), and Urology with 594 breaches (-85). 
  

The Trust continues to focus on seeing and treating patients with the highest harm risks and urgency first, 
whilst reviewing all patients waiting to ensure no harm. Specialty level recovery plans and trajectories are in 
place, and monitored through the weekly Exec-level RTT & Access meeting, as well as monthly workshops. 
Ongoing work also continues around theatre productivity to maximise capacity (activity is increasing month 
on month), as well as continuing to utilise independent sector capacity such as the Duchy and Probus. 
Trauma has been moved back to the TR site from SMH to enable SMH to return to elective orthopaedic 
operating to recover their position, however issues remain around supporting the Trauma rota resulting in 
outpatient clinic cancellations for Orthopaedics. 
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72.12%

Sep-20

332
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 RTT waits over 52 weeks for incomplete pathways 

Actual Standard Trajectory

This indicator has a national target. Diagnostics performance improved on August position (63.37%) to 72.12% in 
September.  
 

Areas of concern are Sleep Studies (22.0%, down 8%), Gastoscopy (34.0%, up 3%),  Colonoscopy (35.0%, up 5%) and 
Urodynamics (47.2%, up 12.2%). Sleep Studies doubled capacity pre-Covid, and are now running at this level again. For 
two elements, data quality issues have been identified and are being rectified. During October, improvement has been 
seen against trajectory. Endoscopy has been slow to increase numbers due to strict infection control guidance and a 
decrease in Gastroenterologists due to their time being transferred to inpatient duties.  The Urology team are 
converting from a consultant led to nursing led model which will increase capacity in November, along with looking to 
recruit a GP with special interest to improve diagnostic performance.  
 

CT continues to be the biggest area of focus by way of imaging recovery, with performance improving and in the month 
of October exceeding 90% which was the post Covid recovery target. All other areas of imaging have recovered to 
+90% and overall, diagnostic Imaging are sitting at 95.8%, exceeding post Covid targets. The team are working on both 
CT replacement, a new CT in Bodmin and active recruitment as a result of the recently awarded CATU investments. The 
teams have noticed an increase overall in referrals and it continues to balance the outpatient activity with increasing 
inpatient work.  MRI is one area where we are looking to hold steady and not lose ground which has become more 
challenging. 
 

This indicator has a national target. The figure reported here is an un-validated position. The number of 52 week waits 
is currently 332 for September (+50). 
 

45 were initially cancelled due to Covid-19, 14 have been rebooked for October and November. 36 were cancelled due 
to patient choice, of which 12 have been rebooked for October and November.  13 were booked and were not 
attended (DNA/patient choice/patient unwell). 169 of these breaches are under Orthopaedics, 77 under Urology, 21 
ENT, 18 General Surgery, 16 Ophthalmology, 8 Upper GI Surgery, 6 under Colorectal Surgery  and Cardiology, 4 under 
Vascular and Oral Surgery, and 3 under Gastroenterology. 
 
Performance is expected to deteriorate further during October across multiple specialties, particularly for Orthopaedic 
electives, however we are making significant progress compared to where we  would be with no action. The Trust is 
utilising other sites to help expedite routine patient care quicker, as well as continually  exploring the theatres template 
for opportunities to increase activity. The Trust also has a patient hotline for routine patients, to give and gain 
additional intelligence regarding potential prospective harm. Specialty level recovery plans and trajectories are in place, 
to undertake as much urgent, cancer and long wait activity as possible within the Covid-19 constraints.  
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Sep-20

69.02%

This indicator has a national target. The figure reported here is an un-validated position, due to the cross-over of RTT 
sign off and IPR publication.  
  
Performance improved from 62.47% to 69.02% due to an increase in admitted and non-admitted activity, resulting in 
fewer 18 week breaches during September. The impact of the theatre template has increased activity for admitted 
patients resulting in high harm risk patients being treated, and activity levels for non-admitted patients has increased 
compared to the reduced activity rate during August.  
 
The first results were back from national RTT PTL project in August, and the Trust was rated within the top 10% 
nationally, so we manage our RTT PTL well, however capacity remains an issue. The Trust is investigating the possibility 
of other Trusts who have shorter waits taking on some of our longest waiters to expidite care, to give patient choice.  
All patients over 18 weeks are reviewed routinely on a weekly basis including harm reviews. Weekly meetings occur to 
expedite these patients where possible.  
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19/20 688
20/21 742
20/21 % 107.85%

19/20 5,500
20/21 4,839
20/21 % 87.98%

Sep-20

Sep-20

This is a new indicator this month. It shows progress against the recovery activity requirements as set out for 
the NHS in terms of Covid phase 3. 
 
For inpatient electives, providers were expected to achieve at least 80% of last year's activity for both 
overnight electives and outpatient/ day case procedures, rising to 90% in October. This assumes no 
significant impact from Covid-19.  
 
For inpatient electives, slightly more activity was achieved in September this year compared with September 
last and so the requirement was met.  

This is a new indicator this month. It shows progress against the recovery activity requirements as set out for 
the NHS in terms of Covid phase 3. 
  
For daycases, providers were expected to achieve at least 80% of last year's activity for both overnight 
electives and outpatient/ day case procedures, rising to 90% in October. This assumes no significant impact 
from Covid-19. 
  
For daycases, 88% of last year's activity was delivered and so the September requirement was achieved.  
  
Dermatology, urology and paediatrics are some of the specialties which were over 100% in month. In 
percentage terms, ENT (65%), general surgical specialties (71%), trauma and orthopaedics (75%) and 
gastroenterology (81%) are the significantly sized specialties with the most requirement for ongoing recovery. 
All specialties have plans in place which are being driven weekly through the Executive-led RTT meetings. It 
will be seen that significant month on month improvement has been achieved in each of the last three 
months. 
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19/20 44,106
20/21 38,617
20/21 % 87.55%

19/20 12,637
20/21 12,097
20/21 % 95.73%

Sep-20

Sep-20

This is a new indicator this month. It shows progress against the recovery activity requirements as set out for 
the NHS in terms of Covid phase 3. 
  

For outpatients, providers were expected to achieve 100% of last year's activity for consultant delivered 
outpatients from September. This assumes no significant impact from Covid-19.  
  

This has proved challenging in September and whilst significant increases have been delivered in activity 
(from 78.1% last month to 87.6% this) this remains below the 100% requirement.  
  

At a specialty level in terms of activity (looking only at specialties delivering only 500 or more appointments 
per month in 2019/20), oral surgery and orthodontics (both 64%) and trauma and orthopaedics (75%) are the 
specialties showing the greatest reduction. Several therapies and audiology also show similar percentages but 
will not be counted in any assessment of the consultant delivered element of the requirement.  
  

Actions at a specialty level aimed at improving outpatient capacity are driven weekly via the Executive -led 
RTT meeting. The outpatient transformation programme also continues amongst a number of other projects 
to increase the amount of activity which is delivered by methods other than face to face.  

This is a new indicator this month. It shows progress against the recovery activity requirements as set out for 
the NHS in terms of Covid phase 3. 
  
For diagnostics, providers were expected to achieve 90% of last year's activity for diagnostics from 
September, increasing to 100% in October. This assumes no significant impact from Covid -19.  
  
At a top line level this requirement is being achieved (although the subset of diagnostics within which this is 
being monitored may be subject to change which may affect the position).  
  
Within this there are particular challenges within endoscopy , where Covid requirements mean that it is more 
difficult to treat the same number of patients as before within each list. Additional capacity is being brought 
in line via subcontracting with The Endoscopy Group. 
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Sep-20

4.90%

Sep-20

85.71%

This indicator has a local target. Net emergency readmissions within 28 days decreased further from 5.5% in 
August to 4.9% in September. Whilst this is above the Trusts' internal challenging target of 4.8% (which is 
what we want to achieve), it is still an improved position compared to other comparable months.  
 
The General Managers for each of the medical care groups have undertaken a review of every patient 
readmitted within 28 days of their discharge, and have met to discuss themes and learning to develop 
improvement plans to put in place. The details of these patients re-admitted within 28 days are now being 
reviewed by clinicians to access the key learning points and opportunities to make changes for the future.   
  

4.0%

4.5%

5.0%

5.5%

6.0%

6.5%

7.0%

7.5%

Se
p

-1
8

O
ct

-1
8

N
o

v-
1

8
D

e
c-

1
8

Ja
n

-1
9

Fe
b

-1
9

M
ar

-1
9

A
p

r-
1

9
M

ay
-1

9
Ju

n
-1

9
Ju

l-
1

9
A

u
g-

1
9

Se
p

-1
9

O
ct

-1
9

N
o

v-
1

9
D

e
c-

1
9

Ja
n

-2
0

Fe
b

-2
0

M
ar

-2
0

A
p

r-
2

0
M

ay
-2

0
Ju

n
-2

0
Ju

l-
2

0
A

u
g-

2
0

Se
p

-2
0

 Net emergency readmissions within 28 days 

This indicator has a local target. The percentage of patients with fractured neck of femur (NOF) operated on 
within 36 hours maintained and improved its’ position from 75.61% in August to 85.71%, achieving the 80% 
target. 
  
Theatre staffing has been consistent over the last month. Theatre capacity has increased to 3 trauma 
theatres daily, however the reduced bed capacity on Trauma 1 and 2 impacts on our ability to accommodate 
the NOFs arriving via ED. We have increased the bed capacity in SMH however our patients need to be 
medically fit to transfer off the trauma wards to create capacity. Community beds for higher level care 
patients are difficult to obtain and this is causing bed blockages on the wards. 
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Sep-20

57.58%

Sep-20

91.67%

This indicator has a national target. September was one of our best months for this measure and achieved 
the national and local objective. Whilst patients were delayed in being admitted to the stroke ward within 4 
hours, this evidences that once on the stroke ward patients received the appropriate care.  
 

The national target is 90% however the Trust has an interim target of 70% as part of our drive to provide 
excellent stroke care, the stroke service has rebased most of its' targets encourage improvement in service 
provision. 
 

25 patients in total were not admitted to Phoenix within 4 hours, our 4th worst month in the last 24 month 
rolling period: 11 patients were not admitted within 4 hours to Phoenix due to stroke bed capacity being full, 
including non-stroke patients being bedded within the stroke ward reducing capacity. This is the first month 
we have seen significant impact with the majority of breaches reasons being due to lack of bed availability 
and by the flow of the overall hospital and out into the community in addition for rehabilitation. We have 
escalated the community situation to the CCG who has assured us that Stroke will be prioritised across 
partners to help create capacity in the community rehab settings; the ward has been in constant touch with 
both rehabilitation units also.  
 

9 patients were delayed due to a complex diagnosis and 5 were due to a delayed diagnosis of stroke. There 
have been 187 hours of sickness in the Stroke Nursing workforce who are fundamental to the smooth 
running of the pathway and diagnosing stroke. We are anticipating a new Stroke Nurse to commence 
employment at the end of November 2020 which will help (dependant on delay factors).  
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Sep-20

97.06%

Sep-20

59.38%

This indicator has a national target. The Trust has increased its target to align with the national average, now 95%. 
  
Only 1 patient was not CT scanned within 12 hours and this was due to the patients' initial admission was not 
suspected stroke. 

This indicator has an internal target. This is our worst performance in the last 24 months, which bears a correlation to 
the time to admit within 4 hours metric. This has also been hampered by the earlier made points surrounding Stroke 
Nurse cover during September 2020. Stroke patients are being outlied onto AMU due to capacity within the stroke 
ward whilst waiting for Covid-19 swab. A compounding issue are the medical outliers on the stroke ward who cannot be 
moved due to lack of general medical bed capacity. The team on Phoenix have undergone a training initiative to ensure 
that all colleagues are adequately trained in carrying out this assessment. Of  the 66 eligible patients, 40 had swallow 
screening within 4 hours, 17 were delayed due to complex/too unwell at time, 9 were not completed in ED and are a 
missed opportunity.  
Actions: 
- Ringfence stroke bed capacity has been escalated to DOO. 
- ED matron, AMU matron and Stroke matron to discuss urgent improvement action plan 
- Stroke proforma must be used -  stroke nurses to check stock in ED 
- Improve data quality and recording elements 
- In absence of stroke nurse, the ward nurse is to hold the bleep and prompt the ED nurse to complete a swallow screen 
prior to transfer.  The service will contact other Trusts for best practice learning. 
- ED mantatory training days to be circulated 
- Swallow screening to be included on service internal monthly exception reporting.  
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Brilliant Care 
We provide clinically effective care, which minimises delay and the amount of time people have to spend in our care

Sep-20

96.00%

Sep-20

3.10%

This indicator has a local target. For September only 3 patients were not seen within 72 hours, however 
achieving target. Root cause analysis is being undertaken for each patient who was not seen within 72 hours. 
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 Stroke dysphasia assessment 72 hours 

This indicator has a local target. At the start of September 2019 there were 78 documents out of date on the 
Trust document library and 12 months later there are 33 documents out of date. All governance leads and 
support receive a monthly RAG report reflecting which documents are out of date together with supporting 
information on what actions are required and where they can find information and support with updating 
documents.  
  

As documents expire on a daily basis, it is also essential to be vigilant on reviewing and updating documents 
before they expire. As such monthly RAG reports reflecting which documents are due to expire in 1 month, 3 
months and 6 months are sent out at the start of each month to governance leads and support. 
  

For September, the 33 out of date documents were reflected as:  
Documents over 6 months out of date: 4 documents  
Documents between 3 to 6 months out of date: 16 documents  
Documents up to 3 months out of date: 13 documents  0.00%
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Brilliant Care 
We provide clinically effective care, which minimises delay and the amount of time people have to spend in our care

Sep-20

366

Sep-20

39.39%

This indicator has a local target.  
 

September position is an improvement on August with 366 compared to 386, however further work is needed. 
Areas of concern for short notice cancellations are Trauma & Orthopaedics (104), Rheumatology (46) and Pain 
management (25). These were all under 6 week cancellations. 
 

For T&O, cancellations occurred due to Consultant cover required for the Trauma service, therefore capacity 
reduced in outpatients for Orthopaedics (same consultants) - this was unavoidable. Some Rheumatology clinics 
have transferred from virtual templates to face to face clinics resulting in the clinic being cancelled and moved 
template (accounting for the majority of Rheumatology cancellations), however specialties are being encouraged to 
maintain and revert their activity back to virtual templates for sustainability during the extend Covid period and 
future environmental sustainability. The remainder of Rheumatology clinic cancellations were due to annual and 
study leave. For Pain management, annual leave and rota / clinic management were the main reasons for clinic 
cancellation. For Women & Children’s, the majority of short notice cancellations are due to changing clinical 
priorities with theatre or change in clinician. There have been a few cancellations that were an administrative error 
caused directly by sickness of the medical staffing co-ordinator and leave approvals not being communicated in a 
timely manner to the admin teams. Processes have put in place to ensure all approvals of leave are now 
communicated at the time. 
 

All clinic cancellations have to be agreed by General Managers and signed off by the Deputy COO / COO.  
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 Short notice outpatient clinic cancellations 
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% of outpatient non face to face appointments 
attended 

This is a new national KPI for the financial year. The target is set at 50% for specialities to reach non-face to face 
compliance (25% for news and 60% for follow-ups). Each specialty has trajectories and targets to reach 50% target 
overall. For September, Trust performance was 39.39%. It is anticipated this will improve slightly during October. 
  

Many specialities within the Trust have converted seamlessly to telephone consultations and use video when 
appropriate. However, with the opening of community clinic settings, some specialties have converted back to face 
to face, which accounts for the drop in non-face to face appointments. In many cases this is appropriate due to the 
backlog of patients needing to be physically seen. Each speciality wishing to open face to face clinics are required to 
present at the Trust Clinical Cabinet for approval. For some specialties, e.g. Diabetic medicine, there is a robust 
clinical view that these patients need to be seen face to face: However a paper recently produced by the clinicians 
suggest that there may be alternative pathways for these patients and we are actively exploring these. In Women & 
Children’s, the majority of new Gynaecology patients require a physical examination to exclude pathology and 
therefore non face to face appointments are not appropriate. The Paediatric Team have raised concerns in regards 
to not seeing patients face to face as they are unable to make a full clinical assessment. The Paediatrics Specialty 
Lead is working with the sub specialties to provide support and challenge to maximise the use of non-face to face 
opportunities. Gastroenterology lends itself to virtual and video consultations, and therefore this specialty is 
expecting to achieve this target. Care Groups will continue to promote virtual models wherever possible as the 
preferred option which is more convenient for patients and reduces the patient’s carbon foot print. Each speciality 
are agreeing speciality level targets to achieve the overall 50% Trust target.  
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Brilliant Care 
We provide clinically effective care, which minimises delay and the amount of time people have to spend in our care

Sep-20

13,516

This indicator has a local target. The number of follow-up outpatients waiting more than 1 month past their ‘to 
be seen by’ date has decreased slightly from 14,690 to 13,516 (-1,174).  
 
Challenged specialties in particular continue to be Opthalmology (which is now the most significant in terms of 
numbers with 3,283), ENT, Rheumatology, Diabetic Medicine,  Endocrinology, Orthodontics, Cardiology,  
Neurology, Orthopaedics, Paediatric Audiology,  Respiratory, Oral, and General Surgery (all over 200). 
  
The number of patients waiting more than one month past is starting to reduce, expediting those patients who 
are urgent or hight risk first. We anticipate the number will continue to decline steadily with continued focus. 
We are continually reviewing these patients to ensure there are no clinical concerns and the position is being 
closely monitored. Changing models of care such as use of video clinics is also expected to have a positive 
impact on this measure. ENT in particular is in the process of validating all patients within Aural Care where 
many are being given patient initiated follow ups or discharged with advice on how to provide self-care. For 
Cardiology, additional capacity commenced 14 September 2020 which will impact significantly on the 
complete pathway for this service. Diabetic medicine and Endocrinology expect an improvement during 
November with increased outpatient clinic capacity. 
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Brilliant Care 
We work with our health and care system to improve the health of our community

Sep-20

203

Sep-20

75

This indicator has a local target. The number of patients with a length of stay greater than 7 days 
during September 2020 (defined nationally as 'stranded'), is currently 203 (30 higher than previous 
month) and is just below the tolerance level set at 216. 
  
The Trust continues to monitor stranded patients within the daily patient flow meetings in order to 
ensure timely and appropriate discharges, supporting staff to get patients home or to their next care 
phase. The Trust is proactively working with the wider system to resolve this issue. 
  
A small number of patient discharges have been delayed due Covid as there is no community 
resource that can care for a Covid positive patient in Cornwall There continues to be delays in 
discharging medically optimised patients who are fit for discharge and have no reason to reside into 
community settings – this is being managed at directors level with communication with our 
community partners. 

This indicator has a local target. During September, the Trust had on average 75 patients with a 
length of stay greater than 21 days (defined nationally as 'super stranded'). This is equal to the Trusts' 
internal standard of 75 patients.  
  
The Trust continues to monitor stranded patients within patient flow meetings in order to ensure 
timely and appropriate discharges, supporting staff to get patients home or to their next care phase. 
The Trust is proactively working with the wider system to resolve this issue, with daily operational 
calls with system partners to discuss delays as community capacity is full. 
  
A small number of patient discharges have been delayed due Covid as there is no community 
resource that can care for a Covid positive patient in Cornwall 
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Brilliant Care 
We provide an environment that is clean, safe and welcoming

Sep-20

17%

Low risk 89%

Significant risk 96%

High risk 94%

Very high risk 98%

Aug-20

This indicator has a local target.  
  

Infection control audits deteriorated during September, from 9% to 17%, outside the 10% target. 
  

Audits failed are scrutinised at Performance Reviews with the relevant Care Groups, and each Care 
Group is asked to plan for improvements. Three Care Groups failed this measure in September: For 
General Surgery, the matron has undertaken audits of the three surgical wards with each band 7 
ward leader in attendance. This is to be undertaken twice a month for two months then each area 
will have dedicated staff to undertake the audits, to ensure audits are completed 100%. Initial 
findings have highlighted the need for a continued reminder for the junior doctors to complete the 
cannula care plans, therefore senior nurses will check cannula care plans have been updated when 
undertaking medication rounds. For Specialist Medicine, action plans are now in place to address the 
4 areas which failed Covid-19 checklists, and urinary catheter audits failed in 3 areas for 
documentation completion which is being discussed at safety briefings. For Urgent, Emergency and 
Trauma, audits were undertaken however some were not submitted, which accounts for the Care 
Group performance rate rather than audits genuinely failed. This is currently under investigation and 
the HoN is working with the team to improve audit ownership as there is no dedicated matron. 

This indicator has a local target, and is reported two months in arrears.  
  
The average monthly cleaning score for August for High risk areas missed the compliance threshold 
by 1%. Issues have subsequently been rectified and performance is expected to be achieved for 
September, through extra focus on the monitoring of in-patient areas with key stakeholders and our 
Mitie colleagues. The remaining three cleaning scores all achieved compliance for August. 
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Brilliant Care 
We provide an environment that is clean, safe and welcoming

Clean environment 97.00%

Safe environment 96.00%

Welcoming 

environment
97.00%

Sep-20
This indicator has local targets. There has been consistent feedback over the past couple of months, 
and continues to reflect positively on how Clean, Safe and Welcoming our Hospitals are, with 
response rates remaining above standard. 
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Brilliant Improvement
We make good use of the resources that are available to us  

 

Bank 255

Substantive 5656

Agency 84

Sep-20

3.68

Sep-20
Total staff numbers increased during September to 5,995 FTE (from 5,931, +64). Within this, the number of 
substantive staff increased by 64 FTE, bank increased by 1 FTE, with agency decreasing by 1. 
 
The implications and associated actions are summarised in the commentary on subsequent charts. 

This indicator has a national target. Accumulative agency spend in September (month 6) was £3.67m against 
a cumulative budget of £7.8m, an underspend by £4.13m against the RCHT plan. The underspend in agency 
corresponds directly to the cancellation of elective care and subsequent reduction of inpatients in month 
during the Trusts' response to Covid-19. 
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Brilliant Improvement
We make good use of the resources that are available to us  

 

Pay 142.50

Non pay 91.40

Sep-20

245.50

Sep-20
This indicator has a local target. Non-pay spend was cumulatively £4.2m over plan, primarily due to non-pay 
Covid-19 expenditure which cumulatively totals £7.9m. 
  
In month, pay totalled £24.7m which is c£0.6m higher than last month due to back pay totalling c£0.6m for a 
Medical and Dental pay award. Cumulatively pay of £117.7m is £6.4m under plan despite spending c£3.6m 
on Covid-19 pay costs. 
  
The key challenge in the year will be to maintain low pay costs. This is primarily focused on controlling 
agency spend and through skill mix changes rather than through a reduction in substantive posts.  

This indicator has a local target. Under the interim financial arrangements the Trust is receiving block values 
from all Commissioners with additional top up income from NHSI/E. In addition to this ‘block’ income the 
Trust receives a retrospective true up value to achieve breakeven, for the year to date the value of true up 
income is £12.4m. Despite this, income is currently £2.3m below plan. 
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Brilliant Improvement
We make good use of the resources that are available to us  

 

Sep-20

13.83

Sep-20

0.00

This indicator has a national target. Month 6 cumulatively has capital spend of c£13.8m spent against a plan 
of £13.3m - an overspend of £0.5m. The Programme is fully committed and will be fully spent within the 
financial year.  
 
The Trust has now been funded for all bar £258k of Covid-related capital claimed for April and May. The 
funding not yet received relates to IT investments and it is not yet clear when this funding will be received.  
  
The Public Dividend Capital (PDC) funded schemes have been reviewed in Month 6 and updated profiles 
submitted to NHSEI. The changes, which also constitute changes to the capital programme, are set out 
overleaf. These changes will be reported to the Trust Board.  
  
Capital spend is monitored each month by the Capital Delivery Group. Spend is profiled so that any changes 
in the plan can be managed during the year.  

This indicator has an internal target. For month 6, the year to date financial position is £0.0m, and is on plan. 
Nationally, operational and financial planning processes have been paused. Effectively, the Trust has set an 
interim budget for the first six months of the financial year. The interim budget is break even for April to 
September. Thus our financial target for April to September is nil for all months.  
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Brilliant Improvement
We make good use of the resources that are available to us  

 

Sep-20

n/a

This indicator has a national target. Year end forecast is expected to be produced after the initial interim 
budget period. 
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Brilliant Improvement
We ensure that everyone has the capability and capacity to pursue quality improvements for our patients

 

Sep-20

140

Sep-20

79.92%

This indicator has a local target.  
  
Due to the COVID-19 pandemic QI Ambassador training was suspended. The QI Ambassador Network 
meetings and support network was relaunched in July 2020 via a virtual platform with monthly 
meetings. We have initiated discussions as part of our ongoing contract with the AHSN to assist us in 
moving our three day Ambassador Training into virtual delivery and anticipate this will be available 
Spring 2021. Referral to the NHS Improvement Fundamentals Course (free online delivery) has been 
offered to our current waiting list. 
  
In September no new staff were trained as QI Ambassadors for the Trust, however the year-to-date 
figure stands at 140, which is above plan. We will also be offering refresher training to our existing 
Quality Ambassadors and supporting the progression of their delivery of QI in their subsequent areas. 
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Number of Trained Quality Improvement 
Ambassadors in the Trust 

This indicator has a local target.  
  
Training was suspended in March due to COVID-19. Planning has been completed to provide training 
through virtual platform means, this commenced with Trust Board training in July 2020. This indicator 
shows the percentage of leaders who are supposed to receive training on the Being Brilliant 
programme and actually do receive the training in Month.  
  
Virtual & physical delivery of Being Brilliant has been consistently delivered to 191 persons 
throughout September, resulting in 79.92%, just shy of the 80% target. Additional sessions have been 
requested with next steps providing a bite size Being Brilliant programme as an additional option.  
  
Bespoke tailored QI training has been accessed by 17 people with additional requests for October. 
Supporting Clinical Fellows in the delivery of QI methodology has enabled F1 medical staff to receive 
training with rollout to F2's planned.  

0.00%

10.00%

20.00%

30.00%

40.00%

50.00%

60.00%

70.00%

80.00%

90.00%

100.00%

Fe
b

-1
9

M
ar

-1
9

A
p

r-
1

9

M
ay

-1
9

Ju
n

-1
9

Ju
l-

1
9

A
u

g-
1

9

Se
p

-1
9

O
ct

-1
9

N
o

v-
1

9

D
e

c-
1

9

Ja
n

-2
0

Fe
b

-2
0

M
ar

-2
0

A
p

r-
2

0

M
ay

-2
0

Ju
n

-2
0

Ju
l-

2
0

A
u

g-
2

0

Se
p

-2
0

% of colleagues who have completed in house QI 
training  

52

Page 333 of 522



Brilliant Improvement
We ensure that everyone has the capability and capacity to pursue quality improvements for our patients

 

Sep-20

#N/A

This indicator has a local target. The QI Team contributes to Corporate Induction to provide all new 
starters with a 15 minute overview of Quality Improvement and the Model for Improvement at the Trust. 
This includes an outline of the role of the QI Hub, an introduction to the IHI Model for Improvement and 
an overview of where to access further support and guidance in taking forward local quality 
improvements. In addition, Trust Induction also includes an overview of Joy and Work and the 15s30m 
initiative designed to support local improvements through a simple methodology.  
  

During COVID-19 the QI Team were keen to ensure that all new starters continue to have the opportunity 
to do Quality Improvement at their induction. The QI team therefore created a video covering the core 
content with signposting to the QI Team for more information. Whilst the option has been provided, 
uptake has been disappointing and needs to improve. Data for April through to July is currently 
unavailable, however 37.91% of new starters successfully completed their QI induction in August and the 
team are now looking at options for how to improve this.  
 

There have been issues with recording completion under the new virtual process, resulting in unreliable 
data for September and therefore not reportable. This is being picked up by the Organisational 
Development Team and we expect better data quality once a new virtual process has been implemented. 
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Brilliant Improvement
We use innovation and digital technology to improve the quality, experience and cost of our care

 

Sep-20

35.00

This indicator has a local target. 
  
Innovation activity reduced significantly during the COVID-19 outbreak but is now once again 
increasing. There are currently 35 live innovations from across the Trust. 
  
An updated Innovation Strategy has been presented to board and will be launched in the next 
quarter. 
  
The next innovation breakfast club will be held on November 4th using teams to stimulate innovation 
capture, with a focus on changes to outpatient delivery. 
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Brilliant Improvement
We use innovation and digital technology to improve the quality, experience and cost of our care

 

Progress against digital strategy

Sep-20

2.00

2 2

2 3

This indicator has a local target. The digital strategy is comprised of four elements: 
  
Enabling Programming – Projects have restarted following COVID activities, however this has been 
slowed due to high workload of new projects 
 
Delivery performance - Delivery of some projects underway eg N365, however others are 
delayed.  OBC for EPR currently with NHSI/E 
  
Finance – Currently exploring funding via HIP2, however other funding sources also being explored 
 
Engagement - Plans in place to increase engagement as part of the wider Trust transformation- 
awaiting appointment of Trust transformation partner. 

Enabling 
Programming 

Finance 

Delivery performance  
(progress of strategy) 

Engagement 
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Brilliant Improvement
We are growing the Trust’s national reputation for excellence in research and development

 

Sep-20

2016

Aug-20

106,867     

This indicator has a local target. The Research, Development & Innovation (RD&I) Team are actively 
working to maximise patient trial recruitment with the aim to meet target by the end of the financial 
year.  
  
Year to date 2,016 patients have been recruited by the Trust to network adopted clinical trials against 
a target of 1,452, therefore this KPI has been achieved. 

This indicator has a local target. This data is provided two months' in arrears at an aggregate financial 
year position, and aims to achieve the same level of income generated per month as the previous 
year. 
  
For the financial year to August 2020, RD&I generated £106,867 of income which is a decrease of 
£342,956 compared to same month of the previous year, below target by £363k due to the pause 
during Covid-19. 
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Brilliant Improvement
We celebrate achievement and will create a culture that enables continuous improvement

 

Sep-20

2.86%

Sep-20

6

This indicator has a local target. The aim of ImproveWell is to have 80% of the Trusts’ staff engaged 
able to log on to the ImproveWell app and to bring forward new ideas for improvements. The app is 
essentially an engagement tool for QI. Whilst some teams such as maternity are already very active 
on the app and work is currently underway to encourage usage more widely across the trust, there is 
a long way to go to get 80% of colleagues to the position where they can use the app to progress 
their ideas.  
  
 
The ImproveWell project now has a dedicated lead within the QI team who is re-invigorating 
engagement. The data shows that performance has improved in the month of September. The 
current performance shows 185 active users in total and 3 new users in the last month which brings 
the current percentage of users who have logged in to 2.86%. 

This indicator has a local target.  
  
The QI team have relaunched ImproveWell and engaged with targeted groups, which is having a 
positive impact. ImproveWell works best when adopted at a local level, hence the QI Team 
supporting local teams such as; Trauma Unit, Climate Change Action Group, Maternity & patient 
experience team.  
  
From August to September there has been 1 new project group created and 6 new 'good day' 
measure responses. There has recently been a clean out of pending users that had been invited to 
the platform over 12 months ago and not registered; there is now only 1 pending user who was 
invited to join ImproveWell within the last 6 months. 
  
Re-engaging teams with ImproveWell will be rolled out to St Michaels & WCH as our next pilot areas. 
Governance structure has been written to support Care groups with the' how’ to progress 
ImproveWell ideas, supporting building Quality improvement capability.  
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Brilliant People
We are true to our values and create a brilliant place to work 

 

Sep-20

8.1%

Sep-20

Headcount 

starters
79

Headcount 

internal 

moves

33

This indicator has a local target. Turnover has increased by 0.1% in month but remained within the Trusts’ 
acceptable level. Please see below graph and narrative on the number of leavers in month.  
  
We continue to have a steady, healthy, rate of turnover and are not an outlying Trust nationally.  
  
Work is ongoing in Care Group to identify hotspot areas so that proactive work can be done with those 
teams.  
  
There is an opportunity for our People Partners and Employee Relations Advisors to work together to embed 
the completion of exit interviews in Care Groups. This will support on-going work to identify reasons why our 
people choose to leave us.  
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Headcount  

Headcount internal moves Headcount starters

We welcomed 79 new starters into the Trust during September 2020, including a number of international 
Nurses whose arrival had been delayed due to COVID. 
 
Our teams remain proactive in managing their vacancies and recruitment pipelines, with at present over 400 
WTE vacancies’ active in our recruitment process - from authorisation to start date booked stage. 
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Brilliant People
We are true to our values and create a brilliant place to work 

 

Sep-20

Headcount 

leavers -

Permanent

22

Headcount 

leavers- 

Fixed term

8

Sep-20

Total 

vacancies
7.5%

Total 

registered 

nurses

10.8%

Total medical 

staff
3.0%

We have seen a small increase of 0.2% in our total vacancies during September 2020, the first time we have 
seen an increase for a number of months.  
 
We have 463 WTE vacancies across the Trust, 179 WTE of these are Registered Nurses which is actually a 
decrease of seven WTE from August 2020.  
 
Our increased vacancy sits with our B2 HCA roles, where in September we saw a number leave these roles to 
take up places on Nurse Associate and Nurse Apprenticeship courses. To support this, we placed an advert 
for HCAs and recruited 14 WTE at one event, with Care Groups taking the time to work in parallel with us and 
run their own HCA recruitment campaigns also. We therefore anticipate a reduction in vacancy for this staff 
group during October.  
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Headcount Leavers 
Headcount leavers- Permanent contracts

Headcount leavers - Fixed term contracts

We have seen a small increase in leavers in a month, with 22 colleagues on permanent contracts leaving the 
Trust.  
 
As outlined in the turnover section, work is ongoing in Care Group to identify hotspot areas so that proactive 
work can be done with those teams.  
 
We have noted that within a short period of time we have lost over five of our international Nurses. We are 
working with our Care Group colleagues to identify the reasons for this so we can review the support we put 
into place for them when they arrive.  
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Brilliant People
We are true to our values and create a brilliant place to work 

 

Sep-20

79%

Sep-20

66%
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 Staff friends & family survey: 
Recommend the trust as a place to receive care 

% Staff Recommend Trust as a Place to Receive Care Standard

The Pulse Check Survey has now been paused for the national Staff Survey period as to prevent survey 
fatigue.  
  

Data from the Staff Survey will be retrospectively reportable in December to cover Q3 (October - Dec) period, 
with the pulse check survey being picked back up for Q4. Due to the numbers of people that take part in the 
staff survey data from Q3 is usually more reliable though may be lower than that of the rest of the year. 
  

During the break period for the staff survey we plan to review areas with low engagement rates and work 
with the and form a plan to increase engagement. 
  

For Q3 it is expected the percentage of staff recommending the trust as a place to receive care will fall due to 
the increased numbers and wider demographic taking part in the staff survey, when compared to the pulse 
check survey. Patient perception is always higher than staff perception in the respective friends and family 
test. Patient experience is now included in the wellbeing communication and we look to further include 
patient experience in our other staff communication channels such as team talk.  
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Staff Friends & Family Survey   
Recommend the Trust as a Place to Work 

% Staff Recommend Trust as a Place to Work Standard

The Pulse Check Survey has now been paused for the national Staff Survey period as to prevent survey 
fatigue.  
Data from the Staff Survey will be retrospectively reportable in December to cover Q3 (October - Dec) period, 
with the pulse check survey being picked back up for Q4. Due to the numbers of people that take part in the 
staff survey data from Q3 is usually more reliable though may be lower than that of the rest of the year. 
During the break period for the staff survey we plan to review areas with low engagement rates and work 
with the and form a plan to increase engagement. 
 
For Q3 it is expected the percentage of staff recommending the trust as a place to work will fall due to the 
increased numbers and wider demographic taking part when compared to the pulse check survey. As well as 
increased positive stories being used in communication channels, we have recently held our brilliant you 
festival and awards with over 1200 people tuning in to watch and take part. 
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Brilliant People
We make sure colleagues receive feedback to know how they are doing 

Sep-20

76.3%

Sep-20

64%

Our appraisal rate has remained the same as it was in August 2020 - 76.3%.  
 
People Partners continue to support their Care Groups with improvement trajectories, however operational 
pressures often take priority and appraisals are cancelled to meet the demands of the hospital sites. As 
winter approaches and we prepare for a COVID second wave, it is anticipated that this will have an impact on 
appraisal compliance, resulting in a static or even declining picture.  
 
The team is working hard with our Care Groups to find ways to best support them with ensuring colleagues 
have an appraisal, however a solution to the demand and capacity issue is yet to be found.  
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The Pulse Check Survey has now been paused for the national Staff Survey period as to prevent survey 
fatigue.  
 
Data from the Staff Survey will be retrospectively reportable in December to cover Q3 (October - Dec) period, 
with the pulse check survey being picked back up for Q4. Due to the numbers of people that take part in the 
staff survey data from Q3 is usually more reliable though may be lower than that of the rest of the year. 
 
During the break period for the staff survey we plan to review areas with low engagement rates and work 
with the and form a plan to increase engagement. 
 
The manager’s passport continues to be delivered with how to deliver feedback being delivered in the 
Culture and Leadership module.  
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gives me clear feedback  
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Brilliant People
We provide development to help colleagues learn and grow  

Sep-20

84.8%

Sep-20

2.77%

This indicator has a local target of 90%. 
  
Mandatory training compliance is continuing to decline month on month. Social distancing requirements 
have had an impact on the availability of face to face sessions that require practical assessment. Attendance 
at the face to face sessions has also been compromised due to increase operational pressures.  
  
E-learning is available for the majority of mandatory subjects, and colleagues are being supported to access 
this blended learning approach by the People Partners.  In addition L&D will increase the mandatory training 
available via MS Teams. 
  
Non Clinical mandatory training remains online for all subjects, excluding moving and handling practical, 
which the L&D team deliver daily at the Knowledge Spa. 
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In September RCHT have had 42 new apprenticeship starts which have resulted in the increase in the 
percentage of the workforce. We are expecting this figure to continue to rise over the next 6 months with a 
further 16 apprenticeships starting in October, 12 in December and 45+ in January 2021.  
  
There are a number of new apprenticeships currently being procured by HEE for AHP roles (ODP, OT, and 
Physio) and a new Midwife apprenticeship that we are hopeful we will be able to offer in 2021. 
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colleagues   
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Brilliant People
We provide an environment that supports colleague safety, heath & wellbeing 

Sep-20

3.80%

Sep-20

9

This indicator has a local target.  
  
Sickness absence has steadily decreased from a yearly high of 5.03% in March 2020 (start of COVID -19 period) 
to the lowest rate of 3.55% in 2 years in August 2020, rising again slightly to 3.8% in September 2020. This 
movement reflects the increasing number of COVID cases locally and within the employee population.  
  
It is therefore likely that our sickness absence will mirror the incidence of local COVID cases. In the second 
wave contact tracing and associated testing will help to minimise the disruption and duration of COVID 
related absences as has been seen in recent months. 
 
Requirement for staff testing and contact tracing has risen dramatically during September 2020.  
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 Confirmed cases of occupational dermatitis 
RIDDOR reporting rose to 17 last month. Of those, 9 were cases relating to Dermatitis.  
  
Monitoring for dermatitis continues with support provided by the Occupational Health team.  
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Brilliant People
We provide an environment that supports colleague safety, heath & wellbeing 

Sep-20

17

FTE sick days

Sep-20

2168

RIDDOR reporting rose to 17 last month. Of those, 9 were cases relating to Dermatitis.  
  
Monitoring for dermatitis continues with support provided by the Occupational Health team.  
  
7 were in relation to patient falls and there were 1 staff incidents involving Moving and Handling where there 
were 7 days or more sickness reported. 
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 Number of  RIDDOR reports 

This indicator has a local target.  
  
We have seen an increase in absences related to Stress, Anxiety or Depression since March 2020, 
which is line with the psychological impact of COVID. Approximately 33% of our absences now relate 
to Stress and Anxiety currently 2168 days lost in month. 
  
During our month of Winter Wellbeing we will be running multiple weekly sessions on building 
personal resilience during the winter and general focus on wellbeing to ensure that we help our 
colleagues take the very best care of themselves. We will also be trailing the SurfWell project to offer 
sea-based therapeutic intervention for PTSD and severe stress cases. 
  
The PFA’s, EAP and in-house counselling provision continue. 
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FTE Sick Days Lost to Stress Related Absence 
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Brilliant People
We provide an environment that supports colleague safety, heath & wellbeing 

Sep-20

75.30%

Sep-20

69%

This indicator has a local target of 90%.  
  
Compliance with Health and safety training follows a similar pattern to mandatory training overall. 
The health and safety team will reinstate face to face training via a virtual platform imminently; this 
will help with improvement of this compliance rate.  
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training 
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Pulse survey - % who say my immediate manager 
takes a positive interest in my wellbeing 

The Pulse Check Survey has now been paused for the national Staff Survey period as to prevent 
survey fatigue.  
Data from the Staff Survey will be retrospectively reportable in December to cover Q3 (October - 
Dec) period, with the pulse check survey being picked back up for Q4. Due to the numbers of people 
that take part in the staff survey data from Q3 is usually more reliable though may be lower than that 
of the rest of the year 
 
During the break period for the staff survey we plan to review areas with low engagement rates and 
work with the and form a plan to increase engagement. 
 
There are a number of initiatives being undertaken in the quarter for managers to promote: 
- Octobers team talk advertised wellbeing initiatives and opportunities 
- Flu campaign 
- Winter Wellbeing 
- Wellbeing tile on the staff App 
 

60

Page 346 of 522



Brilliant People
We provide great leadership and support to help colleagues be the best they can be

Sep-20

1085

The Pulse Check Survey has now been paused for the national Staff Survey period so to prevent 
survey fatigue.  
 
Data from the Staff Survey will be retrospectively reportable in December to cover Q3 (October - 
Dec) period, with the pulse check survey being picked back up for Q4. The Q3 response rates are 
expected to be much higher than that of other quarters due to the familiarity and importance of the 
national Staff survey, as demonstrated in Q3 of 2019. 
 
During the break period for the staff survey we plan to review areas with low engagement rates and 
work with the and form a plan to increase engagement. 
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Brilliant People
We create a safe environment so colleagues feel supported to speak up

Sep-20

8

Sep-20

85%

This indicator has a local target. During September a total of 8 Freedom to speak up concerns have 
been raised, 6 concerns were brought directly to the Guardian and 2 have been raised on our 
anonymous app – ‘work in confidence’. During September concerns were mainly brought to the 
Guardian from administration and nursing colleagues. The main themes in September were 
relationship issues and communication. 
  
Further work to promote the Freedom to speak up team has progressed, and we now have 43 
trained champions who represent colleagues over all three of our hospital sites. We have weekly 
bio’s on each champion communicated on a Friday. Colleagues are contacting some of these 
champions after seeing the bio. The anonymous raising concerns app was launched in May, and it has 
a variety of respondents and is being well used by colleagues. Actions taken for concerns raised are 
varied, but always include thanking colleagues for speaking up, escalation to appropriate senior staff, 
and regular support and progress feedback to the person who has spoken up. Where appropriate the 
focus is to resolve issues with facilitated discussion. The Guardian is communicating with the 
Organisational Development team regarding ongoing cultural improvement work, with a particular 
focus on themes raised by colleagues. 

For September, there were 7 closed cases in the month and 6 of these were completed within 8 
weeks resulting in 85% compliance. The delay was due to a counter grievance being received and 
consequently both processes running concurrently.  
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Brilliant People
We have an open, inclusive and partnership approach to working with our brilliant people

Sep-20

Female staff 

band 7+
60.00%

BAME staff 

band 6&7
2.80%

Sep-20

Sexual 

orientation
21.70%

Disability 

status
19.00%

The number of females in band 7+ remains at 60% for the second month. 
 
The number of BAME colleagues in bands 6 & 7 has increased from 2.5% to 2.8% in September. 
 
These two indicators have been included in this month’s internal Performance Assurance Framework 
for all Care Groups to have sight of. Care Groups will be provided with the relevant information to 
enable the understanding of the position in their area, and to produce a plan of how to increase the 
number of females and BAME colleagues in these higher bands. Each Care Group will be supported to 
develop a plan with advice from the Equality Team.  

The number of unknown data for colleague’s sexual orientation has slightly reduced in September. 
 
The unknown data for colleagues declaring a disability or long term health condition has slightly 
increased in September. Slight month on month variation is expected due to variations in new 
starters who have not yet filled in their ESR declaration. 
  
Care Groups will also have KPIs in their internal Performance Assurance Framework for September 
focusing on the number of unknown data for sexual orientation and disability. Again, this data will be 
provided specifically relating to the Care Group so a localised view of the data can enable a 
meaningful plan of action. In conjunction with support from the Equality and Organisational 
Development Teams, the Care Groups can establish campaigns to raise team’s awareness of the 
benefits of providing this information and reassure that this will enable valuable improvements to be 
made. 
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Appendix 1: Brilliant Care Summary Dashboard
NB: Unvalidated KPI returns are paused between April and June 2020 (i.e. not submitted nationally).

Pledge Metric

20_21 

Target/ 

Standard

19/20 Jun-20 Jul-20 Aug-20 Sep-20 Variation YTD 20/21 Sparkline

Number of pressure ulcers 12 11 9 6 9 9 0 9

VTE- Number of preventable HAT 3.00 0 0 0 0 0 0

All patient falls 99 72 90 95 107 +12 85

Moderate/Severe harm falls 2 3 4 4 7 +3 3

Never events 0 0 1 2 0 2 +2 6

Serious incidents (monthly) 6 9 5 12 7 10 +3 7

Serious incidents breached 0 3 2 3 2 5 +3 3

 Patients who met the criteria and were screened for sepsis - ED 90.00% 82% 100% 100% #N/A in arrears #N/A 100%

 Patients who met the criteria and were screened for sepsis - other admitting areas 90.00% 100% 100% 100% 100% in arrears 0.00% 100%

 Patients who met the criteria and were screened for sepsis - Inpatients 90.00% 100% 100% 100% 100% in arrears 0.00% 100%

Sepsis patients who met the criteria and received antibiotics within an hour - ED 90.00% 68% 89% 89% #N/A in arrears #N/A 88%

Sepsis patients who met the criteria and received antibiotics within an hour - Other admitting areas 90.00% 90% 100% 100% 100% in arrears 0.00% 94%

Sepsis patients who met the criteria and received antibiotics within an hour - Inpatients 90.00% 95% 100% 75% 86% in arrears +10.70% 82%

Medicine reconciliation 80.00% 84.42% 92.00% 91.00% 90.00% 88.00% -2.00% 91.50%

ED safety checklist 97.00% 91.17% 100.00% 100.00% 98.00% 95.00% -3.00% 97.67%

ED safety checklist audit: Pain Score assessed hourly 80.00% 95.00% 94.00% 83.00% 90.00% +7.00% 88.83%

ED Quanta audit: Documentation 90.00% 77.10% #N/A #N/A 89.00% 99.00% +10.00% #REF!

ED safety checklist audit:Vital Signs Measured as per NEWS Score 80.00% 94.00% 93.00% 93.00% 100.00% +7.00% 94.67%

Infection control: MRSA 0 1 0 0 0 0 0 0

Infection control: MSSA 31 0 3 0 1 +1 5

Infection control: C-difficile cases 64 82 3 5 9 10 +1 37

 Gram negative bacteraemia total 69.00 1 5 3 5 +2 23

Rolling 12 month HSMR 91.30 93.95 95.83 in arrears in arrears +1.88 93.68

Rolling 12 month HSMR by weekend 94.10 100.98 101.97 in arrears in arrears +0.99 99.90

Rolling 12 month HSMR by non-weekend 90.86 91.66 93.84 in arrears in arrears +2.18 91.645

SHMI 92.37 93.95 in arrears in arrears in arrears +1.58 92.97

SMR 92.67 86.00 88.00 in arrears in arrears +2.00 86.75

Crude Mortality 9.69 10.10 10.30 10.40 10.40 0.00 10.233333

Transfers between 8pm-8am excluding admitting areas 412 335 342 297 357 +60 303

All transfers between 8pm-8am 1055 791 884 835 893 58 753

Duty of candour compliance 100.00% 100.00% 100.00% 100.00% 100.00% 75.00% -25.00% 95.83%

 Complaints responded to within agreed timescale 100.00% 71.42% 85.00% 65.00% 87.00% 82.00% -5.00% 80.33%

 Dissatisfied complainants 3 4 1 0 2 2 0 1
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Appendix 1: Brilliant Care Summary Dashboard
NB: Unvalidated KPI returns are paused between April and June 2020 (i.e. not submitted nationally).

Pledge Metric

20_21 

Target/ 

Standard

19/20 Jun-20 Jul-20 Aug-20 Sep-20 Variation YTD 20/21 Sparkline
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Total number of formal complaints 30 41 17 31 25 26 +1 22

 Total number of informal complaints 76 69 84 84 109 +25 70

Total compliments 608 161 316 228 179 -49 232

 28 day re-booking breaches (monthly) 7 9 2 0 4 3 -1 11

Percentage of cancellations on the same day 0.80% 1.04% 0.26% 0.48% 0.43% 0.61% 0.18% 0.52%

 ED & MIU (from July17) attenders -  4 hours arrival to discharge, admission or transfer 95.00% 89.18% 95.36% 92.91% 91.37% 86.15% -5.22% 93.51%

 Treliske ED attenders - 4 hours arrival to discharge, admission or transfer 95.00% 71.51% 87.07% 80.63% 77.55% 65.02% -12.53% 83.01%

West Cornwall ED attenders - 4 hours arrival to discharge, admission or transfer 95.00% 97.73% 99.45% 98.77% 97.32% 96.93% -0.39% 98.36%

 Ambulance delays - % waiting over 15 minutes 23.00% 32.43% 23.50% 31.91% 29.82% 37.07% +7.25% 29.31%

 Ambulance delays - over 30 minutes 47 80 7 38 45 28 -17 21

 Ambulance delays - over 60 minutes 4 8 0 1 1 2 +1 1

ED attenders who left without being seen 5.00% 1.51% 0.79% 0.87% 0.91% 1.26% +0.35% 0.80%

  95th percentile, time to initial assessment (mins) 15 30 14 18 19 23 +4 16

Median Time from Arrival to Treatment (mins) 50 62 28.47 43.16 54.45 67 12 39

 12 hour trolley waits 0 202 1 0 0 14 +14 15

IUC (111): Percent of calls answered within 60 seconds 95% 76.01% 95.88% 87.80% 74.05% 56.05% -18.00% 75.63%

IUC (111): Average time to clinical assessment -Routine 60.00 64.91 37.36 97.52 166.95 138.16 -29 93.87

IUC (111): Average time to clinical assessment - Urgent 20.00 20.66 17.78 37.88 44.97 32.23 -13 31.43

IUC (111): Increased validation of calls with an initial disposition of ‘attend ED’ 90% 99.61% 99.31% 98.58% 98.91% +0.33% 99.01%

IUC (111):Increased validation of calls with an initial category 3 or 4 ambulance disposition 90% 94.67% 95.41% 95.03% 94.12% -0.91% 94.73%

% eDischarge summaries complete within 24hrs from March 19 76.09% 73.61% 73.53% 73.67% 73.97% +0.30% 73.82%

% eDischarge summaries complete within 24hrs in month 54.82% 52.31% 51.27% 54.89% 53.60% -1.29% 53.20%

% eDischarges and correspondance completed in month 78.31% 76.00% 72.79% 75.12% 75.40% +0.28% 74.91%

 Discharges between 6am and 12pm 30.00% 10.69% 9.89% 11.01% 10.22% 10.08% -0.14% 10.65%

 Average LOS 3.30 3.47 2.93 2.93 3.36 3.31 -0.05 3.00

% Same day area discharges within 24 hours 33.30% 17.69% 5.96% 6.42% 5.63% 6.63% -1.00% 5.60%

 Cancer 2 week wait 93.00% 96.08% 99.05% 98.60% 97.79% in arrears -0.81% 98.24%

 Cancer treated within 31 days target 96.00% 98.40% 98.10% 98.70% 98.76% in arrears +0.06% 98.31%

 Cancer treated within 62 days target 85.00% 85.58% 87.62% 94.20% 94.21% in arrears +0.01% 87.63%

 Percentage receiving first definitive treatment within 62 days of urgent referral from national 

screening service 
90.00% 80.51% 0.00% 0.00% 0.00% in arrears 0.00% 33.19%

2WW suspected cancer patients, treated within 104 days of referral 100.00% 96.52% 96.59% 98.80% 98.84% in arrears +0.04% 97.45%

Referral to diagnosis within 28 days - 2WW 80.00% 91.71% 90.60% 83.60% in arrears -7.00% 83.50%

Referral to diagnosis within 28 days - screening 80.00% 5.56% 44.40% 84.48% in arrears +40.08% 42.45%

Referral to diagnosis within 28 days - Breast symptomatic 80.00% 99.19% 100.00% 100.00% in arrears 0.00% 99.84%
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Appendix 1: Brilliant Care Summary Dashboard
NB: Unvalidated KPI returns are paused between April and June 2020 (i.e. not submitted nationally).

Pledge Metric

20_21 

Target/ 

Standard

19/20 Jun-20 Jul-20 Aug-20 Sep-20 Variation YTD 20/21 Sparkline
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 RTT incomplete - % within 18 weeks 92.00% 85.51% 56.38% 52.90% 62.47% 69.02% +6.55% 63.36%

Incomplete pathways 25,210 25,576 26,654 26,506 26,750 +244.00 25,917

 Proportion of patients receiving one of the 15 key diagnostic tests within 6 weeks 99.00% 96.21% 53.76% 63.44% 66.37% 72.12% +5.75% 56.44%

 RTT waits over 52 weeks for incomplete pathways- UNVALIDATED 0 7 136 285 282 332 +50 332

Inpatient Elective Activity 1 768 388 539 688 742 +54 491

Inpatient Daycase Activity 1 5540 2812 3902 4000 4839 +839 3211

Outpatient Activity 1 44894 32951 36047 32918 38617 +5699 31208

Diagnostics Activity 1 12525 8635 10888 10452 12097 +1645 9039

 Net emergency readmissions within 28 days 4.80% 5.87% 6.20% 5.70% 5.50% 4.90% -0.60% 5.72%

 NOF patients operated on within 36 hours 80.00% 75.00% 96.08% 82.98% 75.61% 85.71% +10.10% 88.42%

 Stroke patients spending 90% of their time on stroke unit 90.00% 81.74% 92.06% 93.51% 85.00% 91.67% +6.67% 88.11%

Stroke unit within 4 hours 70.00% 63.06% 85.71% 72.97% 76.19% 57.58% -18.61% 74.01%

 Stroke patients receiving CT scan within 12 hours 95.00% 96.33% 97.18% 97.30% 95.24% 97.06% +1.82% 96.34%

 Stroke patients receiving swallow screening within 4 hours 90.00% 77.24% 87.88% 89.04% 82.76% 59.38% -23.38% 81.59%

 Stroke dysphasia assessment 72 hours 90.00% 92.57% 96.00% 95.65% 88.46% 96.00% +7.54% 93.62%

Document library - % documents expired 5.00% 8.69% 3.20% 3.20% 2.90% 3.10% 0.20% 3.77%

 Short notice outpatient clinic cancellations 76 122 324 416 386 366 -20 317

Percent of outpatient appointments attended that are non F2F 50% 7.88% 55.36% 48.24% 39.32% 39.39% 0.07% 50.27%

 Patients on the follow-up waiting list 1 month past their to be seen date 5797 13,139 13,892 14,690 13,516 -1174 13,488

Stranded patients (LOS >7days) 216 216 147 162 173 203 +30 145

Super Stranded patients (LOS >21days) 75 72 48 51 54 75 +21 47

Quanta Infection control audit % failed 10% 14% 7% 7% 9% 17% +8% +10%

Viewpoint responses 75% 1 1 1 1

Mitie cleaning scores 
1 1 1

in arrearsW
e 

p
ro

vi
d

e 
an

 

en
vi

ro
n

m
en

t 

th
at

 is
 c

le
an

, 

sa
fe

 a
n

d
 

w
el

co
m

in
g

W
e 

w
o

rk
 w

it
h

 

o
u

r 
h

ea
lt

h
 a

n
d

 

ca
re

 s
ys

te
m

 t
o

 

im
p

ro
ve

 t
h

e 

h
ea

lt
h

 o
f 

o
u

r 

co
m

m
u

n
it

y

W
e 

p
ro

vi
d

e 
cl

in
ic

al
ly

 e
ff

ec
ti

ve
 c

ar
e,

 w
h

ic
h

 m
in

im
is

es
 d

el
ay

 a
n

d
 t

h
e 

am
o

u
n

t 
o

f 
ti

m
e

 p
eo

p
le

 h
av

e 
to

 s
p

en
d

 in
 o

u
r 

ca
re

62

Page 352 of 522



Appendix 2: Brilliant Improvement Summary Dashboard

Pledge Metric

20_21 

Target/ 

Standard

19/20 Jun-20 Jul-20 Aug-20 Sep-20 Variation
YTD 

20/21
Sparkline

Total staffing utilised (FTE) 5,660 5,824 5,860 5,931 5,995 +64 5789

Agency spend vs plan (£m) 7.7 1.80 1.75 3.26 2.93 3.68 +0.75

Pay expenditure 148.9 69.90 93.60 117.70 142.50 +24.80

Non pay expenditure 87.20 42.70 66.10 74.40 91.40 +17.00

Income against plan (£m) 247.90 119.30 160.60 202.50 245.50 +43.00

Capital spend against plan (£m) 13.33 25.80 4.30 6.54 9.50 13.83 +4.33

Year to date financial position 0.00 1.24 0.00 0.00 0.00 0.00 0.00

Year end forecast financial position 1.24 n/a n/a n/a n/a

Number of QI ambassadors 140 135 135 135 140 140 0 140

% of colleagues who have completed in house QI Induction 100% #N/A #N/A 37.91% #N/A #N/A #N/A

% of colleagues who have completed in house QI training 80% #N/A 100.00% 65.35% 79.92% +14.57% 79.92%

Number of live innovations 5 32 37 35 35 0 33.6667

Progress against digital strategy 3 2 2 2 0

Number of patients recruited to trials 1452 3247 740 1075 1726 2016 +290 2016

Income generated by RD&I 469,885   1,025,209 69,604 88,928 106,867 in arrears +17939 106,867

Improve Well users with a log-in 80% 2.47% 2.15% 2.23% 2.83% 2.86% +0.03% 2.86%

Improve Well ideas submitted 19 12 0 2 5 6 +1 6

We make good use of the resources that 

are available to us

We ensure that everyone has the 

capability and capacity to pursue quality 

improvements for our patients

We use innovation and digital 

technology to improve the quality, 

experience and cost of our care

We are growing the Trust’s national 

reputation for excellence in research and 

development

We celebrate achievement and will create a 

culture that enables continuous 
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Appendix 3: Brilliant People Summary Dashboard

Pledge Metric

20_21 

Target/ 

Standard

19/20 Jun-20 Jul-20 Aug-20 Sep-20 Variation YTD 20/21 Sparkline

 Staff turnover 7-11% 9.26% 8.80% 8.90% 8.04% 8.10% +0.06% 8.67%

Headcount starters 93 205 42 144 79 -65 100

Headcount internal moves 108 39 97 200 33 -167 71

Headcount leavers -Permanent 33 26 19 18 22 +4 23

Headcount leavers- Fixed term 15 7 51 54 8 -46 21

Staffing FTE: Agency 202 9 31 85 84 -1 60

Vacancy gap: Total vacancies 9.00% 10.63% 7.60% 7.40% 7.30% 7.50% +0.20% 8.23%

Recommend the Trust as a Place to Work 55% 74% 70% 66% 66% 66% 0% 67%

Recommend the trust as a place to receive care 65% 82% 83% 79% 79% 79% 0% 80%

% Appraisals completed of eligible staff 95.00% 78.77% 75.30% 74.60% 76.30% 76.30% 0.00% 76.28%

Pulse survey - % who say my immediate manager gives me 

clear feedback 
64% 64% 64% 64% 0% +64%

% Mandatory training completed 90% 89.15% 87.50% 86.90% 85.70% 84.80% -0.90% 87.03%

% of apprenticeships being undertaken by RCHT colleagues 2.30% 2.72% 2.64% 2.62% 2.77% +0.14% 2.67%

 % Sickness absence 3.75% 4.43% 3.56% 3.76% 3.55% 3.80% +0.25% 3.89%

Confirmed cases of occupational dermatitis 2 15 9 1 9 +8 8

Number of RIDDOR reports 8 32 22 15 17 +2 18

FTE Sick Days Lost to Stress Related Absence 1,589          2,161 2,136 2,009 2,168 +159 2,087

% compliance with Health and Safety Mandatory training 90% 89.15% 77.10% 77.20% 75.40% 75.30% -0.10% 77.22%

Pulse survey - % who say my immediate manager takes a 

positive interest in my wellbeing 
71% 69% 69% 69% 0% 70%

We are true to our values and create a brilliant place to work

We make sure colleagues receive feedback to know how they 

are doing

We provide development to help colleagues learn and grow 

We provide an environment that supports colleagues safety, 

health and wellbeing
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Pledge Metric

20_21 

Target/ 

Standard

19/20 Jun-20 Jul-20 Aug-20 Sep-20 Variation YTD 20/21 Sparkline

We are true to our values and create a brilliant place to work

We provide great leadership and support to help colleagues be the 

best they can be
Pulse survey - Total number of responses 1273 1085 1085 1085 0.00 1179

Number of FTSU issues raised with guardians 3 18 16 11 8 -3 14

% of staff grievances resolved within 8 weeks 100% 96% 50% 100% 100% 85% -15.00% 85%

% of female staff that are band 7+  
75.0% 59.80% 60.20% 60.10% 60.00% -0.10% 60.00%

% of BAME staff that are band 6 & 7 2% 2.30% 2.30% 2.50% 2.80% +0.30% 3%

% staff who have chosen not to declare  their sexual 

orientation
10% #N/A 22.10% 21.80% 21.70% -0.10% 21.70%

% staff who have chosen not to declare  their sexual 

orientation or disability status
10% #N/A 18.60% 18.90% 19.00% +0.10% 19.00%

We have an open, inclusive and partnership approach to working 

with our brilliant people

We create a safe environment so colleagues feel supported to 

speak up
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Appendix 4: Abbreviation Glossary

 

CEO – Chief Executive Symbol key:
FUW – Follow up waiting

NIHSS – NIH Stroke Scale

DOSA – Day of surgery admission

SI – Serious Incident

SHMI – Summary Hospital Level Mortality Indicator

YTD – Year to date

RTT – referral to treatment

DTOC – delayed transfer of care

HSCIC – Health and Social Care Information Centre

HSMR – Hospital Standardised Mortality Ratio

FTE – Full time equivalent

SRO – Senior Responsible Officer

ECIP - Emergency Care Improvement Programme

HAT Hospital acquired thrombosis

Light blue lines within a graph indicate a local trajectory.

Straight dark red lines within a graph indicate either KPI average or the KPI standard.

Straight green lines within a graph indicate upper (top of the graph) or lower (bottom of the graph) 

control limit. The line closest to the direction the KPI should be going in, will be green.

Measure shows a decline in performance over the previous 3 month period.

Straight amber lines within a graph indicate upper or lower control limit. The line furthest away from 

the direction the KPI should be going in, will be amber.
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Appendix 5 to IPR 

COVID-19 Dashboard 

October 2020 
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COVID-19 Inpatient Activity KPIs 

 

This is a new dashboard to accompany the IPR. 
The charts show a summary of COVID-19 
inpatient activity at RCHT since COVID-19 
firstCOVID-19 patient arrived in the hospital and 
on the second page there are two graphs 
showing the finance and workforce impact of 
COVID-19. The graphs will be provided on a 
monthly basis by way of context for the IPR. The 
full impact of COVID-19 is clear on many of the 
IPR metrics and is referenced in the 
accompanying commentary for each however 
this dashboard shows the current status and 
prevalence of COVID-19 and the associated 
direct impact that it is having on our capacity and 
resources.   

The top bar of charts show information on 
discharges, and the bottom bar information 
relating to deaths, with splits for each by age and 
gender. 

In September and early October, the volume of 
confirmed COVID-19 inpatients remained very 
low at RCHT. However, as can be seen in the 
main IPR, the impact on overall capacity remains 
significant due to the necessary safety 
precautions that are being taken to zone and 
safeguard patients and staff. There has been a 
slight increase in inpatients in early October. 

On the following page there is a graph showing 
the level of staff sickness due to confirmed 
COVID-19 and isolation. The levels of confirmed 
cases of COVID-19 amongst staff remain low 
correlating with the prevalence in the local 
population. The more noticeable impact on 
staffing capacity comes from staff who are 
required to isolate due to either being 
symptomatic or at risk.  

There is also a graph summarising the financial 
expenditure directly related to COVID-19 each 
month. The graph shows that our monthly spend 
is expected to level out at approximately £1.5m 
per month. 
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COVID-19 Finance and Workforce KPIs  

 

 

        

Page 359 of 522



Harm review dashboard - August 2020  

August 2020 – Prospective reviews (Care Group Level) 

 

August 2020 – Retrospective reviews (Care Group Level) 

 

 

 

 

August

No harm Low Moderate Severe No harm Low Moderate Severe No harm Low Moderate Severe

General 
Surgery & 

Cancer
78 78 78 18 1 1 109 109 100 9

Specialist 
Services & 

Surgery
1265 1265 1265 26 26 26 45 45 45

Women, 
Children & 

Sexual Health
47 37 37 3 3 3 1 1 1

Anaesthetics, 
Critical Care & 

Theatres
0 0 0 0 0 0

Specialist 
Medicine

164 77 75 ?2 641 116 116 6 6 6

Urgent, 
Emergency & 

Trauma
12 12 12 33 33 33 0 0 0

Clinical Support 0 0 0 0 0 0

Ortho 138 18 169

Total 1704 1469 1467 0 0 0 739 179 179 0 0 0 330 161 152 9 0 0

No. of patients where risk of coming to harm is identified No.of patients where risk of coming to harm is identified

No of patientsCare Group No of patients

Follow ups greater than 6 months Patients waiting > 52 weeks

No of harm 
reviews 

completed
No of patients

No. of patients where risk of coming to harm is 
identified

New patients waiting >24 weeks 

No of harm 
reviews 

completed

No of harm 
reviews 

completed

August

No harm Low Moderate Severe No harm Low Moderate Severe No harm Low Moderate Severe

General Surgery 
& Cancer

44 44 40 2 49 49 49 60 57 56 1

Specialist Services 
& Surgery

19 19 19 13 13 13 5 5 5

Women, Children 
& Sexual Health

7 4 4 88 6 6 76 29 29

Anaesthetics, 
Critical Care & 

Theatres
0 0 0 0 0 0

Specialist 
Medicine

7 5 4 1 47 26 25 1 55 24 23 1

Urgent, 
Emergency & 

Trauma
0 0 20 20 19 1 1 1 1

Clinical Support 0 0 0 0 0 0

Orthopaedics 10 14 10

Total 87 72 63 6 0 1 231 114 112 2 0 0 207 116 114 1 0 1

Patients admitted as an emergency whilst on the outpatient 
pending list, under the same or linked treatment function

No of harm 
reviews 

completed

Patients admitted as an emergency with a future booked 
appointment under the same or linked treatment function

No of harm 
reviews 

completed

No. of 
patients 
admitted 

No. where harm been assessed to have 
happened

Care Group
No. of 

patients 
admitted

No. where harm been assessed to have 
happened No. of 

patients 
admitted

No. where harm been assessed to have 
happened

Patients admitted as an emergency whilst on the inpatient 
waiting list, under the same or linked treatment function

No of harm 
reviews 

completed

August

Care Group Linked Not linked Linked Not linked

General Surgery & 
Cancer

0 9 0 0

Specialist Services & 
Surgery

0 14 0 1

Women, Children & 
Sexual Health

0 0 0 0

Anaesthetics, Critical 
Care & Theatres

0 0 0 0

Specialist Medicine 0 0 0 3

Urgent, Emergency 
& Trauma

0 0 0 0

Clinical Support 0 0 0 0

Orthopaedics 0 2 0 0

Total 0 25 0 4

Deaths on outpatient 
wait list

Deaths on the 
inpatient wait list
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We are continuing to refine the Trust SOP and in particular the exemption categories where we are satisfied that 
certain cohorts of patients can be excluded from formal harm review, where the benefits of harm review are 
negligible and alternative methods of minimising harm from delay are more appropriate 

Exception reports: 

All cases where any harm has been identified at initial review are escalated for further discussion within the care 
groups as per the Trust SOP. The process for assessing harm can be challenging, and discussions within care groups 
are resulting in more consistency in assessing harm. 

In total there were 12 urology patients, 10 cardiology, 1 elder care and 4 respiratory patients where at initial review 
possible harm was identified.  

Of the 12 urology, all have been classified as low harm, and it is anticipated that following further discussion, a 
number will be amended to no harm.  

Of the 9 cardiology patients, initial review suggested 5 low, 2 moderate and 2 severe harms. Review of these cases is 
ongoing but suggests that both severe harms will be regraded – one to moderate and one to no harm, of the 2 
moderate harms one is likely to be re-graded as low and the other as no harm. 

Of the 4 respiratory patients, initially graded moderate harm, further discussions are ongoing and likely to result in 
downgrading of level of harm. 

All outcomes from these cases are being discussed at RTT and CHRP to ensure all actions are completed as required. 

Further developments: 

The CHiRP tool for recording harm reviews is undergoing final testing with clinicians. Training materials are being 
prepared this week with a view to rolling out Trust wide imminently.  
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EXECUTIVE SUMMARY 

Meeting: TRUST BOARD IN PUBLIC Date: 05.11.20 
Report Title: Finance Report – Month 6 Agenda 

Item: 
15 

Author: Adam Wheeldon, Deputy Director of Finance 
Executive 
Leads: 

Karl Simkins – Strategic Financial Advisor to the CEO 
Adam Wheeldon, Deputy Director of Finance 

Alignment to Strategic Objectives Tick 
box(es) 

BRILLIANT CARE - Always providing safe, effective and 
compassionate care, where we listen and learn to provide an excellent 
patient experience and reduce avoidable harm. 
BRILLIANT IMPROVEMENT - Instilling a culture of quality 
improvement where everyone feels empowered to make changes for 
the benefit of our patients. 

 

BRILLIANT PEOPLE - Working together in a supportive environment 
to attract, develop and retain brilliant people. 

Purpose of the Report 
Approve Discuss Note  

The purpose of this report is to present the finance report for the period to 30 
September 2020. 

Consultation – other meetings discussed with and outcome of discussion: 
The financial position is reported each month to the Trust Board. The paper 
presented on the Month 6 financial position reported breakeven for the year to date 
which is as planned. There is no need for consultation on the report. 

Summary of key points 
The Trust reported a breakeven position (nil surplus or deficit) for the year to date (6 
months) which is as planned.  
Care groups are operating below budget due to lower levels of elective and non-
elective activity.  
Agency expenditure dropped slightly from £807k in August to £743k in September. 
The budget going forward is to spend a similar amount each month.  
The Trust held cash of £46.6m at 30 September. This is much higher than normal 
due to the cash advances being received in advance of each coming month.  
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The Trust has been well supported in relation to external funding for capital 
schemes. This report sets out the changes since the May version of the capital 
programme and seeks approval to include the latest list of externally funded 
schemes in the capital programme. With the addition of these schemes, the capital 
programme will total £59m for 2020-21.  
The report includes details of new Public Dividend Capital and requests prospective 
approval for one new scheme.  
 
What is the key question(s) for the meeting to consider? 
 
Is the Trust Board clear on the financial position of the Trust? 
 
Does the Trust Board support the addition of the new capital projects funded from 
Public Dividend Capital to the capital programme? 
 
Does the Trust Board support the receipt of additional Public Dividend Capital for the 
capital scheme? 
  
Key risks 
From a revenue perspective the Trust has a breakeven plan and is funded to 
achieve this. All true-up payments have been approved by NHSEI to date (4 months) 
and so the risk is relative low for Month 6 also. 
Going forward the key risk is whether there will be a deficit between projected 
expenditure required to improve operational performance and respond to Covid and 
the funding available within the system financial envelope.  
  
Recommendations and reasons  
The Trust Board is recommended to:  

• note the financial position for the period to 30 September 2020; 

• approve the addition of the PDC funded schemes to the Capital Programme 
where notification has been received since the approval of the capital 
programme in May 2020. The expenditure against these will be through the 
normal approval routes dependent on the value of the projects or schemes 
within them;  

• to provide prospective approval for Public Dividend Capital that has been 
confirmed as being available which includes the PRU scheme to enable 
Capital ‘Memorandum of Understanding’ (capital funding requests) with the 
Department of Health to be signed and progressed;  

• delegate authority to the CEO, Strategic Financial Advisor to the CEO & 
Board and Director of Strategy to progress P22 framework payments with 
contractors within the scope of agreed business cases for the PRU (up to 
£5m) and Women & children’s (up to £2.4m) capital schemes.  
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Equality and Diversity 
Statement 

This is a financial performance report considering the 
revenue and capital expenditure of the Trust. The report is 
limited to performance against budget and accordingly no 
equality and diversity impacts have been explicitly drawn 
out.  Clearly financial and resource allocation decisions 
have the potential to impact differentially on individuals 
and groups and impact assessments are therefore carried 
out to identify and address existing or potential 
inequalities, resulting from policy and practice 
development. 

Environmental 
considerations 

No direct implications. 

Page 364 of 522



4 
 

 
Finance Report – Month 6 

 

1. Purpose 
1.1. The purpose of this report is to present the 20-21 financial position of the 

Trust for the six month period to 30 September 2020. 

2. Background and Links to Previous Papers 
2.1. The financial position is reported each month to the Trust Board. The paper 

presented on the Month 5 financial position reported breakeven for the year 
to date which was as planned and this continues to be the position at 
Month 6. NHSI have approved the Trust’s true up funding to achieve this for 
the year to date. 

3. Finance report 
Revenue expenditure 

3.1. The Trust reported a breakeven position (nil surplus or deficit) in month 
which is as planned.  

3.2. The Trust has three main income sources during these interim financial 
arrangements which help it to achieve a breakeven position: 

• Block contract income – this is a payment ‘on account’ with suspension 
of the usual Payment by Results national tariff payment architecture and 
associated administrative/ transactional processes. This means that the 
level of activity undertaken by the Trust does not dictate how much the 
Trust will be paid.  

• A national top-up payment (‘projected top-up’) will be issued to 
providers to reflect the difference between the expected baseline net 
costs and block contract and other income, where modelling of the 
expected cost base is higher.  

• A national true-up (‘retrospective true-up’) will be provided to adjust 
provider positions to a breakeven position and will reflect additional costs 
and/or loss of revenue where the block and top-up payments do not 
equal the actual costs of genuine and reasonable additional marginal 
costs due to Covid.  

3.3. For the year to day the national top-up value is £12.9m which is as 
planned.  
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3.4. For the year to date the national true-up value amount is £11.4m which is 
£6.3m higher than originally planned. This includes income in relation to the 
reimbursement of additional costs due to Covid. 

3.5. Care groups are operating below budget due to lower levels of elective and 
non-elective activity but as expected in line with the interim financial 
framework.  

3.6. Agency expenditure dropped slightly from £807k in August to £743k in 
September. The budget going forward is to spend a similar amount each 
month.  

3.7. The Trust has paused its tracking of Quality and Cost Improvement 
Programmes (QCIP) whilst it focuses on operational recovery. However, It 
is also clear that Covid will present a lot of opportunities to transform how 
services are provided and all ideas are being taken forward initially through 
the Dynamic Response Covid workstreams 

Capital expenditure 
3.8. The capital programme was re-set in May and set based on a capital 

allocation at a system level.  
3.9. Overall spend for the year to date is slightly ahead of plan at £13.8m and 

this includes capital schemes that are funded by Public Dividend Capital 
(PDC), i.e. outside of the system capital funding allocation. 

Balance sheet 
3.10. The Trust held cash of £46.6m at 30 September. This is much higher than 

normal due to the cash advances being received in advance of each 
coming month.  
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4. Changes to the Capital Programme  
4.1. The capital programme was approved in March and then re-set in May 

when the capital resource became allocated on a system basis. 
4.2. The Finance and Performance Committee was presented with an update in 

Month 4 which detailed changes in the Trust’s internally funded schemes 
as well as the position at that point in relation to externally funded schemes.  

4.3. The Trust has been well supported in relation to PDC funded schemes this 
year and forecasts spending £59m for the full year, £41.4m of this from 
PDC funding. 

4.4. In the last month the Trust has been notified of an additional capital 
allocation for Critical Care of £4.3m and Hospital System Led Initiatives 
(HSLI) of £41k. The assessment of spend in relation to developing the 
Peripheral Sites and Women and Children’s Hospital Schemes have also 
been updated and claims have been submitted to NHSEI in relation to 
funding for these.  

4.5. The full list of externally funded schemes is shown below together with their 
current forecasts: 

 
4.6. The Trust Board is asked to approve the addition of the PDC funded 

schemes to the Capital Programme where notification has been received 
since the approval of the capital programme in May 2020. The expenditure 
against these will be through the normal approval routes dependent on the 
value of the projects or schemes within them.  

4.7. With the addition of these schemes, the capital programme will total £59m 
for 2020-21.  

Approved 
Capital 

Programme
 Month 6 
forecast 

Externally funded schemes £000 £000
Covid-related expenditure 4,510              3,349              
W & C Hospital Project Fees 1,117              2,376              
HIP2 Seed Funding 4,475              4,475              
Lowen/MRI 8,103              8,103              
Peripheral Sites - Design 560                 273                 
Progressive Recovery Unit New in year 12,300            
W&C advance  - decant works New in year 743                 
Critical Infrastructure Risk New in year 1,726              
ED Resus New in year 2,800              
Adapt and Adopt New in year 600                 
Breast Screening New in year 11                   
Critical Care *New* New in year 4,317              
HSLI - *New* New in year 41                   
Total of PDC funded schemes 18,765            41,114            
Donations - not PDC funded 250                 250                 
Externally funded schemes 19,015            41,364            
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5. Public Dividend Capital (PDC) Borrowing  
5.1. Section 18 of the Trust’s Standing Orders requires the Director of Finance 

to advise the Trust on any proposed new borrowing.  
5.2. The table below shows the approval status of the PDC to be drawn down 

during the year.  

 
5.3. Prospective approval is sought in relation to PDC for the Critical Care 

scheme. This is the provision of seven additional critical care beds with no 
loss capacity elsewhere in the Trust.  

5.4. Prospective approval is also sought in relation to PDC for to reimburse the 
project and design fees for the Women and Children’s Hospital project and 
the Peripheral Sites projects.  

5.5. Public Dividend Capital is held as borrowing on the Trust’s Statement of 
Financial Position. Depending on the nature of the PDC, an interest charge 
will apply, currently at 3.5%. The Trust includes expected interest charges 
in the revenue budget each year. The Trust does not have alternative 
borrowing arrangements at present and PDC is the main way to access 
funding for capital schemes. 

5.6. The Trust is not required to repay PDC although can choose to do so. 
There are no plans to repay PDC at present. 

6. Executive Summary 
6.1. The Trust reported a breakeven position (nil surplus or deficit) for the year 

to date (6 months) which is as planned.  
6.2. Care groups are operating below budget due to lower levels of elective and 

non-elective activity.  
6.3. Agency expenditure dropped slightly from £807k in August to £743k in 

September. The budget going forward is to spend a similar amount each 
month.  

Project PDC value 
(£000) Approval route for borrowing

Confirmed and paperwork received
Lowen / MRI 8,103              Approved via business case
Critical Infrastructure risk 1,726              Approved October 2020
ED Resus 2,800              Approved via business case
HIP 2 Advance 4,475              Approved via business case
Breast Screening 11                   Approved October 2020
Nervecentre HSLI Funding 41                   Approved October 2020
Covid capital (Apr and May) 2,875              Approved October 2020
Covid captal (Mar) 238                 Approved October 2020
Adapt and Adopt schemes 600                 Approved October 2020
Women & Children - demolition of Lowen Ward and Cardiology 743                 Approved October 2020

Expected to be finalised during the year
Progressive Recovery Unit 12,300            Approval to be sought through business case
Critical Care 4,317              Prospective approval sought
Women & Children - advance project fees 2,376              Prospective approval sought
Peripheral Sites - advance project fees 273                 Prospective approval sought
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6.4. The Trust held cash of £46.6m at 30 September. This is much higher than 
normal due to the cash advances being received in advance of each 
coming month.  

6.5. The Trust has been well supported in relation to external funding for capital 
schemes. This report sets out the changes since the May version of the 
capital programme and seeks approval to include the latest list of externally 
funded schemes in the capital programme. With the addition of these 
schemes, the capital programme will total £59m for 2020-21.  

6.6. The report includes details of new Public Dividend Capital and requests 
prospective approval for one new scheme.  

7. Areas of Risk 
7.1. From a revenue perspective the Trust has a breakeven plan and is funded 

to achieve this. All true-up payments have been approved by NHSEI to 
date (5 months) and so the risk is relative low for Month 6 also. 

7.2. Going forward the key risk is whether there will be a deficit between 
projected expenditure required to improve operational performance and 
respond to Covid and the funding available within the system financial 
envelope.  

8. Link to Trust Objectives and Corporate/Board Assurance Framework Risks  
8.1. Pledge 3.1 is to “spend our money wisely”. This is included on the Board 

Assurance Framework with a linked risk (identification 7287) with current 
risk score of 12 and the key risks being whether there will be a gap 
between spend required to improve operational performance and respond 
to Covid and the funding available.  

9. Governance  
9.1. The Trust has a statutory requirement to breakeven over a three year 

period (which can be extended to a five year period). The Trust has a 
cumulative deficit of £29.6m. The Trust will not achieve this statutory 
requirement in 2020-21. 

9.2. The Trust also has statutory requirements to operate within its Capital 
Resource Limit and Cash Resource Limit. The Trust has not previously 
breached this requirement and does not expect to in 2020-21. 

10. Responsibility 
10.1. The Director of Finance is responsible for this report. In her absence, the 

report has been prepared by the Deputy Director of Finance.  

11. Recommendations 
11.1. The Trust Board is asked to note the financial position for the period to 30 

September 2020 
11.2. The Trust Board is asked to:  
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• approve the addition of the PDC funded schemes to the Capital 
Programme where notification has been received since the approval of 
the capital programme in May 2020. The expenditure against these will 
be through the normal approval routes dependent on the value of the 
projects or schemes within them; 

• to provide prospective approval for Public Dividend Capital that has been 
confirmed as being available which includes the PRU scheme to enable 
Memorandum of Understanding (capital funding requests) with the DH to 
be signed and progressed;  

• Delegate authority to the CEO, Strategic Financial Advisor to the CEO & 
Board and Director of Strategy to progress P22 framework payments with 
contractors within the scope of agreed business cases for the PRU (up to 
£5m) and Women & children’s capital (up to £2.4m) schemes.  

12. Next steps 
12.1. The financial position will be reported to the Trust Board each month.  
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 EXECUTIVE SUMMARY 
Meeting: QUALITY ASSURANCE COMMITTEE Date: 27.10.20 
Report Title: Ward to Board Report Agenda Item: 10 
Author: Louise Dickinson; Deputy Director of Nursing Midwifery and AHPs 

Director of Infection, Prevention and Control 
Executive Lead: Kim O’Keeffe; Deputy Chief Executive Officer RCHT, Interim Joint 

Director of Nursing Midwifery and AHPs RCHT / CFT 
 

Alignment to Strategic Objectives Tick box(es) 
BRILLIANT CARE - Always providing safe, effective and compassionate 
care, where we listen and learn to provide an excellent patient experience 
and reduce avoidable harm. 

x 

BRILLIANT IMPROVEMENT - Instilling a culture of quality improvement 
where everyone feels empowered to make changes for the benefit of our 
patients. 

x 

BRILLIANT PEOPLE - Working together in a supportive environment to 
attract, develop and retain brilliant people. 

x 

  
Purpose of the Report  

Approve   Discuss  Note x 
The purpose of this report is to provide a monthly summary on quality and safety aspects of 
patient care by Care Group and to provide details of successes and any areas requiring 
improvements to be made 

  
Consultation – other meetings discussed with and outcome of discussion: 

Monthly reports are presented to the Committee, throughout the COVID-19 Pandemic these 
have been abridged Fundamentals of Care Reports. The last quarterly report was presented 
in September 2020. 

  
Summary of key points  
There has been continued good performance in relation to hospital acquired thrombosis and 
pressure ulcer prevention. 
 
Although the number of falls reported in August 2020 are within normal variation and has 
been consistently below 100 since December 2019, there are concerns that there has been 
an increase in the number of falls reported for the second month in a row and four of the falls 
have resulted in moderate/severe harm. A thematic review has been completed and 
recommendations have been made which will be incorporated into the Integrated Falls 
Improvement Plan. 
 
Agency usage has increased which is driven predominantly by the UET Care Group 
although active recruitment continues.  
 
Three wards triggered QuESTT in August 2020: 
 

• ED 
• Tintagel 
• Trauma Unit 

 
All have action plans in place with the main areas for action being: 
 
• Reducing the number of vacancies; 
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• Support for new Ward Leaders; 
• Improving compliance with appraisals; 
• Support the Ward Leader with sickness management. 

 
The six wards that have received white awards as part of the Aspire Ward Accreditation 
Programme are in the process of producing improvement plans once their results have been 
received that will then be progressed. The wards are: 
 

• AMU 
• SAL 
• St Josephs Ward SMH 
• St Micheals Ward SMH 
• Tintagel 
• Wheal Prosper 

 
Next Steps 
 
The Aspire ‘white’ development plans will continue to be implemented and monitored by 
Heads of Nursing with additional scrutiny provided by the Deputy Directors of Nursing 
Midwifery and AHPs. Any remaining clinical areas are to be accredited. 
 
The recommendations from the falls thematic review will be incorporated into the Integrated 
Falls Improvement Plan. 
 
The remaining actions within the GLU Intensive Support Programme to be signed off as 
complete by the Care Group at the end of October 2020.  
 
What is the key question(s) for the meeting to consider? 
Is the Committee assured that they are receiving the correct information as regards the 
quality metrics from the in-patient areas through the Care Groups and to Board? 
Key risks 
None identified.  
However, due to concerns raised by the Joint Chief Nurse, Midwife and Allied Health 
Professionals RCHT / CFT a thematic review of all falls resulting in moderate/severe harm 
has been completed and is included as an appendix of this report.  
The current enhanced controls in relation to bank and agency are reviewed twice daily via 
the Safe Care Meeting; including current bed occupancy figures and operational pressures. 
All data reviewed at the weekly Operational Workforce Group. 

  
Recommendations and reasons  
The Committee is recommended to:  

• Note the report. 
 
Equality and Diversity 
Statement 

Potential impacts on vulnerable clients in particular the elderly 
as they are at increased risk of falls, pressure ulcers and 
infections. 

Environmental 
considerations 

No direct implications.  
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Nursing and Midwifery Ward to Board Exception Report 

 
 

1. Purpose 
 

The purpose of this report is to provide the Quality Assurance Committee with a monthly 
exception report on the Nursing and Midwifery Ward to Board Quality Framework.  
 
2. Background 

 
2.1 The Ward to Board dashboard monitors performance at a Ward / Unit, Care Group 
and Trust wide level. The main purpose of the dashboard is to: 
 

• Utilise key quality and safety metrics in relation to patients, nursing and staff 
safety; 
 

• Act as an early warning trigger by exposing individual ward performance that 
might be hidden within aggregated data; 

 
• Allow the Clinical Matrons to hold the Ward Leaders to account; 

 
• Allow the Heads of Nursing to hold the Senior Nurses to account; 

 
• Allow the Deputy Director of Nursing, Midwifery and Allied Health Professionals 

to hold the Care Group triumvirates to account for quality and safety through the 
Performance Framework; 

 
• Allow the Director of Nursing, Midwifery and Allied Health Professionals to hold 

the Clinical Cabinet to account for the quality and safety through the Performance 
Framework; 

 
• Allow the Trust Board of Directors to hold the Director of Nursing, Midwifery and 

Allied Health Care Professionals to account for the quality, safety and 
improvement/s at ward / unit level. 
 
 

The report provides a Trust wide overview of performance for August 2020. Comments 
will only be made on those areas where there have been sustained improvements or 
deterioration, or where the figure has been reported above or below the confidence 
levels. 

 
3. Executive Summary 

 
3.1 Safety 
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3.1.1 Pressure Ulcers  
 

No pressure ulcers graded above two have been reported in August 2020. 
 
The action plan that was introduced following the investigation into an 
increased number of pressure ulcers on the wards at SMH in June 2020 has 
now been completed. As part of the learning from this review, a ward 
relocation process has been produced should Trauma Services re-locate to 
SMH again and is to be presented at the next Chief Nurse Clinical Cabinet for 
approval. 
 
The joint CFT/RCHT Improvement plan is progressing and a quarterly 
progress update has been completed and will be presented as a separate 
paper. 

 
 

 3.1.2 Hospital Acquired Thrombosis 
 

Eleven hospital acquired thrombosis was reported in August 2020 none of 
these have been recorded as being preventable. 

 
A designated quality improvement project aimed at reducing HAT and 
preventable HAT episodes is currently being finalised the scope of which 
will include:  
 

• Developing an agreed pathway for the appropriate management of 
patients who decline pharmacological VTE prophylaxis;  
 

• Investigating the current process for prophylaxis prescribing at 
admission to achieve NICE recommended target of all patients being 
administered first dose of prophylaxis within 14 hours of admission;  

 
• Implement a project that explores reasons for omitted doses.  

  
This improvement project will have oversight and scrutiny by the Incident 
Learning and Review Group. 

 
3.1.3 Falls 

 
The number of falls reported is 95 in August 2020; within normal variation and 
has been consistently below 100 since December 2019. However, there has 
been an increase in the number of falls reported for the second month in a 
row and four of the falls have resulted in moderate/severe harm. 
 
These occurred in the UET Care Group (ED, AMU and Phoenix) and West 
Cornwall Hospital on Med 2.  All are being reviewed as per the incident 
review process.  
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A thematic review has been conducted into falls resulting in moderate/severe 
harm which occurred from 1 April 2020 – 12 August 2020. The full report can 
be viewed in Appendix 3. The broad themes that have been identified from 
the Serious Incident investigations, and which are thought to have contributed 
to the incidents in varying degrees, are: 

 
• The ability to recognise the risk associated with acute confusion and 

agitation, and to provide clear holistic plans that aim to reduce the risk of 
harm to the patient.  This theme was identified on last two thematic 
reviews; 
 

• Patients with dementia and/or delirium should not be transferred between 
wards/hospital sites out of hours (20:00-08:00) unless it is in the patient’s 
medical best interest as per Trust Policy.  If the transfer is in patient’s best 
interest and cannot be delayed until an alternative time, the patient should 
be provided with supportive/additional measures to adapt to a new ward 
environment; 

 
• To ensure the need for enhanced care is assessed effectively, and that 

there are mechanisms to provide timely intervention. This theme was 
identified previously; 
 

• The Trust has adopted a falls risk assessment that identifies if a patient is 
at either a high or low risk of falls, this does not meet the NICE guidelines. 
The previous multifactorial falls risk assessment was integrated into the 
holistic assessment two years ago as part of the Trust wide review of 
nursing documentation. The recommendation is that all older people 
presenting for medical attention due to a fall or reporting a fall within 12 
months are offered a multifactorial falls risk assessment. Implementation 
of a multifactorial falls risk assessment in line with NICE Clinical 
guidelines is a priority going forward, which will aid in the creation of an 
individualised multifactorial intervention plan.   

 
A number of recommendations have been made as a result which include: 
 
• All risk assessments (on Nervecentre) and required care plans in Nursing 

Holistic Assessment (paper) to be completed within 4 hours of transfer to 
ward (currently this is 12 hours and the change would be in line with most 
Trusts across the South-West Falls Network), every 72 hours thereafter 
and after an incident; 
 

• Implementation of a multifactorial falls risk assessment in line with NICE 
Clinical guidelines, which will aid in the creation of an individualised 
multifactorial intervention plan.  The previous multifactorial falls risk 
assessment was integrated into the holistic assessment two years ago as 
part of the Trust wide review of nursing documentation; 
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• Implementation of a dementia and delirium assessment that produces a 
supportive individualised patient care plan that complements the cognitive 
component of the multifactorial falls intervention; 
 

• Trust wide teaching for all clinical staff who are in contact with patients 
with dementia on the use of the delirium assessment 4A’s Test (4AT).  
Improved awareness and early diagnosis of delirium will improve patient 
care; reduce duration of confusion one of leading factors for inpatient falls; 

 
• There is a need to strengthen the interventions around continence and 

mobility where there is a falls risk associated with toileting. An integrated 
CFT and RCHT Task and Finish Group managing toileting needs is 
currently gathering volunteers to review this high risk of falls and harm 
factor. The Falls Work Stream Group was due to meet on 21 September 
2020 however this was cancelled as it coincided with Falls Prevention 
Week. A meeting has now been scheduled for 5 October 2020; 

 
• Implement an authorisation of out of hours transfer document with 

corresponding supportive care plan should it be in the patient’s medical 
best interest, this will aim to reduce out of hours transfers for patients with 
dementia or delirium as per Trust’s Dementia Care Policy [3].  A draft 
document is ready and due to be trialled on a number of wards across 
RCHT and CFT the week beginning the 14 September 2020; 

 
• Wards that are not achieving the Trusts target of reducing total falls by 

10% and harms by 20% will be supported by the Improvement 
Practitioner for Falls, Dementia and Delirium to investigate and analyse 
the causes and develop actions accordingly.  The Ward Leaders will then 
present the review and findings to their respective matrons and the Lead 
Nurse for Quality, Safety and Innovation.  This proposal to improve 
accountability and sustain falls prevention interventions will be discussed 
at the next Falls Work Stream Group on 9 September 2020; 

 
• NerveCentre to provide a summary of which care plans are required to be 

completed in the Nursing Holistic Assessment based on the questions 
answered; 
 

• Full review of the Enhanced Care Policy, application of SCNT ensuring 
that all senior nurse leaders are able to apply the domains in a consistent 
manner to reduce unwanted variation; review of the current ward 
templates and the roll out of the Activities Co-ordinators. This is being led 
by the Deputy Directors of Nursing, Midwifery and Allied Health 
Professionals and the Associate Director of Mental Health and Learning 
Disabilities; 
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• Provide an additional communication to all members of staff reiterating 
the standard for commode use and risk assessment and interventions of 
continence to reduce risk of falls; 
 

• To ensure wards that were previously designated to care for elective 
surgical patients and are now receiving patients with acute medical 
conditions are adapted to provide safe environments for patients with 
dementia; a high risk group for in-patient falls.  A King’s Fund ‘Is your 
ward dementia friendly assessment?’ will be completed to assess flooring, 
lighting, furniture and fittings such as hand holds that could affect patients' 
risk of falling and to ensure any identified risks are addressed (NICE 
guidance 161).    

 
These recommendations are now being taken forward as part of the 
Integrated Falls Improvement Plan. 
 
The Falls Lead Practitioner and the Lead Nurse for Quality and Safety have 
delivered a series of education sessions with colleagues on the Surgical 
Admissions Lounge where there had been an increase in the number of falls 
reported. This programme will be repeated in other wards with a high 
incidence of falls. 
 
The first Integrated Falls Champions meeting took place on 21 August 2020 
which provided an opportunity for the Champions across RCHT and CFT to 
be updated on how to perform a vision assessment and the ability to cascade 
to others.  
 
The Integrated CFT/RCHT Falls Improvement Plan continues to be 
implemented; a separate paper has been produced to report on progress. 

 
3.1.4 Infections 

 
9 cases of C. difficile were reported in August 2020; which is an increase on 
the previous month and the highest monthly report since December 2019. Of 
the 4 HOHA cases reported, investigations to date have not identified lapses 
in care. The system wide NHSI peer review is currently on hold due to the 
COVID-19 Pandemic. Due to this delay the interim plan is for the new Nurse 
Consultant to complete a Fresh Eyes review of the Clostridium Difficile Policy 
and processes to identify any areas for improvement. 

 
 

3.1.5 QUESTT 
 

The QuESTT tool offers a set of indicators that, taken together, give an 
indication of how well an individual team is functioning. Moreover, it provides 
an early warning, pre-empting more serious concerns and enabling action to 
be taken before things go wrong. A copy of the questions can be seen in 
Appendix 2. 
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There were three wards that triggered QuESTT in August 2020. These were: 
 

• Tintagel 
• ED 
• Trauma unit 

 
All have action plans in place with the main areas for action being: 
 

• Reducing the number of vacancies; 
• Support for new Ward Leaders; 
• Improving compliance with appraisals; 
• Support the ward leader with sickness management. 

 
3.1.6 Nursing and Midwifery Workforce - sickness 

 
The current nursing and midwifery sickness rate remains static at 5.3% in 
August 2020. 

 
There have been continued improvements in month from the following Care 
Groups General Surgery and Cancer from 6.6% to 4.1%, Specialist Services 
and Surgery from 5.7% to 4.6% and St Michaels Hospital from 6.9% to 4.2%. 
 
The following Care Groups continue to see sickness rates increase: 
 

• Urgent Emergency and Trauma; 
• West Cornwall Hospital; 
• Specialist Medicine.  

 
 

3.1.7.  Nursing and Midwifery Agency Usage / Vacancies 
 

Agency usage has increased during August 2020 despite the three months 
where there was no or minimal usage. The increase has been seen 
predominantly in the Urgent Emergency and Trauma Care Group. The use of 
agency staff has been greatest in the Emergency Department and Acute 
Medical Unit which have the highest vacancies in the Care Group. The Care 
Group were the responsible for overseeing the opening of escalation beds at 
Kenwyn Care Home following the critical incident at RCH resulting in the use 
of agency staff as backfill for a short period of time.  

 
On a positive note agency usage continues to remain minimal across the 
other Care Groups. 
 
The Trust wide vacancy WTE has reduced to from 183.08 WTE in July 2020 
to 161.63 in August 2020. It is anticipated that this will reduce further in 
September 2020 as the new preceptees commence in post. 
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The Director of Integrated Governance, who is currently overseeing 
operational issues and staffing whilst one of the Deputy Directors of Nursing 
is on sick leave, has re-set the key principles of the SafeCare meetings so 
that all Clinical Matrons are clear on the expectations prior to attendance. 
This approach ensures that all areas have been rigorously assessed for the 
need to request agency staff. This also outlines the clinical judgement and 
behaviours aspects. 
 
 

3.1.8 Patient Experience 
 

The Friends and Family Recommended, (graph 26) was 98.8% in August 
2020 across the Trust and remains within normal variation. The Trust wide 
response rate remains low due to FFT being suspended nationally.  

 
 

3.1.9  Complaints 
 

Complaint numbers remain within normal variation and the themes remain 
unchanged. The top 3 themes in relation to informal complaints (in order) 
remain unchanged:  

 
• Communications in particular visiting, the visiting guidance during 

Covid-19 has been reviewed monthly but will now return to every two 
weeks in response to the increase in cases nationally and locally; 
 

• Patient Care; 
 

• Clinical Treatment.  
 
3.1.10  Operational 

 
Morning discharge remains static at 10% - 11%. Significant improvements 
have been seen in the Specialist Services and Surgery Care Group with an 
increase from 8.7% in July 2020 to 12.8% in August 2020. 
 
The New National Discharge Policy should drive the compliance with this 
metric as the discharge to assess process becomes embedded. A toolbox 
talk on the principles of the SAFER flow bundle has been delivered to all the 
clinical areas to remind staff of the need to focus on criteria led discharge. To 
supplement this, an update on the new Discharge Policy will be added to the 
ward Safety Briefing during October 2020.  

 
4.  Intensive Support Programme – Gastro and Liver Unit 

The Gastro and Liver Unit Supportive Measures Improvement Plan commenced in 
September 2019. The Improvement Plan is a working document which is live and as the 
Unit develops through its journey some additional actions may be required to contribute 
further to the journey. There are Ninety Seven Actions on the current version. Eighty 

Page 379 of 522



10 
 

Nine Actions have been completed to date. The remaining ten actions are in progress 
and due to be signed off by the HON as completed by the end of October 2020.  
 
The Improvement Plan is operationally managed by the Senior Nursing Team with 
frequent progress and review meetings with the Head of Nursing, Clinical Matron and 
Ward Leaders. Progress is reported at the Specialty Business & Governance Meetings, 
Care Group Board Meetings and through the Head of Nursing Ward to Board exception 
report.  
 

 
5. ASPIRE Ward Accreditation – White Improvement Action Plans 

Aspire V4 Ward Accreditation was suspended at the height of the COVID-10 Pandemic. 
As the number of cases in hospitals reduced this important quality and safety process 
was re-introduced for the wards at RCHT.   
 
Since July, seventeen wards have been assessed; scores for fifteen of these have now 
been evaluated as follows: one ward received silver accreditation status, eight received 
bronze and six have received white. The Team Leads are in the process of providing 
feedback to these areas hence names not being provided in this report. 
 
Two of the Community Hospital wards have been accredited as part of the Community 
Hospitals pilot both of which achieved Bronze status; these are Oak Ward and 
Boscowan Ward. All Community Hospital Matrons are in the process of organising their 
teams to complete the baseline assessments on the remaining wards by the end of 
November 2020. Once all Community Hospital wards have been accredited a tool for the 
Mental Health wards will be developed early in the New Year. 

 
 

6. Conclusion 
 
There has been continued good performance in relation to hospital acquired thrombosis 
and pressure ulcer prevention. 
 
Although the number of falls reported in August 2020 are within normal variation and has 
been consistently below 100 since December 2019, there are concerns that there has 
been an increase in the number of falls reported for the second month in a row and four 
of the falls have resulted in moderate/severe harm. A thematic review has been 
completed and recommendations have been made which will be incorporated into the 
joint falls action plan. 
 
Agency usage has increased which is driven predominantly by the UET Care Group 
although active recruitment continues.  
 
Three wards triggered QuESTT in August 2020. All have action plans in place with the 
main areas for action being: 
 
• Reducing the number of vacancies; 
• Support for new Ward Leaders; 
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• Improving compliance with appraisals; 
• Support the ward leader with sickness management. 

 
The six wards that have received white awards as part of the Aspire Ward Accreditation 
Programme are in the process of producing supportive improvement plans once their 
results have been received that will then be progressed.  
 

 
7. Recommendations and Next Steps 
 

The Aspire ‘white’ development plans will continue to be implemented and monitored by 
Heads of Nursing with additional scrutiny provided by the Deputy Directors of Nursing 
Midwifery and AHPs. Any remaining clinical areas are to be accredited. 
 
The recommendations from the falls thematic review to be incorporated into the 
Integrated Falls Improvement Plan. 
 
The remaining actions in the GLU Intensive Support Programme to be signed off as 
complete by the Care Group by the end of October 2020.  

 
The Committee is requested to note the content of the report. 
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Appendix 1 Ward to Board Dashboard 
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QUESTION  GUIDANCE Score 
New Ward / Unit Leader in post (< 6 months)      3 

Vacancy rate higher that 3%  3 

Unfilled shifts higher that 6%  2 

Sickness absence higher that 3.5%  2 

Quality indicators have not been reviewed by 
speciality governance group 

It the ward’s Ward to Board and QUANT 
results were not reported into the last 

Speciality Governance Meeting, score Yes 
If this did happen last month, score No.  
NB: there should be evidenced meeting 

minutes available on request. 

3 

Planned annual appraisal rate below 95% 
target  

Below 95%, score Yes 
95.01% or greater, score No 

2 

No participation by Ward/Unit Leader at Care 
Group meetings 

If no participation, score Yes 
If they did participate, score No 

2 

Friends and Family Test feedback has not 
reached target level this last month 

If it did not reach target level, score Yes 
If it did achieve or exceed the target, 

score No 

2 

One or more formal complaints in CCU/ITU); 
two or more formal complaints last month 

(Wards); or three or more (ED/OPD) 

If complaint(s) in the last month, score 
Yes. 

3 

Resolution to recurring themes not evident 
(e.g. staffing, harms, compliance, complaints) 

If performance target for improvement 
are not improving, score Yes. 

3 

Unusual demand on service exceeding 
capacity to deliver (e.g. TES evoked, queuing 

experienced, dedicated escalation areas 
open) 

 2 

Hand hygiene audits not performed If not performed, score Yes 3 

No participation by clinical staff in Mitie 
cleaning audit 

If no participation by clinical staff, score 
Yes. 

3 

Ward / Department appears cluttered and 
untidy 

 2 

Effective multidisciplinary team working not 
evident (e.g. SAFER, ward round participation 

and communication) 

If examples of MDT working 
are not evident, score Yes. 

This maybe evident in complaints, serious 
incident investigations, poor audit 

performance in SAFER. 

1 

Ongoing investigation (e.g. Serious Incidence, 
Root Cause Analysis, HR disciplinary 

procedure) 

 2 

 
 

Appendix 2 QuESTT questions 
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Appendix 3; Falls Thematic Review 
 

Falls thematic Review 
 
 

1. Background 
 

This review has considered 10 in-patient falls that have resulted in moderate or severe 
harm during the period of the 1 April 2020 to the 12 August 2020.  The review was 
requested by the Chief Executive and the Joint Director of Nursing, Midwifery and Allied 
Health Professionals RCHT / CFT, as a result of six of the ten incidents occurring within 
a three week period. 
 
Of the ten falls: 
 
• Three patients are deceased, all deaths occurred in hospital. 

 
• Two of the deceased did not die as a result of the fall. One patient died as a result of 

a Hospital Acquired Pneumonia with Chronic Obstructive Pulmonary Disease. The 
other patient died from a bowel perforation secondary to ceacal volvulus.  The third 
patient, whose fall caused a large subdural haemorrhage, passed away and 
investigations are underway to determine the cause of death. This occurred on Acute 
Medical Unit 1 incident reference 164639.  

 
• Of the ten incidents six have been classified as Serious Incidents, three as local 

concise reviews and one as a desktop review following the review of the initial 
incident reports.  The rationale for the classification is as follows: 
 

 One incident was the result of a pathological fracture causing injury 
not a traumatic injury; 
 

 Two incidents identified no omissions in patient care, the patient had 
capacity and mobilised without assistance against advice that resulted 
in their fall; 
 

 One incident has been classed as a desktop review. Following a 
comprehensive Initial Incident Review (IIR) it was decided at the 
executive huddle to be classified as a desktop review as there were 
no omissions in care leading up to the fall, the patient was a falls risk 
due to age and the fact he mobilised with a stick. The patient 
assessments and care plans were up to date. The patient received 
care rounding as assessed and at the correct frequency. The patient 
was independently mobile during admission. 

 
2. Thematic Review 

 
2.1 Data analysis  
 
The main themes relevant to the data reviewed were identified as; 
 
• Six patients were either admitted to hospital with a fall or had a history of falling 

within 14 days of admission; one patient was admitted with dizziness but did not 
have a falls history; 
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• Five patients had attempted to mobilise independently despite being assessed as 

requiring assistance, however three of these patients were confused and should 
have been risked assess as needing either frequent Care Rounding, enhanced 
care or falls sensors; 

 
• Six of the falls occurred in bays, two in side rooms and two in the toilet;  

 
• Five patients were mobilising to the bathroom, using the commode or in the 

bathroom at the time of the fall; 
 

• Five patients had a form of dementia or acute confusion; 
 

• Four patients had a fully completed falls care plan; one patient had a partially 
completed care plan; 

 
• One care plan was not completed after the risk of falls was identified (the patient 

was identified as reduced mobility post-operation and needing assistance), one 
patient had their care plan completed initially but this was not reviewed again for 
43 days and not revised even after a previous in-patient fall. One patient did not 
have a risk assessment or care plan completed after transferring from ED to AMU 
for 6 hours and then subsequently AMU to Tintagel for 4 hours.  Unfortunately the 
notes for two patients have not arrived in time to assess the standard of the care 
plan; 

 
• One patient was receiving level 3 care rounding (within line of sight) who had a 

witnessed fall. The other nine patients were receiving level 2 care rounding, eight 
of these patients receiving care at 2 hourly intervals and one at hourly intervals; 

  
• Eight of the falls were unwitnessed; these patients were receiving level 2 care 

rounding between 1 and 2 hourly intervals. 50% of the unwitnessed falls occurred 
in patients who showed signs of confusion prior to the fall; 

 
• Three of the patients were deemed to be clinically fit for discharge at the time of 

their fall; 
 

• Six of the falls resulted in a fractured neck of femur of which two patients later 
passed away; 
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2.2 Environmental factors  

 
2.2.1 Six of the falls occurred between 10:00 hours and 16:00 hours, which contrasts 
the previous thematic review where the falls occurred mainly at night.   
 

 

 
 

 
2.2.2 High risk days include weekends and Wednesday, which corresponds with the 
previous two thematic reviews.  This review also found Friday to have an increase in 
number of falls not seen in previous reviews. 
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2.2.3 The in-patient areas that have reported two falls with moderate / severe harm 
(Acute Medical Unit 1 and West Cornwall Hospital Medical Unit 2) have increased 
risk with the patient group admitted to these wards.  
 
Patients who are cared for on the Acute Medical Unit (AMU) remain on the ward for a 
short period of time with their acute illness often becoming worse before it improves. 
 
Whilst on AMU the patients continue to be assessed however during this time there 
is a level of uncertainty surrounding their physical condition and their cognition 
meaning behaviours and reactions of patients are unpredictable. Occasionally, 
transfers out of AMU have been delayed due to reduced staffing levels on other 
wards which has led to increased numbers of patients requiring enhanced care at 
any one time. It has been noted that the donning of personal protective equipment 
(PPE) has on occasion delayed staff reaching patients to support them when they 
require level 3 enhanced care. Those patients requiring enhanced care are cohort 
nursed where possible and staffing concerns and needs are escalated at the twice 
daily Safe Care meetings.   
 
Medical ward 2 at West Cornwall Hospital (WCH) have increased numbers of 
patients with cognitive impairment and often these patients do not easily use the call 
bell system. Medical ward 2 use a number of falls reduction strategies for example 
falls mats, the call don’t fall signage, use the interactive TV’s and meaningful 
activities. Patients are assessed for level 3 enhanced care as required.  
 
The wards that stand out, due to the fact that they did not report falls with moderate 
or severe harms in the previous year, are Pendennis Ward and Kerensa Ward. The 
investigations for both of these falls are still in progress. Preliminary information 
suggests that the fall on Pendennis relates to a patient attempting to be independent, 
and did not use the call bell despite this being available – the root cause is yet to be 
determined. The draft report for the fall on Kerensa suggests that a delayed 
assessment for enhanced care may have contributed to the fall.  
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2.3 Broad themes  
 
The broad themes that have been identified from the Serious Incident investigations, 
and which are thought to have contributed to the incidents in varying degrees, are: 
 
• The ability to recognise the risk associated with acute confusion and agitation, 

and to provide clear holistic plans that aim to reduce the risk of harm to the 
patient.  This theme was previously identified on last two thematic reviews; 
 

• Patients with dementia and/or delirium should not be transferred between 
wards/hospital sites out of hours (20:00-08:00) unless it is in the patient’s medical 
best interest as per Trust Policy.  If the transfer is in patient’s best interest and 
cannot be delayed until an alternative time, the patient should be provided with 
supportive/additional measures to adapt to a new ward environment; 

 
• To ensure the need for enhanced care is assessed effectively, and that there are 

mechanisms to provide timely intervention. This theme was identified previously; 
 

• The Trust has adopted a falls risk assessment that identifies if a patient is at 
either a high or low risk of falls, this does not meet the NICE guidelines [2]. The 
previous multifactorial falls risk assessment was integrated into the holistic 
assessment two years ago as part of the Trust wide review of nursing 
documentation. The recommendation is that all older people presenting for 
medical attention due to a fall or reporting a fall within 12 months are offered a 
multifactorial falls risk assessment. Implementation of a multifactorial falls risk 
assessment in line with NICE Clinical guidelines is a priority going forward, which 
will aid in the creation of an individualised multifactorial intervention plan.   
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2.4 Distribution of contributory factors across the incidents  
 

Contributory factor Number of times mentioned in 
cases reviewed 

Patient Factors 
 Confusion 
 Reduced Mobility 
 Walked unaided against advice 
 (Of which confused) 
  Previous fall in past 2 weeks 
  Around toileting 
 

 
6 
7 
5 
3 
6 
6 

Technology Factors 
Brake failure – Sara stedy 
 

 
1 
 

Failure to follow process  
Risk assessment not completed 
Care plan not completed 
 

 
2 
3 (a/w 2) 

Staff factors 
Risk assessment incorrect 
 

 
 2 

Environmental Factors 
Out of hour transfer (Dementia) 
Wet floor 
Isolated in side room 
 

 
1 
1 
1 

 
3. Challenges 

 
3.1 Patient age can influence patient outcomes; approximately 30% of people 65 years 

of age or older have a fall each year, increasing to 50% in people 80 years of age or 
older [1]. Older people are highly susceptible to injury because of age-related 
physiological changes, clinical conditions associated with the risk of falling (such as 
postural hypotension) or risk of injury (such as osteoporosis). 
 

 
 

3.2 Mixed format of completing risk assessments on NerveCentre and switching to 
Nursing Holistic assessment to complete individualised care plans. 
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3.3 Organisational pressures that impact on trends, including workforce numbers, skill 

mix, patient flow and patient acuity. There is a review of the Safe Care system in 
progress to consider the use of red flags and to support more detailed recording of 
acuity and dependency whilst ensuring that those area where organisational 
pressures may impact on direct care time and subsequently falls are supported. 
 

3.4 Staffing levels to meet the patients need during the shift (Early, Late or Night) was 
not met in seven of the ten incidents, as per the below graph obtained from safe care 
data.   

 
 

 
 

 
3.5 The plans to have a system wide (CFT and RCHT) dementia and delirium 

assessment established on NerveCentre are on hold and could be implemented 
sometime in the new-year following bed management module. However this will be 
discussed at the next NerveCentre Steering Group to establish if this can be 
incorporated into the digital assessments in line with other assessments.  
 

3.6 In response to the COVID-19 pandemic some wards have been reconfigured with 
those wards previously designated for elective surgical patients accepting patients 
with acute medical conditions. The environment in some areas e.g. Surgical 
Admission Lounge (SAL) is less suitable to care for patients with dementia than 
wards such as Kerensa ward which has been remodelled to facilitate the care of an 
aging patient group. To address this, the Kings Fund Ward Dementia Friendly tool 
will be utilised to assess the environment on SAL by the end of September. 

 
 

4. Recommendations  
 

4.1It is recommended that all risk assessments (on Nervecentre) and required care plans 
in Nursing Holistic Assessment (paper) to be completed within 4 hours of transfer to 
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ward (currently this is 12 hours and the change would be in line with most Trusts 
across the South-West Falls Network), every 72 hours thereafter and after an 
incident; 
 

4.2 Implementation of a multifactorial falls risk assessment in line with NICE Clinical 
guidelines, which will aid in the creation of an individualised multifactorial intervention 
plan.  The previous multifactorial falls risk assessment was integrated into the holistic 
assessment two years ago as part of the Trust wide review of nursing 
documentation. 
 

4.3 Implementation of a dementia and delirium assessment that produces a supportive 
individualised patient care plan that complements the cognitive component of the 
multifactorial falls intervention. 
 

4.4 Trust wide teaching for all clinical staff who are in contact with patients with dementia 
on the use of the delirium assessment 4A’s Test (4AT).  Improved awareness and 
early diagnosis of delirium will improve patient care; reduce duration of confusion one 
of leading factors for inpatient falls. 

 
4.5 There is a need to strengthen the interventions around continence and mobility where 

there is a falls risk associated with toileting. An integrated CFT and RCHT task and 
finish group managing toileting needs is currently gathering volunteers to review this 
high risk of falls and harm factor. The Falls Work Stream Group was due to meet on 
21September 2020 however this was cancelled as it coincided with falls prevention 
week. A meeting has now been scheduled for 5 October 2020. 

 
4.6 Implement an authorisation of out of hours transfer document with corresponding 

supportive care plan should it be in the patient’s medical best interest, this will aim to 
reduce out of hours transfers for patients with dementia or delirium as per Trust’s 
Dementia Care Policy [3].  A draft document is ready and due to be trialled on a 
number of wards across RCHT and CFT the week beginning the 14 September 2020. 

 
4.7 Wards that are not achieving the Trusts target of reducing total falls by 10% and 

harms by 20% will be supported by the Improvement Practitioner for Falls, Dementia 
and Delirium to investigate and analyse the causes and develop actions accordingly.  
The Ward Leaders will then present the review and findings to their respective 
matrons and the Lead Nurse for Quality, Safety and Innovation.  This proposal to 
improve accountability and sustain falls prevention interventions will be discussed at 
the next Falls Work Stream Group on 9 September 2020. 

 
4.8 NerveCentre to provide a summary of which care plans are required to be completed 

in the Nursing Holistic Assessment based on the questions answered. 
 

4.9 Full review of the Enhanced Care Policy, application of SCNT ensuring that all senior 
nurse leaders are able to apply the domains in a consistent manner to reduce 
unwanted variation; review of the current ward templates and the roll out of the 
Activities Co-ordinators. This is being led by the Deputy Directors of Nursing, 
Midwifery and Allied Health Professionals and the Associate Director of Mental 
Health and Learning Disabilities. 
 

4.10  Provide an additional communication to all members of staff reiterating the standard 
for commode use and risk assessment and interventions of continence to reduce risk 
of falls. 
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4.11  To ensure wards that were previously designated to care for elective surgical 
patients and are now receiving patients with acute medical conditions are adapted to 
provide safe environments for patients with dementia, a high risk group for inpatient 
falls.  A King’s Fund ‘Is your ward dementia friendly assessment?’ will be completed 
to assess flooring, lighting, furniture and fittings such as hand holds that could affect 
patients' risk of falling and to ensure any identified risks are addressed (NICE 
guidance 161).    

 
 
5 Next Steps 

 
6.1 Recommendations (5.2, 5.3, 5.4, 5.5, and 5.6) already form part of the integrated CFT 

and RCHT Falls Prevention Improvement Plan or the RCHT Improvement Delivery 
Plan – Dementia Care. Recommendation 5.1 was accepted by Heads of Nursing and 
will be discussed/agreed at next NerveCentre meeting on 13 October 2020.  
Recommendation 5.7 will be discussed with Falls Work Stream Group on 5 October 
2020 (the initially meeting on 9 September 2020 did not meet quorum and was re-
scheduled), if approved this will be trialled on selected wards before implementing 
Trust wide.  Recommendation 5.8 is currently being investigated and tested by 
NerveCentre Practitioners; they plan to report findings on 13 October 2020.  

 
6.2 The Falls Improvement Work Stream Group will continue to analyse the time, place 

and circumstances of falls and serious injuries, looking for common themes, and use 
proven methods for changing practice to ensure improved falls prevention activities. 

 
6.3  A further thematic review will be carried out on any falls resulting in moderate/severe 

harm that have occurred between August 2020 – January 2021 to see if there have 
been improvements or if the same themes are still occurring which may require 
changes to the Integrated CFT and RCHT Falls Prevention Improvement Plan. 

 
6.4 Outcome of the review outlined in 5.9. This has been commissioned by the Joint 

Director of Nursing, Midwifery and Allied Health Professionals and will be formally 
agreed on completion at The Director of Nursing, Midwifery and Allied Health 
Professionals Clinical Cabinet. 
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EXECUTIVE SUMMARY 
Meeting: QUALITY ASSURANCE COMMITTEE Date: 27.10.20 
Report Title: Emergency Preparedness, Resilience 

and Response (EPRR) Core Standards 
Assurance Process 2020 

Agenda Item: 12 

Author: Matthew Overton (Emergency Planning Lead) 
Executive Lead: Susan Bracefield (Chief Operating Officer – Accountable Emergency 

Officer for EPRR) 

Alignment to Strategic Objectives 
BRILLIANT CARE - Always providing safe, effective and compassionate 
care, where we listen and learn to provide an excellent patient experience 
and reduce avoidable harm. 

X 

BRILLIANT IMPROVEMENT - Instilling a culture of quality improvement 
where everyone feels empowered to make changes for the benefit of our 
patients. 

X 

BRILLIANT PEOPLE - Working together in a supportive environment to 
attract, develop and retain brilliant people. 

X 

Purpose of the Report 
Approve Discuss Note X 
This report would normally update from the EPRR Committee but this meeting has not taken 
place due to nearly all related EPRR activity being consumed into the Covid-19 command 
and control mechanism. Therefore this report will solely focus on the EPRR Core Standards 
Assurance Process for 2020.  

Consultation – other meetings discussed with and outcome of discussion: 
None 

Summary of key points 
NHS Trusts are designated as Category 1 Responders under the Civil Contingencies Act 
(2004) and are required to undertake a self-assessment against the core standards as set 
out in the NHS England EPRR Core Standards Matrix. 
The EPRR Core Standards Assurance Process 2020 is a shortened version of the normal 
process due to Covid-19. RCHT is intending to submit a fully compliant statement by 31st 
October 2020. 
What is the key question(s) for the meeting to consider? 
None 

Key risks 
None 

Recommendations and reasons 
The Committee is recommended to: 

o Note the intended fully complaint submission based on the assurance provided in
the main body of this report.

Equality and Diversity 
Statement 

The NHS EPRR Core Standards according to NHS England / 
Improvement “give due regard to the need to eliminate 
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discrimination, harassment and victimisation, to advance 
equality of opportunity, and to foster good relations between 
people who share a relevant protected characteristic (as cited 
under the Equality Act 2010) and those who do not share it; and 
given regard to the need to reduce inequalities between 
patients in access to, and outcomes from healthcare services 
and to ensure services are provided in an integrated way where 
this might reduce health inequalities.”  

Environmental 
considerations 

No direct implications. 
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Emergency Preparedness, Resilience and Response (EPRR) Core Standards 
Assurance Process 2020  

1. Purpose

The NHS England Core Standards for Emergency Preparedness, Resilience and 
Response (EPRR) are the minimum standards which NHS organisations and providers 
of NHS funded care must meet. 

Royal Cornwall Hospitals NHS Trust is required annually to assess its performance 
against the Assurance Framework and issue a position statement against the set 
criteria. The 2020 assurance process has been shortened to recognise the pressure 
that EPRR colleagues are under in dealing with Covid-19.  

2. Background and Links to Previous Papers

The 2019 Assurance Process had 63 outcomes (listed in appendix A) that related to
acute hospital provider compliance and due to the shortened process these outcomes
have been rolled over to apply in 2020. In 2019 Royal Cornwall Hospitals NHS Trust
was assessed as being ‘Substantially’ compliant against the Framework this was due to
having 2 partially met (amber) outcomes detailed below. This substantially compliant
statement was presented to Trust Board.

3. Executive Summary

RCHT is intending to submit a fully compliant statement by 31st October 2020.

4. Areas of Risk

The EPRR Core Standards Assurance Process 2020 covers 3 core elements.

A) Progress of partially or non-compliant organisations.

The 2 partially compliant areas from the 2019 assurance process are now fully 
compliant. One was that at least 50% of Directors on Call have completed the 
mandated Strategic Leadership in a Crisis course within the last 3 years. The other was 
that the current Major Incident (MX) patient ID numbers were not non-sequentially 
unique and therefore did not meet Patient Safety Alert ref. no: NHS/PSA/RE/2018/008 
December 2018.   

B) A statement outlining whether local knowledge and intelligence suggests there has
been any change to the organisations EPRR Core Standards compliance, whether
positive or negative. This should be based on existing knowledge and does not
require a full assessment of the EPRR Core Standards.

Due to responding to Covid-19 along with other incidents within the Trust such as the 
telephony outage at SMH, St Ives Hazmat Decontamination Incident and Evacuation of 
Roskear/Wellington Ward RCHT would be fully compliant.   

C) The identification and application of learning from the first wave of the COVID-19
pandemic
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 On the 30th September the Trust conducted a Covid-19 Interim 1st Phase Debrief, the 
minutes from this debrief are currently nearing 4inalization. These minutes contain 
actions for taking forward and have been incorporated into Winter Planning 
arrangements.  
 

5. Link to Trust Objectives and Corporate/Board Assurance Framework Risks  
 
N/A    
 
6. Governance  
 

NHS EPRR Core Standards Assurance forms part of the NHS Standard Contract and 
the NHS Trust is a designated Category 1 responder under the Civil Contingencies Act 
(2004).  

 
7. Responsibility 
 
 The EPRR Committee will meet on the 20th October to recommence monitoring non-

Covid related EPRR issues. This Committee will be chaired by Susan Bracefield as 
AEO or her deputy Robin Jones and the committee will recommence reporting back to 
QAC on a regular basis. The meeting on the 20th is going to review the 
Roskear/Wellington Evacuation, this EPRR Core Standards Assurance Process, 
changes to the Escalation Triggers, Severe Weather Preparedness and the St Ives 
Hazmat Decontamination Incident.  

 
8. Recommendations 
 
Note the intended fully complaint submission based on the assurance provided in the main 
body of this report. 
 
Name and Title of Author: Matthew Overton, Emergency Planning Lead 
Date: 13th October 2020 
 
Appendix A – Full list of EPRR Core Standards  
 
Senior 
Leadership 

The organisation has appointed an Accountable Emergency Officer 
(AEO) responsible for Emergency Preparedness Resilience and 
Response (EPRR). This individual should be a board level director, 
and have the appropriate authority, resources and budget to direct 
the EPRR portfolio. A non-executive board member, or suitable 
alternative, should be identified to support them in this role. 

EPRR Policy 
Statement  

The organisation has an overarching EPRR policy statement. 
 
This should take into account the organisations:  
• Business objectives and processes 
• Key suppliers and contractual arrangements 
• Risk assessment(s)  
• Functions and / or organisation, structural and staff changes. 
 
The policy should:  
• Have a review schedule and version control 
• Use unambiguous terminology 
• Identify those responsible for ensuring policies and arrangements 
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are updated, distributed and regularly tested 
• Include references to other sources of information and supporting 
documentation. 

EPRR board 
reports 

The Chief Executive Officer / Clinical Commissioning Group 
Accountable Officer ensures that the Accountable Emergency Officer 
discharges their responsibilities to provide EPRR reports to the Board 
/ Governing Body, no less frequently than annually.  
 
These reports should be taken to a public board, and as a minimum, 
include an overview on:  
• training and exercises undertaken by the organisation 
• summary of any business continuity, critical incidents and major 
incidents experienced by the organisation 
• lessons identified from incidents and exercises 
• the organisation's compliance position in relation to the latest NHS 
England EPRR assurance process. 

EPRR work 
programme 

The organisation has an annual EPRR work programme, informed 
by:  
• lessons identified from incidents and exercises  
• identified risks  
• outcomes of any assurance and audit processes.  

EPRR Resource The Board / Governing Body is satisfied that the organisation has 
sufficient and appropriate resource, proportionate to its size, to 
ensure it can fully discharge its EPRR duties. 

Continuous 
improvement 
process 

The organisation has clearly defined processes for capturing learning 
from incidents and exercises to inform the development of future 
EPRR arrangements.  

Risk assessment The organisation has a process in place to regularly assess the risks 
to the population it serves. This process should consider community 
and national risk registers.   

Risk 
Management 

The organisation has a robust method of reporting, recording, 
monitoring and escalating EPRR risks.  

Collaborative 
planning 

Plans have been developed in collaboration with partners and service 
providers to ensure the whole patient pathway is considered. 

Critical incident In line with current guidance and legislation, the organisation has 
effective arrangements in place to respond to a critical incident (as 
defined within the EPRR Framework). 

Major incident In line with current guidance and legislation, the organisation has 
effective arrangements in place to respond to a major incident (as 
defined within the EPRR Framework). 

Heatwave In line with current guidance and legislation, the organisation has 
effective arrangements in place to respond to the impacts of 
heatwave on the population the organisation serves and its staff. 

Cold weather In line with current guidance and legislation, the organisation has 
effective arrangements in place to respond to the impacts of snow 
and cold weather (not internal business continuity) on the population 
the organisation serves. 

Pandemic 
influenza 

In line with current guidance and legislation, the organisation has 
effective arrangements in place to respond to pandemic influenza.  
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Infectious 
disease 

In line with current guidance and legislation, the organisation has 
effective arrangements in place to respond to an infectious disease 
outbreak within the organisation or the community it serves, covering 
a range of diseases including High Consequence Infectious Diseases 
such as Viral Haemorrhagic Fever.  These arrangements should be 
made in conjunction with Infection Control teams; including supply of 
adequate FFP3 and PPE trained individuals commensurate with the 
organisational risk.  

Mass 
countermeasures 

In line with current guidance and legislation, the organisation has 
effective arrangements in place to distribute Mass Countermeasures 
- including arrangement for administration, reception and distribution 
of mass prophylaxis and mass vaccination.  
 
There may be a requirement for Specialist providers, Community 
Service Providers, Mental Health and Primary Care services to 
develop or support Mass Countermeasure distribution arrangements. 
Organisations should have plans to support patients in their care 
during activation of mass countermeasure arrangements.  
 
CCGs may be required to commission new services to support mass 
countermeasure distribution locally, this will be dependent on the 
incident. 

Mass Casualty  In line with current guidance and legislation, the organisation has 
effective arrangements in place to respond to mass casualties. For 
an acute receiving hospital this should incorporate arrangements to 
free up 10% of their bed base in 6 hours and 20% in 12 hours, along 
with the requirement to double Level 3 ITU capacity for 96 hours (for 
those with level 3 ITU bed). 

Shelter and 
evacuation 

In line with current guidance and legislation, the organisation has 
effective arrangements in place to shelter and/or evacuate patients, 
staff and visitors. This should include arrangements to shelter and/or 
evacuate, whole buildings or sites, working in conjunction with other 
site users where necessary.    

Lockdown In line with current guidance and legislation, the organisation has 
effective arrangements in place to safely manage site access and 
egress for patients, staff and visitors to and from the organisation's 
facilities. This should include the restriction of access / egress in an 
emergency which may focus on the progressive protection of critical 
areas.  

Protected 
individuals 

In line with current guidance and legislation, the organisation has 
effective arrangements in place to respond and manage 'protected 
individuals'; Very Important Persons (VIPs), high profile patients and 
visitors to the site.  

Excess death 
planning 

The organisation has contributed to, and understands, its role in the 
multiagency arrangements for excess deaths and mass fatalities, 
including mortuary arrangements. This includes arrangements for 
rising tide and sudden onset events. 

On-call 
mechanism 

A resilient and dedicated EPRR on-call mechanism is in place 24 / 7 
to receive notifications relating to business continuity incidents, 
critical incidents and major incidents.  
This should provide the facility to respond to or escalate notifications 
to an executive level.    
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Trained on-call 
staff 

On-call staff are trained and competent to perform their role, and are 
in a position of delegated authority on behalf of the Chief Executive 
Officer / Clinical Commissioning Group Accountable Officer.  
The identified individual:   
• Should be trained according to the NHS England EPRR 
competencies (National Occupational Standards)  
• Can determine whether a critical, major or business continuity 
incident has occurred 
• Has a specific process to adopt during the decision making  
• Is aware who should be consulted and informed during decision 
making  
• Should ensure appropriate records are maintained throughout. 

EPRR exercising 
and testing 
programme  

The organisation has an exercising and testing programme to safely 
test major incident, critical incident and business continuity response 
arrangements. 
Organisations should meet the following exercising and testing 
requirements:  
• a six-monthly communications test 
• annual table top exercise  
• live exercise at least once every three years 
• command post exercise every three years. 
The exercising programme must: 
• identify exercises relevant to local risks 
• meet the needs of the organisation type and stakeholders 
• ensure warning and informing arrangements are effective. 
Lessons identified must be captured, recorded and acted upon as 
part of continuous improvement.  

Strategic and 
tactical 
responder 
training 

Strategic and tactical responders must maintain a continuous 
personal development portfolio demonstrating training in accordance 
with the National Occupational Standards, and / or incident / exercise 
participation  

Incident Co-
ordination Centre 
(ICC)  

The organisation has a pre-identified Incident Co-ordination Centre 
(ICC) and alternative fall-back location(s). Both locations should be 
annually tested and exercised to ensure they are fit for purpose, and 
supported with documentation for its activation and operation. 

Access to 
planning 
arrangements 

Version controlled, hard copies of all response arrangements are 
available to relevant staff at all times. Staff should be aware of where 
they are stored and should be easily accessible.   

Management of 
business 
continuity 
incidents 

In line with current guidance and legislation, the organisation has 
effective arrangements in place to respond to a business continuity 
incident (as defined within the EPRR Framework).  

Loggist The organisation has 24 hour access to a trained loggist(s) to ensure 
decisions are recorded during business continuity incidents, critical 
incidents and major incidents.  Key response staff are aware of the 
need for keeping their own personal records and logs to the required 
standards. 

Situation Reports The organisation has processes in place for receiving, completing, 
authorising and submitting situation reports (SitReps) and briefings 
during the response to business continuity incidents, critical incidents 
and major incidents.   

Page 407 of 522



8 
 

Access to 
'Clinical 
Guidelines for 
Major Incidents 
and Mass 
Casualty events’ 

Key clinical staff (especially emergency department) have access to 
the ‘Clinical Guidelines for Major Incidents and Mass Casualty 
events’ handbook. 

Access to ‘CBRN 
incident: Clinical 
Management and 
health 
protection’ 

Clinical staff have access to the PHE ‘CBRN incident: Clinical 
Management and health protection’ guidance.  

Communication 
with partners and 
stakeholders  

The organisation has arrangements to communicate with partners 
and stakeholder organisations during and after a major incident, 
critical incident or business continuity incident. 

Warning and 
informing 

The organisation has processes for warning and informing the public 
(patients, visitors and wider population) and staff during major 
incidents, critical incidents or business continuity incidents. 

Media strategy The organisation has a media strategy to enable rapid and structured 
communication with the public (patients, visitors and wider 
population) and staff. This includes identification of and access to a 
trained media spokespeople able to represent the organisation to the 
media at all times. 

LRHP attendance  The Accountable Emergency Officer, or an appropriate director, 
attends (no less than 75% annually) Local Health Resilience 
Partnership (LHRP) meetings. 

LRF / BRF 
attendance 

The organisation participates in, contributes to or is adequately 
represented at Local Resilience Forum (LRF) or Borough Resilience 
Forum (BRF), demonstrating engagement and co-operation with 
partner responders.  

Mutual aid 
arrangements 

The organisation has agreed mutual aid arrangements in place 
outlining the process for requesting, coordinating and maintaining 
mutual aid resources. These arrangements may include staff, 
equipment, services and supplies.  
These arrangements may be formal and should include the process 
for requesting Military Aid to Civil Authorities (MACA) via NHS 
England. 

Information 
sharing  

The organisation has an agreed protocol(s) for sharing appropriate 
information with stakeholders, during major incidents, critical 
incidents or business continuity incidents. 

BC policy 
statement 

The organisation has in place a policy which includes a statement of 
intent to undertake business continuity.  This includes the 
commitment to a Business Continuity Management System (BCMS) 
in alignment to the ISO standard 22301. 

BCMS scope and 
objectives  

The organisation has established the scope and objectives of the 
BCMS in relation to the organisation, specifying the risk management 
process and how this will be documented. 

Business Impact 
Assessment  

The organisation annually assesses and documents the impact of 
disruption to its services through Business Impact Analysis(s). 

Data Protection 
and Security 
Toolkit 

Organisation's Information Technology department certify that they 
are compliant with the Data Protection and Security Toolkit on an 
annual basis.  
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Business 
Continuity Plans  

The organisation has established business continuity plans for the 
management of incidents. Detailing how it will respond, recover and 
manage its services during disruptions to: 
• people 
• information and data 
• premises 
• suppliers and contractors 
• IT and infrastructure 
These plans will be reviewed regularly (at a minimum annually), or 
following organisational change, or incidents and exercises. 

BCMS 
monitoring and 
evaluation  

The organisation's BCMS is monitored, measured and evaluated 
against established Key Performance Indicators. Reports on these 
and the outcome of any exercises, and status of any corrective action 
are annually reported to the board. 

BC audit The organisation has a process for internal audit, and outcomes are 
included in the report to the board. 

BCMS 
continuous 
improvement 
process 

There is a process in place to assess the effectiveness of the BCMS 
and take corrective action to ensure continual improvement to the 
BCMS.  

Assurance of 
commissioned 
providers / 
suppliers BCPs  

The organisation has in place a system to assess the business 
continuity plans of commissioned providers or suppliers; and are 
assured that these providers business continuity arrangements work 
with their own.  

Telephony 
advice for CBRN 
exposure 

Key clinical staff have access to telephone advice for managing 
patients involved in CBRN incidents. 

HAZMAT / CBRN 
planning 
arrangement  

There are documented organisation specific HAZMAT/ CBRN 
response arrangements. 
 

HAZMAT / CBRN 
risk assessments  

HAZMAT/ CBRN decontamination risk assessments are in place 
appropriate to the organisation. 
This includes:  
• Documented systems of work 
• List of required competencies 
• Arrangements for the management of hazardous waste. 

Decontamination 
capability 
availability 24 /7  

The organisation has adequate and appropriate decontamination 
capability to manage self-presenting patients (minimum four patients 
per hour), 24 hours a day, 7 days a week.  

Equipment and 
supplies 

The organisation holds appropriate equipment to ensure safe 
decontamination of patients and protection of staff. There is an 
accurate inventory of equipment required for decontaminating 
patients.  

PRPS availability  The organisation has the expected number of PRPS (sealed and in 
date) available for immediate deployment. 
There is a plan and finance in place to revalidate (extend) or replace 
suits that are reaching their expiration date. 
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Equipment 
checks  

There are routine checks carried out on the decontamination 
equipment including:  
• PRPS Suits 
• Decontamination structures  
• Disrobe and rerobe structures 
• Shower tray pump 
• RAM GENE (radiation monitor)  
• Other decontamination equipment. 
There is a named individual responsible for completing these checks  

Equipment 
Preventative 
Programme of 
Maintenance 

There is a preventative programme of maintenance (PPM) in place 
for the maintenance, repair, calibration and replacement of out of 
date decontamination equipment for:  
• PRPS Suits 
• Decontamination structures 
• Disrobe and rerobe structures 
• Shower tray pump 
• RAM GENE (radiation monitor) 
• Other equipment  

PPE disposal 
arrangements  

There are effective disposal arrangements in place for PPE no longer 
required, as indicated by manufacturer / supplier guidance. 

HAZMAT / CBRN 
training lead  

The current HAZMAT/ CBRN Decontamination training lead is 
appropriately trained to deliver HAZMAT/ CBRN training 

Training 
programme 

Internal training is based upon current good practice and uses 
material that has been supplied as appropriate. Training programmes 
should include training for PPE and decontamination.  

HAZMAT / CBRN 
trained trainers  

The organisation has a sufficient number of trained decontamination 
trainers to fully support its staff HAZMAT/ CBRN training programme.  

Staff training – 
decontamination 

Staff who are most likely to come into contact with a patient requiring 
decontamination understand the requirement to isolate the patient to 
stop the spread of the contaminant. 

FFP3 access Organisations must ensure staff who may come into contact with 
confirmed infectious respiratory viruses have access to, and are 
trained to use, FFP3 mask protection (or equivalent) 24/7.   

EPRR Training  The organisation carries out training in line with a training needs 
analysis to ensure staff are competent in their role. 

Mass Casualty - 
patient 
identification 

The organisation has arrangements to ensure a safe identification 
system for unidentified patients in an emergency /mass casualty 
incident. This system should be suitable and appropriate for blood 
transfusion, using a non-sequential unique patient identification 
number and capture patient sex. 
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Meeting: TRUST BOARD IN PUBLIC Date: 05.11.20 
Report Title: Freedom to speak up Bi-Annual 

Report 
Agenda Item: 17 

Author: Joanne Burton, Freedom to Speak Up Guardian 
Executive Lead: Kerry Eldridge, Director of People and OD and Exec Lead for 

Freedom to Speak Up 
 
Alignment to Strategic Objectives Tick box(es) 
BRILLIANT CARE - Always providing safe, effective and compassionate 
care, where we listen and learn to provide an excellent patient experience 
and reduce avoidable harm. 

x 

BRILLIANT IMPROVEMENT - Instilling a culture of quality improvement 
where everyone feels empowered to make changes for the benefit of our 
patients. 

x 

BRILLIANT PEOPLE - Working together in a supportive environment to 
attract, develop and retain brilliant people. 

x 

  
Purpose of the Report  
Approve  x Discuss x Note  
  
Consultation – other meetings discussed with and outcome of discussion: 
Bi-Annual reports on Freedom to speak up matters are routinely reported to the People and 
Organisational committee prior to board reporting every quarter. This report focuses on April-
September 2020. 
  
Summary of key points  
• During April-September there have been 82 concerns raised 
• 50 of these concerns have been raised on the ‘work in confidence app’(anonymous) 
• 32 of these concerns have been raised directly with the Guardian. 
• Nurses and admin staff have raised the most concerns  
• Staff and patient safety along with behaviours and cultural issues are the categories of 

concern most frequently raised. 
• There are now 42 trained freedom to speak up champions who are based over all 3 of 

our hospital sites and represent our diverse range of colleagues. 
• St Michaels Hospital and the corporate care group have the most concerns raised over 

the previous 6 months 
What is the key question(s) for the meeting to consider? 
Are we creating a culture supportive of speaking up, where all staff promote and encourage 
colleagues to raise concerns at the earliest opportunity, and regard speaking up as a 
positive opportunity for learning and improvement?  
  
Key risks 
The organisation risks not receiving the concerns of staff in certain groups if they do not feel 
safe and supported in raising concerns and worry about detriment if they speak up. This 
could have a direct impact on patient care and the experience of staff at work. 
  
Recommendations and reasons  
The Board is recommended to 
• receive the report and note the issues raised 
• agree to receive the report straight to Trust Board in future   
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Equality and Diversity 
Statement 

This paper is particularly relevant to the delivery of Equality and 
diversity in that Freedom to speak up relies upon a fair and 
open culture that supports all staff, including those with 
protected characteristics to speak up. 

Environmental 
considerations 

No direct implications. 

1. Purpose

The purpose of this report is to give an update on Freedom to speak up over all three of the 
hospital sites. This update includes how many concerns are being raised, the categories of 
those concerns and the staff groups and care group where colleagues raising concerns are 
based. The report will also give an update on Speaking up during the pandemic and the 
‘Work in confidence’ App which was introduced in May, our new team of Freedom to Speak 
up champions and ongoing cultural work across the organization. 

2. Background and Links to Previous Papers

• The external review by the National Guardians office
• The action plan resulting from that review (signed off at June 2020 board

meeting)
• The quarterly report to trust board
• The internal audit (April2017-April 2019)

3. Executive Summary

Throughout April-September a total of 82 concerns have been raised, 50 of these
concerns have been raised on our anonymous ‘work in confidence app, the remaining 32
concerns have been raised directly with the Guardian. During this period nurses and
admin workers are the staff groups raising the most concerns. During April relationships
and behaviours were the most common concerns raised ,in May concerns around staff
and patient safety were raised, the majority of these concerns had a direct link to the
Coronavirus pandemic, e.g. social distancing. Again during June the majority of cases
were linked to staff safety and themes of risk assessments and distancing. During July,
August and September behaviour and relationship issues occurred most frequently. St
Michaels Hospital and the corporate care group have the most concerns raised
over the previous 6 months; there are active interventions ongoing in both of
these areas to address the concerns raised.
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Throughout the Covid -19 pandemic there has been increased communication regarding 
health and well-being and this has included information on speaking up .The Freedom to 
Speak up service continues to thrive using face to face meetings , phone conversations and 
video calls where appropriate. The Guardian continues to work in an informal way using 
facilitated conversations to often resolve issues and help colleagues form healthier 
relationships with each other. We have been successfully supporting several colleagues to 
have ‘difficult conversations ‘with their direct line managers. The Guardian continues to work 
closely with the Organizational Development team on themes that emerge in departments, 
the aim being to improve colleagues working environment and safeguard patient care. The 
Guardian will now focus on extending this reach into the Governance and Corporate nursing 
teams. 
 
The Guardian has trained a variety of champions who represent all of our staff groups. 
Weekly Bios are now being communicated for each champion complete with a photo and 
contact details and some friendly information to promote and engage colleagues with this 
supportive team. The guardian has noted an increase in referral of cases from champions, 
during September.  Our Black and Minority ethnic lead Edward was amongst those being 
trained and will bring great insight and knowledge to the team, leading the support for our 
BAME staff. The Freedom to Speak up team currently meet on a monthly basis, to exchange 
ideas and provide a healthy space for discussion. Ideas have been shared for National 
speak up month in October.   
 
During September the interviews took place for the permanent Guardian position and an 
appointment was made.  Regular support for the Guardian at Cornwall Foundation Trust has 
commenced, as well as mentoring some of the newly appointed Guardians in the South 
West region.  
 
The anonymous ‘work in confidence’ App introduced in May2020 is being well used by a 
variety of staff groups. It provides colleagues with a choice of responders to raise their 
concerns with. Concerns are dealt with in a timely way, as responders are notified by email 
and text message when a concern is awaiting their response. We assume that the number of 
increased anonymous cases may mean colleagues are worried that they may suffer 
detriment as a result of raising concerns. If detriment does occur they will be much less likely 
to speak up again, this has the potential to negatively affect the culture around speaking up 
and the persons work experience potentially effecting patient care. Our culture needs to be 
one whereby all staff feel safe to raise concerns without a fear of detriment. 
 
To achieve this we need all staff to promote and live by a culture where speaking up is 
business and usual, and concerns raised are seen as a positive step forward bringing rich 
information to help us grow as an organisation and improve the care we give to patients and 
the care we also show our colleagues. Training and positive reinforcement for management 
level colleagues in speaking up is essential, responding in a timely way and giving regular 
feedback is crucial to success. In recognition of this, specific learning from the National 
Guardians Office is s soon to be provided. We promote and educate on freedom to speak up 
at induction, mandatory training and during the managers passport and the brilliant sessions 
, we need all colleagues to be given the message on day one of their journey that speaking 
up is encouraged and a valued part of our day to day work. 
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• Freedom to Speak Up Data April to September 2020 
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4. Areas of Risk 

 
• Fear of detriment may prevent colleagues from raising concerns; this could affect 

wellbeing at work, morale, retention and have a direct impact on patient care. 
• Experiencing detriment as a result of speaking up could negatively affect the 

reputation of Freedom to Speak up leading to a culture which does not trust and 
support speaking up. 

• Feeling unsafe to speak up can negatively impact on colleagues work experience 
and also on patient care/ safety which would indicates that the culture at RCHT is not 
supportive of speaking up in all areas. 

• Reputational risk for RCHT should colleagues not feel able to raise concerns 
internally and raise them with external agencies including our regulators. 

 
5. Link to Trust Objectives and Corporate/Board Assurance Framework Risks  
 
Freedom to speak up links directly to the Organisational development plan and supports the 
‘well led ‘domain’ of assessment by the Care Quality Commission.  
 
6. Governance  
 
Data regarding number of cases, categories of concern, and staff groups is submitted to the 
National Guardians Office on a quarterly basis. 
 
7. Responsibility 
 
Operational lead - Joanne Burton, Freedom to speak up Guardian 
Executive Lead - Kerry Eldridge, Director of People and Organisational Development 
 
8. Recommendations 
 
To receive the reported data from April-September 2020 and approve the approach 
described to manage and mitigate the risks identified. 
 
Name and Title of Author: Joanne Burton Freedom to Speak up Guardian 
Date: October 2020 
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EXECUTIVE SUMMARY 
Meeting: TRUST BOARD IN PUBLIC Date: 05.11.20 
Report Title: 2020/21 Q1 Guardian of Safe Working 

Report 
Agenda Item: 18 

Author: Dr Jon Stratton, Guardian of Safe Working 
Executive Lead: Allister Grant, Medical Director 
 
Alignment to Strategic Objectives Tick box(es) 
BRILLIANT CARE - Always providing safe, effective and compassionate 
care, where we listen and learn to provide an excellent patient experience 
and reduce avoidable harm. 

 

BRILLIANT IMPROVEMENT - Instilling a culture of quality improvement 
where everyone feels empowered to make changes for the benefit of our 
patients. 

 

BRILLIANT PEOPLE - Working together in a supportive environment to 
attract, develop and retain brilliant people. 

x 

  
Purpose of the Report  
Approve   Discuss  Note x 
To update the board on the RCHT’s compliance with the terms of the junior doctor contract 
and present data on exception report activity. 
  
Consultation – other meetings discussed with and outcome of discussion: 
• Junior doctors forums 

• Guardians meeting  

• Medical Director Engagement sessions 

• Ongoing communication and engagement with management teams 

  
Summary of key points  
This report covers quarter 2 2020/21 (July to September). No significant issues have 
surfaced. Updates on historic issues have been provided. 
 
What is the key question(s) for the meeting to consider? 
Is there assurance that our junior doctors’ working environment is safe? Are there any 
additional actions the Trust needs to take to improve operational practice? 
  
Key risks 
There are no areas of high risk associated with junior doctors staffing. The actions that need 
to be addressed are in summary: 
 

• 1 in 3 weekend working 
• Automatic payment of activity following an exception report 
• Vacancies identified in 2021 
• Guardian office administrative support is required 
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Recommendations and reasons  
The Board is recommended to: 
• note and discuss the quarter 2 assurance report  
• note and recognise the work being achieved by HR and the Deputy Medical Director in 

resolving the weekend working issue 
 
 
Equality and Diversity 
Statement 

All aspects are considered  

Environmental 
considerations 

N/A 
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Quarterly Guardian report – Q2 2020 – Doctors and Dentists in Training 
 

 
1. Purpose 
 
This is a quarterly mandatory assurance report from The Guardian of Safe Working to reflect 
events and activities pertaining to junior doctor staffing. 
 
2. Background and Links to Previous Papers 
All junior doctors have a capability of raising exception reports or talking with the Guardian 
about issues related to their work and performance. This report summarises the exception 
reports and other activities the Guardian undertakes as part of his role. This report is linked 
to quarterly Guardian reports and the annual Guardian reports. 
 
3. Executive summary 
 
3.1 Summary: The second quarter of this year has generated relatively few exception 

reports. There have been no new significant issues since the last report.  
3.2 Specific issues this year and historic problems 

3.2.1 Weekend working frequency: Changes to the 2016 Contract that were 
implemented in October 2019 required all junior doctor Rotas to be rostered at a 
weekend frequency of no more than 1:3 from August 2020 UNLESS there was an 
overriding Clinical Reason for rotas to be maintained at a 1:2 level. Should a 1:2 
Rota persist, it must be regularly reviewed with an aim to achieve a 1:3 weekend 
frequency.  
The 2 main significant areas currently affected are ED and Medicine. ED have had 
4 of their required 8 posts granted by the vacancy group panel. Unfortunately they 
have only been able to recruit to 1 of these 4 and have been required to re-
advertise. The timing of the repeat round of recruitment means that they are more 
likely to be filled this time.    
In terms of the Medical Rotas, the Medical Staffing department has now reviewed 
the opportunities to adjust rotas shared between Acute and Specialty Medicine and 
it should be possible to create a new rota solution that will be 1:3 compliant. This is 
likely to be implemented by April 2021, if not before. 

3.2.2 Self-development time: F2s are allocated 2 hours a week from December. 
This was reduced from the initial 3 hours a week. 

3.2.4 Guardian support: The Trust’s Appraisal and Revalidation Manager was 
asked by the Medical Director’s Office to provide some administration support to 
create an automated payment system for GoSW fines after exception reporting. 
This has not come to fruition and other administrative support for the Guardian is 
still outstanding.  

 
3.3 Vacancies:  

The Trust has less junior medical posts vacant than previously – see table 3.6.3. There 
are 2 elements to consider here.  
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3.3.1 Existing gaps in training posts: There are less than ever before, and the 
vacancies for later on in the year are expected to fall even further as more recruitment 
rounds take place.  
3.3.2 Gaps in workforce plans to support the 1:3 weekend contractual requirements. A 
provisional rota was been written improving the medical rota to 1:2.4 weekends, and 
further work is almost completed to create a new staffing model that will improve this to 
1:3 weekend frequency. Medical staffing thinks this can be realised before April 2021. 
The ED rota has failed to achieve 1:3 due to the relatively late approval of some of the 
additional posts required and subsequent recruitment challenges. Once the approved 
posts have been recruited to, 4 more posts need approving.   
  

3.4 Exception reporting: There have been relatively few exception reports in this quarter. 
No immediate safety concerns. They have been discussed and the Guardian forum 
and no concerns have been highlighted from this. 

3.4.1  Immediate Safety concerns: There have been no immediate safety concerns 
this quarter 

3.4.2 Work schedule review: The orthopaedic registrars have reconfigured their 
working arrangements to build in a later finish for theatre days. 
 

3.5 Organisation and Administration:  For some time the Guardian has been asking or 
admin support to help with administration of his duties and payments for exception 
report work. This is still yet to be provided, and the Guardian continues to raise it as an 
issue. The Medical Director’s Office is requested to facilitate the provision of a funded 
and sustainable solution. 
 

3.6 Required High Level Summary Data  
 

Number of doctors in training (total): 328 

Number of doctors in training on 2016 TCS (total)*: 328 

Number of doctors not in Deanery training posts 

1) Clinical Fellows 39 

2) Trust doctors 67 

Total number of doctors able to exception report 
* Few doctors remain on old contract, higher ST’s and GP ST’s 

434 

Amount of time available in job plan for Guardian to do the role: 2PAs 

Admin support required by the Guardian: 0.04 WTE 

Amount of job-planned time for educational supervisors: 0.125 s per trainee 

 
Data showing responsibility of RCHT for junior doctors in clinical posts. 
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3.6.1 Raw data 
Exception reporting. Current year in detail. 
 

 
 
The most significant outlier is cardiology. There has been an issue with 1 individual in the 
rota with ramifications on to another. Unfortunately that junior did not exception report until 
September for IT reasons. The issue has been resolved and no further exception reports are 
being submitted.  
 
The T&O registrars have had a work schedule review, and have turned their rota back to the 
original rota, having been changed in the interim by the last set of registrars. Otherwise, all 
the reports are for extended shifts due to workload.  
 
 
3.6.2 Exception reports in the first 2 months – usually the highest number in the year 
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3.6.3  Remaining vacancies Aug 20 to Aug 21.  
 

 
This data does not include maternity / paternity leave and sick leave. 
 
Issues of concern are within this are 

• The registrar posts showing as a vacancy in the New Year have not all been 
allocated yet by the Deanery, and the expectation is they will reduce. 

• The medicine registrar rota is currently fine, but with registrars leaving in the New 
Year, there is expected to be pressure once again on this rota. 

Overall the vacancies are substantially less than previous years and considered to be 
the main reason for the reduced number of exception reports. 
 
 

3.6.4 Fines: No fines 
 

3.6.5 FOI requests: 1 FOI request 
1) Does your Trust use “Exception Reports” for doctors flag when day-to-day work 

varies significantly and/or regularly from the agreed work schedule?  
 

2) If so, how many exception reports were logged as raising an immediate safety in 
the 2019/20 financial year?  
For each occurrence please state  
(a) when the incident took place,  
(b) which Trust site did it relate to and  

  (c) provide a detailed, verbatim account of how the doctor described the concern 
 
 
Response as outlined in table below. Note these have all been discussed during 
previous Guardian reports. There are no current outstanding issues raised from these 
episodes. 
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3.7 Other information  
 
3.8 Regular meetings with the Medical Director and Deputy Medical Director continue. The 

Guardian has open access to all members of the executive board when required. 
 
4  Areas of high risk 
 
 
There are no areas of high risk associated with junior doctor staffing. The actions that need 
to be addressed are in summary 
 

• 1 in 3 weekend working contractual rota requirements 
 

• Automatic payment of activity following an exception report 
 

• Vacancies identified in 2021 
 

• Guardian office administrative support is required. 
 
 
5  Link to Trust Objectives and Corporate/Board Assurance Framework Risks  
 
Brilliant Care: 1.1: Provide care that is safe and avoids harm: 

Page 422 of 522



 

 
We have successfully recruited and continue to recruit to vacant posts and have backfilled 
with the recruitment of clinical fellows and international doctors across many specialities such 
that we have the smallest number of vacancies in the last 4 years. 
 
Brilliant Improvement: 3.1 Spend our money wisely: 
 
Successfully recruitment to vacant posts and backfill with the successful recruitment of 
clinical fellows will reduce our reliance on agency backfill and additional payments assisting 
the Trusts financial position. 
 
 
6 Responsibility 
 
The RCHT Guardian continues to work closely with the DME, MD, the DMD and HR on these 
issues. 
 
7  Recommendations 
 
The Board is asked to note and receive this report, and recognise the work being achieved 
by HR and the DMD resolving the weekend working issue.
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Appendix 4 

9 
 

Appendix 1 : Vacancies in posts before being filled by Clinical Fellows etc. 
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EXECUTIVE SUMMARY 
Meeting: TRUST BOARD IN PUBLIC Date: 05.11.20 
Report Title: Proposed Changes to Detailed 

Delegation Limits 
Agenda Item: 19 

Author: Adam Wheeldon, Deputy Director of Finance and Siân Millard, 
Company Secretary 

Executive Lead: Karl Simkins, Strategic Advisor for Finance to the Chief Executive 
 
Alignment to Strategic Objectives Tick box(es) 
BRILLIANT CARE - Always providing safe, effective and compassionate 
care, where we listen and learn to provide an excellent patient experience 
and reduce avoidable harm. 

X 

BRILLIANT IMPROVEMENT - Instilling a culture of quality improvement 
where everyone feels empowered to make changes for the benefit of our 
patients. 

X 

BRILLIANT PEOPLE - Working together in a supportive environment to 
attract, develop and retain brilliant people. 

X 

  
Purpose of the Report  
Approve  X Discuss  Note  
The purpose of this report is to propose amendments to Detailed Delegation Limits, as set 
out within the Trust’s Standing Orders, particularly to clarify decision-making authorities in 
relation to capital expenditure and enable efficient governance process.  
  
Consultation – other meetings discussed with and outcome of discussion: 
Discussed with Executive team 12 October 2020 and recommended for approval to the 
Board by Audit and Risk Assurance Committee on 15 October 2020  
  
Summary of key points  
In March 2020, in response to the pandemic, the Board passed an e-governance decision to 
make some amendments to the Scheme of Delegation (SoD) and quorum requirements for 
Committees. Changes to the detailed delegation limits are proposed as a result of learning 
through this period. 
 
The changes to the Detailed Delegation Limits are shown in track changes for transparency. 
There are a few minor typographical amendments and clarifications and the main bulk of the 
proposed changes relate to capital expenditure in terms of:  
 

• dealing with the approved capital programme,  
• spend outside of the capital programme, and  
• progressing schemes that we have been funded for but don’t have a business case 

behind them (e.g. as was the case for the Progressive Recovery Unit at October 
Board) 

 
The detailed delegations are proposed at Annex I and it is further suggested that where, for 
example, funding is bid and projects accepted onto the capital programme, that delegated 
authority be provided to the relevant officer of the Trust (Executive Director) to authorise 
spend up to £35 or £3m, whichever is greater, to enable swift action on pre-
works/authorisation to enter into Letters of Intent. Such delegation would be recorded by the 
Company Secretary and monitored by the Finance team, reporting any actions taken under 
such delegations to Finance and Performance Committee (and the Board) via the monthly 
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Finance Report. 
 
What is the key question(s) for the meeting to consider? 
Is the committee assured that the amendments proposed to Detailed Delegation Limits strike 
the appropriate balance between flexibility, efficiency and risk, with clear and effective 
controls?  
 
  
Key risks 
There is a heightened risk of breaches to delegations or of fraud if Detailed Delegation Limits 
are unclear or controls ineffective.  
  
Recommendations and reasons  
The Board is recommended to: 
• approve the proposed changes to Detailed Delegation Limits as set out 
• note that relevant delegations will be sought as appropriate to enable commitment of 

capital expenditure for preworks, up to a value of 3% of the total budget for the particular 
project or £3m, whichever is greater 

 
 
Equality and Diversity 
Statement 

Not applicable 

Environmental 
considerations 

No direct implications arising 
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Annex 3 – Detailed Delegation Limits 
Introduction 
The Detailed Delegation Limits outlined below should be read in conjunction with the Standing Orders of the Trust, and particularly the Scheme 
of Reservation and Delegation. 

The Limits outlined below represent the lowest level to which authority within the Trust is delegated. 

The Finance Department will maintain a register of authorised signatories and will require sample signatures to support the register. 

Upon appointment of new posts, the higher delegated authority must advise the new appointee of their delegated limit and this will be recorded 
as part of the Human Resources appointment process. Human Resources will inform the Finance Department officer responsible for the 
register of authorised signatories of the appointment and delegated limit and this will be recorded and a sample signature obtained. 

Delegated duties must be carried out in accordance with the Standing Orders of the Trust. 

Delegation to lower levels or to other officers is not permitted without the specific authority of the Chief Executive or Director of Finance. 

Levels of delegated authority are expressed as follows: 

Level A Chief Executive (or in their absence / Joint Director of Nursing, Midwifery and AHP or/ Director of Finance 
Level B Director of Finance / Deputy Director of Finance / Associate Directors of Finance / Deputy Chief Executive or 
equivalent 
Level C Director / Service Managers 
Level D Senior Manager 
Level E Budget Manager 
Level F Team Leader 

Higher levels of delegated authority have delegated authority for all lower levels of delegation. 

In the absence of the relevant delegated officer, authorisation should be delegated up to the next level. 
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  Level 
 

Trust 
Board 

A 
Chief 

Executive 

B 
DoF / DDoF 

/ DCE or 
equivalent 

C 
Director 

D 
Senior 

Manager 

E 
Budget 

Manager 

F 
Team 

Leader 

Notes 

REVENUE BUDGETS 
Approval of the Financial Plan. √ 

 
       

Responsibility to keep 
expenditure within budget. 

  Overall 
Financial 

Plan 

All other areas Care Group / 
Corporate 
Dept level 

Assigned Care 
Group / 

Corporate 
Dept 

Assigned 
budgets 

 

Management of reserves.   √          

Virements of budgets within 
Care Group / Corporate Dept. 

   Over £100,000 
per virement 

Up to 
£100,000 per 

virement 

Up to 
£100,000 per 

virement 

 Limits are per 
virement. 

BANKING 
Maintenance of bank accounts.     Financial 

Controller 
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  Level 
 

Trust 
Board/ 

Committee 

A 
Chief 

Executive 

B 
DoF / DDoF 

/ DCE or 
equivalent 

C 
Director 

D 
Senior 

Manager 

E 
Budget 

Manager 

F 
Team 

Leader 

Notes 

AUTHORISING REVENUE EXPENDITURE 
Expenditure as covered by 
delegated budgets. 

  Over 
£50,000 

Up to 
£50,000 

Up to 
£30,000 

Up to 
£2,500 

Up to 
£1,000 

 

Expenditure as covered by 
reserves - commitment to 
revenue expenditure.  

Trust 
Board: 

Over £1m 
 

Finance & 
Performance 
Committee: 
£0.5m to 

£1m 

Up to 
£0.5m 

following 
Executive 

Board 
Investme
nt Group 
approval 

Up to 
£0.5m 

following 
Executive 

BoardInves
tment 
Group 

approval 

 Up to 
£50,000 

following 
Care 

Group/ 
Corporate 

Dept 
Board 

approval 

  Values relate to annual costs and the 
approval of expenditure, not the 

physical signing of documents on behalf 
of the Trust. Please refer to the Trust’s 
revenue and capital approval process 
for details of the documentation and 
evidence required in relation to each 

commitment. 

Expenditure not covered by 
delegated budgets / reserves -  
outside overall financial plan  

Trust 
Board: 
Over 

£250,000 
 

Up to 
£250,000 

Up to 
£100,000 

    Value per transaction / commitment – 
reported as use of contingency. 

Expenditure not covered by 
delegated budgets / reserves -  
outside overall financial plan– for 
evidenced Covid-19 response 
only 
 
 

Trust 
Board: 

Over £500k 

Over 
£100k to 

£500k 

Up to 
£100k 

    Value per transaction / commitment – 
reported as use of contingency. 

All decisions to be supported by a clear 
rationale, consideration of risk and 

equalities and immediate and ongoing 
costs. Only investments proposed through 

the Covid-19 Incident Control Centre or 
Chief Operating Officer and one other 
Executive Director to be considered for 

decision. 
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  Level 
 

Trust 
Board/ 

Committee 

A 
Chief 

Executive 

B 
DoF / DDoF 

/ DCE or 
equivalent 

C 
Director 

D 
Senior 

Manager 

E 
Budget 

Manager 

F 
Team 

Leader 

Notes 

STOCK AND EXISTING CONTRACTS 
Automatic replenishment of Trust 
stock – approval of locations and 
stock types to be ordered 
electronically through the Trust 
stock management systems. 

  √      

Trust stock – maximum and 
minimum stock levels for each 
area as procured electronically 
through Trust stock management 
systems for approved locations. 
(Difference between max and min 
levels provides re-order 
quantities.) 

  √  
Final sign 

off 

 √   
Draft 
stock 
levels 

   

Covered by delegated budgets: 
Standing Orders and call-off 
orders against existing contracts 
(on the basis that the contract 
award has been previously 
awarded as per Scheme of 
Delegation). 

    √    

Covered by delegated budgets: 
renewal of existing maintenance 
contracts. (Funding previously 
approved.) 

     
√ 
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  Level 
 

Trust 
Board 

Finance & 
Performance 
Committee 

A 
Chief 

Executive 

B 
DoF / DDoF / 

DCE or 
equivalent 

C 
Director 

D 
Senior 

Manager 

E 
Budget 

Manager 

F 
Team 

Leader 

Notes 

REVENUE INCOME GENERATION AND GRANT BIDS 
Bid for income generating 
activity or grant (no 
commitment to enter into a 
contract). 

Over £1m 
 
 

£0.5m to £1m  Up to £0.5m 
 

(and for £0.5m 
to £1m 

following 
Executive 

Board 
approval) 

Up to £0.5m 
 

(and for 
£0.5m to 

£1m 
following 
Executive 

Board 
approval) 

 

Up to £50k 
following 

Care 
Group/ 

Corporate 
Dept Board 

approval 
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  Level 
 

Trust Board Finance & 
Performance 
Committee 

A 
Chief 

Executive 

B 
DoF / DDoF 

/ DCE or 
equivalent 

C 
Director 

D 
Senior 

Manager 

E 
Budget 

Manager 

F 
Team 

Leader 

Notes 

ENTERING INTO CONTRACTS AND LEASES ON BEHALF OF THE TRUST 
All contracts, leases, 
agreements etc. (including 
managed services, contracts to 
provide services and grants).  

Over £1m 
and 

accumulated 
value over 

£1m 
(following 

recommendation 
for approval 

from Finance & 
Performance 
Committee) 

 

Over £1m 
and 

accumulated 
value  

over£1m 
(for 

recommendation 
to Trust Board) 

 Up to £1m  Chief 
Procurement 

Officer: 
Up to 

£50,000  

Contract 
Manager-
Supplies: 

Up to 
£50,000 

 These 
contracts 

will already 
have been 

approved in 
accordance 

with the 
SFIs. 

 

Contracts, leases, agreements, 
etc for over £1m that require 
approval before the next 
meeting of the Trust Board. 

  Over £1m 
jointly with a 
Level B and a 

Non-
Executive 
Director 

 

Over £1m 
jointly with 
CEO and a 

Non-
Executive 
Director 

 

    Retrospective 
Board 

approval 
required. 

Signing contracts / contract 
variations with Commissioners 
to provide services, following 
approval as set out above and in 
accordance with the SFIs. 

      Associate 
Director of 
Contracting 

& 
Performance: 
Up to £1m 

   

 

  Level 
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Trust 
Board 

Finance & 
Performance 
Committee 

A 
Chief 

Executive 

B 
DoF / DDoF 

/ DCE or 
equivalent 

C 
Director 

D 
Senior 

Manager 

E 
Budget 

Manager 

F 
Team 

Leader 

Notes 

CAPITAL EXPENDITURE 
Approving capital 
expenditure or 
business cases as 
covered by the 
approved capital 
programme, plus 
use of capital 
contingency and 
reprioritisation of 
the capital 
programme. 

£1m to 
£15m  

£0.5m to 
£1m 

£0.1m to 
£0.5m – 

on advice 
from the 

DoF 

Use of 
general 

contingency 
and spend in 
the absence 

of the 
capital sub-
group lead 
executive  

up to 
£100,000 

Leads of 
capital sub-
group plus 
one other 
Executive : 

Up to 
£100,000 per 
transaction 

and £100,000 
per month for 

re-
prioritisation 
Director of 

Estates, 
Chief 

Information 
Officer, Chair 
of E-Health 
Programme 

Board, 
Medical 
Director: 

Up to £50,000 
 
  

   Relevant Capital Sub-Committee can 
approve business cases or expenditure 
within approved capital programme: 

up to £0.5m. 
if within approved capital programme: 

Up to £0.5m 
 

Expenditure over £15m is subject to 
NHSI review and approval, dependent 

on NHSI’s latest guidance.  
 

Leads of capital sub-groups are Director 
of Strategy and Performance, Director of 

Estates, 
Chief Information Officer, Medical 

Director or nominated representative 
 

Re-prioritisation to be reported to the 
Finance and Performance Committee 

within quarterly update reports 
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  Level 
 

Trust 
Board 

Finance & 
Performance 
Committee 

A 
Chief 

Executive 

B 
DoF / DDoF 

/ DCE or 
equivalent 

C 
Director 

D 
Senior 

Manager 

E 
Budget 

Manager 

F 
Team 

Leader 

Notes 

CAPITAL EXPENDITURE 
Urgent capital 
expenditure not 
included in the 
approved capital 
programme 
including for 
evidenced Covid-
19 response  
 
Capital 
expenditure as 
covered by the 
approved capital 
programme, plus 
use of capital 
contingency and 
reprioritisation of 
the capital 
programme – for 
evidenced Covid-
19 response only 
 
 

£1m to 
£15m  

 
Over 

£1.5m 
to £5m 

 
 
 
 
 
 
 
 

 

£0.5m to 
£1m – 

through e-
governance 

decision  
 

Over £1m to 
£1.5m 

 
 

£0.1m to 
£0.5m – 

on advice 
from the 

DoF 
 

 Over 
£0.5m to 

£1m 
 
 

Up to 
£100,000 

 

    Any decisions made to be reported to 
Finance and Performance Committee at 
the next meeting within the finance 
report. All decisions to be supported by 
a clear rationale, consideration of risk 
and equalities and immediate and 
ongoing costs. Only investments 
proposed through the Covid-19 Incident 
Control Centre action plan to be 
considered for decision. 
 
Covid-19 response to be approved by 
the Director of Operations or Deputy 
and Medical Director or Deputy. 
 
Expenditure on medical capital 
equipment should be authorised initially 
by either the Medical Director, Deputy 
Medical Director or Associate Medical 
Director. 
 
Capital expenditure required in relation 
to the Trust’s response should be 
authorised initially by either the Medical 
Director, Deputy Medical Director or 
Associate Medical Director. 
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  Level 
 

Trust 
Board 

Finance & 
Performance 
Committee 

A 
Chief 

Executive 

B 
DoF / DDoF 

/ DCE or 
equivalent 

C 
Director 

D 
Senior 

Manager 

E 
Budget 

Manager 

F 
Team 

Leader 

Notes 

CAPITAL EXPENDITURE 
Capital 
expenditure or 
commitments in 
relation to Board-
supported capital 
schemes to 
advance projects 
through business 
case stages or 
commence 
projects quickly 

£1m to 
£15m  

 
 
 
 
 
 
 
 

£0.5m to £1m 
– through e-
governance 

decision 

£250k to 
£0.5m - 

with 
support 

from two 
other Exec 
Directors 

 
30% 

variation 
to pre-

approved 
levels of 
spend or 

commitme
nt with  

lead from 
capital 

sub-group 

£100k to 
£250k per 

transaction 
– with lead 
from capital 
sub-group  

 
 

20% 
variation to 

pre-
approved 
levels of 
spend or 

commitment 
with  lead 

from capital 
sub-group 

Lead of capital 
sub-group 

plus one other 
Executive - 

£0k to £100k 
– per 

transaction 
 
 
 

10% variation 
to pre-

approved 
levels of 
spend or 

commitments 

   This section relates to projects where 
funding has been secured and they have 
been supported by the Trust Board, 
Finance and Performance Committee or 
relevant capital sub-group depending on 
value but have not been through the 
business case process.  
 
The expectation is that a Project 
Initiation Document or Strategic Outline 
Case will exist for these schemes 
although another type of briefing may 
have been provided. These will include 
requests (resolutions) to provide pre-
approval, or delegated approval to 
commit expenditure or sign letters of 
intent for major contracts up to 3% of 
the project value to a maximum of £3m. 
 
Decisions of £0.5m upwards to be 
retrospectively reported through F&P 
committee within the Capital 
Programme section of the Finance 
report. 
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  Level 
 

Trust Board A 
Chief 

Executive 

B 
DoF / DDoF / DCE 

or equivalent 

C 
Director 

D 
Senior 

Manager 

E 
Budget 

Manager 

F 
Team 

Leader 

Notes 

TENDERS 
Opening of tenders.    Up to £250,000 Director and 

SM 
Over £250,000 2 x Director 

   

Opening of electronic 
tendering packages. 

   Opened by 2 independent 
procurement professionals 

   

Authority for single 
tender action and / or 
other than the lowest 
quotation.  

Over £1m 
jointly with 

Chief 
Procurement 

Officer / 
Deputy 

 

 

Up to £1m jointly 
with Chief 

Procurement 
Officer / Deputy 

 Chief 
Procurement 

Officer / 
Deputy:  

Over £1m 
jointly with 
Trust Board. 
Up to £1m 
jointly with 

Level B. 

   

Sealing contracts for the 
purchase/lease of land/ 
buildings. 

   By 2 Level C 
Directors 

    

Sealing any contracts 
/agreements with non-
NHS bodies. 

  Jointly with Level C 
Executive Director  

Jointly with 
Level B 

DoF/Dep 
DoF/DCE 

    

Sealing contracts for 
capital works. 

  Jointly with Level C 
Executive Director  

Jointly with 
Level B 

DoF/Dep 
DoF/DCE 
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  Level 
 

Trust Board A 
Chief 

Executive 

B 
DoF / DDoF / DCE 

or equivalent 

C 
Director 

D 
Senior 

Manager 

E 
Budget 

Manager 

F 
Team 

Leader 

Notes 

Sealing lease agreements.   √ 
Total payable over 
life of lease is over 

£100,000 
or lease life is over 

5yrs 

     

Disposal of assets.   For ALL disposals 
over £10,000. 

Quotation /sealed 
bid process. 
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 Level 
 

Trust Board A 
Chief 

Executive 

B 
DoF / DDoF / 

DCE or 
equivalent 

C 
Director 

D 
Senior Manager 

E 
Budget 

Manager 

F 
Team Leader 

Notes 

HR ISSUES 

Appointment 
of staff. 

New posts 
with no 

funding – 
outside of 

existing 
establishment 

New 
posts 

with no 
funding 

 
 

 Booking of 
medical 
agency - 

Chief 
Operating 
Officer or 

Deputy 
Level C 

 
 

Funded 
Manpower Level 
(within existing 

budget) 
 

Funded 
Manpower Level 

(funding 
identified) 
>£200,000 

 
Booking of non-
medical Agency 

 Booking of bank 
 
 

All vacant and new posts go 
to Finance to assess 

affordability. Once assessed, 
a new post is put through an 

Executive Vacancy Review 
Group (EVRG) chaired by a 

Director, for approval. 
Replacement posts are 

approved at Care 
Group/Corporate Dept level. 

After approval, authority 
levels are as shown here. 

 
 

Pay and 
expenses. 
 
 

  

 

 Standing data 
forms - where 

there is a 
financial effect 

that is budgeted 

Overtime 
 
 

Standing data 
forms - where 

there is no increase 
in costs (including 
maternity leave) 

 
Time/ 

attendance records 
 

Travel and 
subsistence 

All re-gradings to be referred 
to Agenda for Change panel. 

 
 

Redundancy.   √ √ 
HR 
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 Level 
 

Trust Board A 
Chief 

Executive 

B 
DoF / DDoF / 

DCE or 
equivalent 

C 
Director 

D 
Senior Manager 

E 
Budget 

Manager 

F 
Team Leader 

Notes 

Ill-health 
retirement. 

    √ 
HR 

   

Dismissal.     √ 
Senior Manager & 

HR Senior 
Manager 

   

Leave/ 
absence. 
 
 
 

   Approval of 
carry 

forward  of 
over5 days 
(exceptional  
circumstances 

only) 

Approval of carry 
forward of up to 

5 days, 
special leave 

arrangements, 
study leave and 
training courses 

Approval 
 
 
 

  

Removal 
expenses. 

 Over 
£8,000 

 HR: 
Up to 

£8,000  

    

Granting/ 
renewal of 
lease cars. 

  √      

Mobile 
telephone 
user. 

    √    

Personal 
telephone 
allowance. 

    √ 
HR 
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  Level 
 

Trust Board A 
Chief 

Executive 

B 
DoF / DDoF / DCE 

or equivalent 

C 
Director 

D 
Senior Manager 

E 
Budget 

Manager 

F 
Team Leader 

Notes 

CHARITABLE FUNDS 
Fund raising.   √      

Charitable funds 
expenditure. 

 
Over £100,000 

On 
recommendatio

n from 
Charitable 

Funds 
Committee 

 

From £5,000 tpUp 
to £25,000 

with Executive 
Lead for the 

Committee (Level C 
Director) 

  Associate 
Director: 

Up to £5,000 

 Fund 
Advisor: 

Up to 
£1,000 

 
Charity 

Manager 
Up to 
£500 

  Charitable 
Funds 

Committee: 
Over 

£25,000 to 
£100,000 

Submission of bid to 
outside funding 
agency. 

  Jointly with Level C 
Executive Director  

Jointly with 
Level B DoF/ 
DDoF/DCE 
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  Level 
 

Trust 
Board 

A 
Chief 

Executive 

B 
DoF / DDoF / 

DCE or 
equivalent 

C 
Director 

D 
Senior 

Manager 

E 
Budget 

Manager 

F 
Team 

Leader 

Notes 

OTHER 
Authorisation 
of losses and 
special 
payments, 
including ex-
gratia 
payments. 
 

 Jointly 
with DoF: 

Over 
£10,000 

to 
£50,000 

Deputy DoF: 
Over £1,000 to 

£5,000 
 

DoF 
 Over £5,000 
to £10,000 

 
DoF jointly 
with CEO: 

Over £10,000 
to £50,000  

  Up to 
£1,000 

 

 Audit & Risk Assurance Committee:  
Over £50,000 

 
A summary of losses and special payments is 

reported to each Audit & Risk Assurance 
Committee. See also the Trust Policy on Losses 
and Special Payments: a checklist for all losses 
and special payments of over £1,000 (except 

where under legal obligation) is required to be 
completed. 

 

Petty cash 
payments. 

  

 

 Financial 
Controller / 

Deputy: 
Over £100 

Up to 
£100 

  

Hospitality 
received. 

  

 

Over 
£25 

 

   To be registered with the Company Secretary and, due to 
the exceptional nature of this, approval sought in advance 

from the relevant Director. As permitted within the 
provisions of the Bribery Act 2010. Recorded in the Trust's 

Hospitality Register. 
Variation of 
patient 
services. 

Over £1m Up to 
£1m 

Up to 
£200,000 
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Standing Orders, Standing Financial instructions & Scheme of Reservation and Delegation V3 
This version of the Standing Orders can only be guaranteed to be the current adopted version, if it is opened 
directly from the Trust’s intranet library of policies and procedures. 

Appendix 1. Governance Information 
Document Title 

 
Standing Orders, Standing Financial instructions & 
Scheme of Reservation and Delegation V3 

Date Issued/Approved: 30 July 20205 November 2020 by Trust Board 

Date Valid From: 30 July5 November 2020  

Date Valid To:  
July 2021 

Directorate / Department 
responsible (author/owner): 

Siân Millard, Company Secretary, Chief 
Executive’s Office  

Contact details: Siân Millard, 01872 256343  

Brief summary of contents Standing Orders of the Trust regulate the 
proceedings and business of the organisation.   

Suggested Keywords: Standing Orders, Standing Financial Instructions, 
Scheme of Delegation. 

Target Audience RCHT CFT KCCG 
   

Executive Director responsible 
for Policy: Sally May, Director of Finance 

Date revised: 30 July 20205 November 2020 

This document replaces (exact 
title of previous version): 

Standing Orders, Standing Financial Instructions 
& Scheme of Reservation and Delegation V45 
(As Approved by Trust Board, March August 2020) 

Approval route (names of 
committees)/consultation: 

Audit & Risk Assurance Committee of July 
October 2020 
Trust Board of NovemberJuly 2020 

Divisional Manager confirming 
approval processes Sally May, Director of Finance 

Name and Post Title of additional 
signatories Not required 

Signature of Executive Director 
giving approval {Original Copy Signed} 

Publication Location (refer to 
Policy on Policies – Approvals 
and Ratification): 

Internet & Intranet  Intranet Only  

Document Library Folder/Sub 
Folder Finance/Finance General 
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Standing Orders, Standing Financial instructions & Scheme of Reservation and Delegation V3 
This version of the Standing Orders can only be guaranteed to be the current adopted version, if it is opened 
directly from the Trust’s intranet library of policies and procedures. 

Links to key external standards Key Governance Document 

Related Documents: Standing Orders, Standing Financial Instructions, 
Scheme of Delegation 

Training Need Identified? No 
 

Version Control Table  
 

Date Version 
No Summary of Changes Changes Made by 

 

April  
2016 V1 Changes to presentation and format to ensure that 

all the information is captured in one place. 
Sarah Gould, Financial 
Controller 

August 
2018 V2 

Changes to presentation and updates to scheme 
of delegation. (Detailed changes contained within 
the Trust Board report of 02 August 2018). 

Alexandra Bradshaw, 
Deputy Financial 
Accountant 

July 
2019 V3 

Minor adjustments to reflect a changed Committee 
name, an expired corporate post and the Care 
Group structure. Authorisation levels adjusted for 
losses and special payments and set out for the 
Ass Dir of Contracting & Performance.   

Alexandra Bradshaw, 
Deputy Financial 
Accountant 

July 2020 V5 

Amendments to Standing Orders including 
clarification of role of Trust Board, change of name 
of Remuneration Committee and alignment of 
Reserved Matters to the Board and to Committees 

Siân Millard, Company 
Secretary 

October 
2020 V6 Amendments to Detailed Delegation Limits, 

particularly to capital expenditure 

Adam Wheeldon, 
Deputy Director of 
Finance 

 
 
 
 

All or part of this document can be released under the Freedom of Information 
Act 2000 

 
This document is to be retained for 10 years from the date of expiry. 

This document is only valid on the day of printing 
 

Controlled Document 
This document has been created following the Royal Cornwall Hospitals NHS Trust 
Policy for the Development and Management of Knowledge, Procedural and Web 

Documents (The Policy on Policies). It should not be altered in any way without the 
express permission of the author or their Line Manager
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Standing Orders, Standing Financial instructions & Scheme of Reservation and Delegation V3 
This version of the Standing Orders can only be guaranteed to be the current adopted version, if it is 
opened directly from the Trust’s intranet library of policies and procedures. 

Appendix 2. Initial Equality Impact Assessment 
Form 

 
 

Name of  Name of the strategy / policy /proposal / service function to be assessed  

Standing Orders, Standing Financial instructions & Scheme of Reservation and Delegation V3 

Directorate and service area: 
Finance 

Is this a new or existing Policy: 
Existing - updated 

Name of individual completing assessment:  
Sarah Gould 

Telephone: 
01872 258049 

 1. Policy Aim* 
Who is the strategy / 
policy / proposal /service 
function aimed at? 

To convey required regulations to all staff. 

2. Policy Objectives* To ensure all staff abide by the regulations concerning Trust 
business. 

3. Policy – intended 
Outcomes* 

That all Trust staff follow the procedural regulations. 

4. *How will you measure 
the outcome? 

The Governance arrangements determined by the Trust Board will 
effectively monitor.   

5. Who is intended to 
benefit from the policy? 

The Trust, through improved managerial control. 

6a Who did you consult 
with 
 
 
b). Please identify the 
groups who have been 
consulted about this 
procedure. 

Workforce  Patients  Local 
groups 

External 
organisations 

Other  

      

Please record specific names of groups 
The Audit & Risk Assurance Committee was consulted when 
updating this document to V3 and they recommended its approval 
by the Trust Board.   

What was the outcome of 
the consultation? 

The Trust Board approved the contents of this document.   
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Are there concerns that the policy could have differential impact on: 

Equality Strands: Yes No Unsure Rationale for Assessment / Existing Evidence 

Age  x  The guidance is neutral in its impact on equalities 

Sex (male, 

female, trans-gender / 
gender reassignment) 

 x   

Race / Ethnic 
communities 
/groups 

 x    

Disability - 
Learning disability, 
physical 

impairment, sensory 

impairment,  mental 
health conditions and 
some long term health 
conditions. 

 x    

Religion / 
other beliefs 

 x    

Marriage and 
Civil partnership 

 x    

Pregnancy and 
maternity 

 x    

Sexual 
Orientation, 
Bisexual, Gay, 

heterosexual, Lesbian 

 x   

You will need to continue to a full Equality Impact Assessment if the following have been 
highlighted: 

• You have ticked “Yes” in any column above and 

• No consultation or evidence of there being consultation- this excludes any policies which have 

7. The Impact 
Please complete the following table. If you are unsure/don’t know if there is a negative impact you 
need to repeat the consultation step. 
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been identified as not requiring consultation.  or 

• Major this relates to service redesign or development 

 

8. Please indicate if a full equality analysis is recommended. Yes   No 
x 

 
 

9. If you are not recommending a Full Impact assessment please explain why. 
 

The guidance is neutral in its impact on equalities. 
  

Date of 
completion and 
submission 

September 2019 

 
Members 
approving 
screening 
assessment  

 
Policy Review Group (PRG) 
‘APPROVED’ to be added here once 
reviewed at PRG. 

This EIA will not be uploaded to the Trust website without the approval of the 
Policy Review Group.  
A summary of the results will be published on the Trust’s web site.  
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EXECUTIVE SUMMARY 
Meeting: TRUST BOARD IN PUBLIC Date: 05.11.20 
Report Title: Risk Assessment and Management 

Strategy and Policy 
Agenda Item: 20 

Author: Samantha Chalmers, Risk Manager 
Executive Lead: Bernadette George, Director of Integrated Governance 

Alignment to Strategic Objectives Tick box(es) 
BRILLIANT CARE - Always providing safe, effective and compassionate 
care, where we listen and learn to provide an excellent patient experience 
and reduce avoidable harm. 

X 

BRILLIANT IMPROVEMENT - Instilling a culture of quality improvement 
where everyone feels empowered to make changes for the benefit of our 
patients. 

X 

BRILLIANT PEOPLE - Working together in a supportive environment to 
attract, develop and retain brilliant people. 

X 

Purpose of the Report 
Approve X Discuss Note 
This report provides a summary of changes made to the Risk Assessment and Management 
Strategy and Policy. 

Consultation – other meetings discussed with and outcome of discussion: 
Informal Board on 2nd July 2020 undertook a review of the risk appetite and strategic 
pledges in light of Covid - 19. Review by Executive Board 7 October 2020 

Summary of key points 
This report provides a summary of changes made to the Risk Assessment and Management 
Strategy and Policy. 

What is the key question(s) for the meeting to consider? 
Does the Risk Assessment and Management Strategy and Policy articulate the Trusts 
approach to risk management in its revised form? 

Key risks 
Risks and risk registers are a significant management tool and there is an expectation that 
the Trust will have recorded and have management plans for all the significant risks to the 
organisation with substantial Board oversight. Failure to have a good grip on the risk profile 
of the organisation would place the Board at risk of being unable to meet its statutory duties 
and ultimately censure from the regulators. 

Recommendations and reasons 
The Board is recommended to: 

• approve to the changes to the Risk Management Strategy and Policy including Risk
Appetite
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2 
 

 
Equality and Diversity 
Statement 

The emergence of Coronavirus has highlighted the underlying 
health inequalities in the county and there is an absolute duty to 
risk assess all staff for exposure to Covid-19. 
 

Environmental 
considerations 

The Trust has approved an intention to declare a climate 
emergency with county partners. There are no direct 
implications as a result of the risk management policy other 
than the requirement to risk assess projects for their 
environmental impact. 
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3 

1. Purpose

This report provides a summary of changes made to the Risk Assessment and Management 
Strategy and Policy. 

2. Background and Links to Previous Papers

This report covers the changes made to the Risk Assessment and Management Strategy 
and Policy following a review at informal board on 2nd July 2020. The policy was reviewed 
along with the Board Assurance Framework and Risk Appetite (reported under separate 
cover) in the light of the impact of Covid-19 on the Trust. 

3. Executive Summary

Changes were made throughout the document to reflect the updated version control 
numbers. The frequency of review of the Corporate Risk Register at Board was updated to 
reflect the agreed quarterly review. 

The risk appetite table was updated to reflect the new pledge relating to Covid-19. 

The equality impact assessment has been reviewed in relation to the Covid-19 pledge. The 
Trust recognises that there is an increased likelihood that persons from minority ethnic 
backgrounds may see an increased impact as a result of the disease and has risk assessed 
this appropriately. No changes have been made to this. 

Typological errors and other sundry corrections have been made. 

4. Link to Trust Objectives and Corporate/Board Assurance Framework Risks

The policy outlines how the Corporate Risk Register and the Board Assurance Framework 
should be managed. 

5. Governance

It is a statutory requirement to undertake risk assessments and a regulatory expectation that 
there should be a management policy to instruct and guide staff on how to undertake them 
as well as their responsibilities. 

6. Responsibility

Bernadette George, Director of Integrated Governance. 

8. Recommendations

The Board is invited to:
• Review and recommend for approval to the Trust Board the changes to the

Risk Management Strategy and Policy including Risk Appetite

Appendix 1 – Risk Assessment and Management Strategy and Policy with track changes 

Name and Title of Author: Samantha Chalmers, Risk Manager 
Date: 07/10/2020 
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1. Introduction 

1.1 This document sets out the key aims and objectives for the management of risk 
at the Royal Cornwall Hospitals NHS Trust (RCHT). 

 
1.2 The Trust is committed to having a risk management culture that underpins and 

supports the business of the Trust and demonstrates an on-going commitment 
to improving the management of risk throughout the organisation. 

 
1.3 Risk management is the systematic method of identifying, analysing, managing, 

monitoring and reviewing of risks in order to ensure achievement of the Trusts 
objectives. It is also clear that managed risk taking is sometimes critical to 
taking developments forward and improving care for patients. A list of definitions 
can be found in section 4. 

 
1.4 This version supersedes any previous versions of this document. 

 
1.5 Data Protection Act 2018 (General Data Protection Regulation – GDPR) 

Legislation 
 

The Trust has a duty under the DPA18 to ensure that there is a valid legal 
basis to process personal and sensitive data. The legal basis for 
processing must be identified and documented before the processing 
begins. In many cases we may need consent; this must be explicit, 
informed and documented. We can’t rely on Opt out, it must be Opt in. 

 
DPA18 is applicable to all staff; this includes those working as contractors 
and providers of services. 

 
For more information about your obligations under the DPA18 please see 
the ‘information use framework policy’, or contact the Information 
Governance Team rch-tr.infogov@nhs.net 

 
2. Purpose of this Policy/Procedure 

2.1. The purpose of the Risk Assessment and Management Strategy & Policy is to: 
• provide a framework which supports the development of an organisational 

culture whereby risk management is an integral part of providing healthcare 
and day to day decision-making; 

• support the delivery of safe, caring, effective and sustainable health care 
provision for patients, visitors and staff; 

• comply with legal statutory requirements and comply with the requirements of 
external regulators and other relevant bodies; 

• identify risk escalation arrangements throughout all levels of the organisation; 
• provide a common risk identification and management process which sets 

out a consistent and integrated approach to risk management and allows for 
meaningful comparison of risk, thus establishing priorities for action; 

• provide a framework of assurance for the management of risk; 

Page 453 of 522

mailto:rch-tr.infogov@nhs.net


Risk Assessment and Management Strategy and Policy V9.01 
Page 4 of 36 

 

• promote an open, honest and just culture where staff can report any risks, 
free from fear and which will support them and enable positive action to take 
place to reduce risk; 

• describe the resources available for risk management in the organisation. 
 
3. Scope 
This document applies to all employees working within the Trust including bank, agency 
and locum staff. It also applies to all honorary contract holders. Contractors must be 
advised upon commencement of contract of how to raise a risk and will be made aware of 
their own responsibilities. 

 
4. Definitions 

• Risk Management 
The systematic method of identifying, analysing, managing, monitoring and 
reviewing of risks. 

• Risk Register 
A register of all identified risks within the Trust. 

• Risk Assessment 
The process used to evaluate the risk and to determine whether controls are 
adequate or more should be done to mitigate the risk. 

• Board Assurance Framework 
Sets out the principal risks to achievement of the Trust’s strategic objectives. 

• Principal Risks 
Risks that threaten the achievement of the principal objectives of the Trust. These 
are managed through the Board Assurance Framework. 

• Risk 
The likelihood of something happening that will have an impact upon objectives or 
an adverse outcome. It is measured in terms of likelihood and consequence. 

• Consequence 
The potential adverse outcome(s) should the risk materialise. 

• Control Measure 
Steps taken to minimise the risks associated with the area, activity or process 
being undertaken. 

• Corporate Risk Register 
All risks which score above 15 or which are considered to have a Trust wide 
impact. 

• Escalation 
The act of advancing an issue to a higher management level for resolution, action 
or attention. 

• Likelihood 
The degree of potential for the risk to materialise. 

• Residual Risk Score 
The estimated achievable risk score when all actions are completed. 
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• Risk Appetite 
The amount of risk that the Trust Board is prepared to tolerate or accept. This 
reflects the Trust values, policies and objectives. 

• Risk Domain 
Risk domains help classify risks based on potential consequences. 

• Live Risk 
An identified risk that has been approved and is currently managed with further 
planned mitigating actions. Live risks will tend to have active impacts. 

• Accepted Risk 
Risks which are below the residual (target) score where all reasonable actions 
have been carried out and the risk cannot be practically reduced any further or 
there are no further actions possible. 

• Closed Risk 
A risk which is no longer relevant or covered by another risk can be defined as 
closed on the Datix Risk Management System. There may be risks that can be 
closed which have reoccurring theme (e.g. New intake of junior doctors). These 
risks should be given an annual review date to check on current status. 

 
5. Ownership and Responsibilities 

 
5.1. Governing levels of risk and responsibilities: 

 
5.1.1. There are different levels (or ‘tiers’) of governing risk within the Trust: The 

document outlines these tiers and scores and how these factors dictate 
the process of risk review within the Trust. 

 
<Continued on next page> 
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Board 
Committees 

Figure 1 Governing Levels & Reporting 
 
 
 
 
 

Tier 1: Board 
 
 

 
 

Tier 2: 
Executive 

 
 

Tier 3: Care 
Group 

 
Tier 4: 

Specialty 
 
 
 

Tier 5: Wards/ 
Departments 

*BAF: Board Assurance Framework 
CRR: Corporate Risk Register 
ARC: Audit & Risk Committee 
TMG: Trust Management Committee 

 

* Some specialties may not hold Specialty Governance meetings as these take place at Care Group level, it is important that all 
Specialty risks are reviewed Care Group Governance meeting. 

 
Image produced by RCHT. 

 
5.1.2. Within these tiers, there are various Committees responsible for the 

review and scrutiny of risk. The table below describes each of these 
Committees and their responsibilities as regard to risk: 

 
 

<Continued on next page> 

Ward/Departmental 
Meetings 

Specialty 
Governance 

Meetings 

Care Group 
Governance 

Meetings 

Executive Board / 
Finance 

Performance and 
Workforce 

Trust Board 

R
eporting 
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Figure 2: Committees responsible for risk review and management. 
Committee/ 

Group 
Tier Frequency Report Remit Function Purpose / Responsibility 

Trust Board 1 MonthlyQua
rterly 

Corporate risk 
register (all risks 
that are 15 and 
above). 

Overall accountability for 
effective risk management. 

To understand the nature and extent of risks 
facing the Trust; 

 
To establish principal strategic and 
corporate objectives and drive the 
organisation forward to achieve these; 

 
Monitor risks identified in the Board 
Assurance Framework that may prevent the 
Trust from achieving its objectives; 

 
To consider the extent and categories of 
risk which it regards as acceptable for the 
Trust to bear i.e. risk appetite; 

 
To weigh the likelihood of specific risks 
materialising; 

 
To identify the Trust’s ability to reduce 
incidences occurring and reduce/eliminate 
the impact on the business; 

 
To direct the executive to act on risks that 
do materialise; 

 
To weigh the costs of operating particular 
controls relative to the benefits obtained in 
managing related risks i.e. cost/risk 
balance. 

 Quarterly Board Assurance 
Framework (all 
associated risks). 

Agreeing strategic 
objectives and associated 
risks for inclusion in the 
Board Assurance 
Framework and reviewing 
the achievement against 
these objectives. 
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Committee/ 
Group 

Tier Frequency Report Remit Function Purpose / Responsibility 

Audit and Risk 
Assurance 
Committee 

1 Quarterly Corporate risk 
register (all risks 
that are 15 and 
above). 

To seek assurance and 
review risks to ensure 
effective management of the 
Corporate risk register; 
Consider deep dives into the 
effectiveness of the risks 
management structure. 

Maintain an overview of the Trust’s risk 
management processes and 
responsibilities; 

 
Receive the Corporate risk register and 
undertake periodic deep dives on individual 
risks; 

   Board Assurance 
Framework (All 
associated risks). 

To seek assurance and 
review risks associated with 
the achievement of the 
strategic objectives. 

 
Monitor and review the Board Assurance 
Framework; 

     Review progress on assessing and 
managing major risks. 

Risk Committee 
(Executive Board) 

1 Monthly Candidate risks for 
Corporate Risk 
Register 
approval/removal 

 
Corporate Risk 
Register (all risks 
that are 15 and 
above). 

Approval of New Risks onto 
the Corporate Risk Register 

 
Review recommendations 
made by Care Groups for 
inclusion onto the Corporate 
risk register. 

 
Approval of removal of risks 
from Corporate Risk 
Register 

To provide the operational management 
and monitoring of risk through the Corporate 
Risk Register and the Board Assurance 
Framework; 

 
To agree new and closed risks onto the 
Corporate risk register; 

 
Scrutinise the accuracy / validity of risks that 
have been escalated; 

     To agree action mitigation plans, ensuring 
their delivery. 

     The group will review recommendations 
made by Board Committees for inclusion of 
additional risks to the Corporate Risk 
Register. 
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Committee/ 
Group 

Tier Frequency Report Remit Function Purpose / Responsibility 

     Provide information and making 
recommendations to the Board on risk 
issues; 

 
Provide assurance that risks are being 
managed appropriately; 

 
Make recommendations where it considers 
any identified risk should be escalated to 
the Corporate Risk Register; 

 
Report any areas of significant concern to 
the Trust Board as appropriate. 

Care Group 
Performance Review 
Meetings 

 
Relevant groups 
reporting into this 
group: 

 
Care Group Business 
& Governance 
Meetings 

3 Monthly High level risk (risk 
scores above 12). 

Operational. 
To agree risks for escalation 
onto the CRR. 

Challenge the validity of risk scores, action 
plans to mitigate risks; 

 
Ensure that risks are proportionate. 

Care Group Boards 
Relevant groups 
reporting into this 
group: 

 
Specialty 

3 Monthly* All risks held in 
Care Group via 
dashboard review 
(e.g. risks overdue 
for review/high 
level risks) 

Operational. 
To agree de/escalation of 
risks from ward level to Care 
Group. Provide exception 
report to Executive Board bi- 
monthly. 

To ensure the appropriate governance 
arrangements are in place for safety, quality 
and risk management; 

 
To ensure the identification and 
management of risk; 
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Committee/ 
Group 

Tier Frequency Report Remit Function Purpose / Responsibility 

Governance 
meetings 

     
To agree accepted and closed risks; 

 
To identify risks for escalation and de- 
escalation. 

Corporate services 
groups / forums / 
Speciality 
governance groups 

 
Relevant groups 
reporting into this 
group: 

 
Corporate team/ 
departmental / Ward 
meetings 

4 Monthly* All risks within the 
service domains 
(e.g. risk type) or 
Logged to the 
speciality area (e.g 
risks that are 
logged below Care 
Group Governing 
level). 

Operational. 
To agree escalation risks 
from services to Care Group 
Governance Board monthly. 

To ensure the appropriate governance 
arrangements are in place for safety, quality 
and risk management; 

 
To ensure the identification and 
management of risk; 

 
To agree accepted and closed risks; 

 
To identify risks for escalation and de- 
escalation. 

*Frequency of meetings will vary by Care Group 
 

5.1.3. Each Care Group and Corporate service is responsible for ensuring that adequate governance processes are in place. 
All risks on either the care group risk register, corporate service groups or risks logged within the relevant service 
domain (such as medical device risks) must be reviewed as per the risk review frequency guidance. It is at these 
meetings that risks for appropriate escalation via the risk reporting tiers are agreed. Guidance on completing the risk 
register can be found in appendix 3. 
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5.2. All staff 
 

Risk management is the responsibility of all staff, irrespective of their level or 
job title, all staff must: 
• identify actual or potential hazards, issues or risks and escalating them to the 

appropriate manager; 
• raise concerns about any activity, practice or location that does not appear to 

have a satisfactory risk assessment; 
• attend, participate in and comply with mandatory training as required by the 

Trust; 
• implement and adhere to the identified control measures to minimise the 

risks identified within risk assessments. 
 

5.3. Board Members 
 

All members of the Trust Board have a collective responsibility to ensure that 
systems and processes to ensure that risks are appropriately identified, robustly 
managed and monitored through regularly regular assurance; summarised 
annually through the Annual Governance Statement. 

 
Provide leadership on risk management and in particular: 
• determine the risk appetite for the Trust; 
• ensure the approach to risk management is consistently applied; 
• seek assurances that risks have been identified, assessed and all reasonable 

steps taken to manage them effectively and at sufficient pace; 
• endorse the Annual Governance Statement which assures the organisation 

has the necessary controls in place to manage its exposure to risk; 
• approve annually the Risk Management Strategy; 
• oversight on Principal Risks specific to their portfolio; 
• Leading specific Committees responsible for the assurance of risk. 

 
5.4. Chief Executive 

 
On behalf of the Trust Board, the Chief Executive is the accountable officer with 
overall responsibility for risk management. 

 
5.5. Director of Integrated Governance 

 
The Director of Integrated Governance has delegated responsibility for: 
• risk management and is responsible for reporting to the Trust Board on the 

development and progress of Risk Management on behalf of the Chief 
Executive; 

• ensuring the Risk Management Strategy and Policy is implemented and 
evaluated effectively; 

• recording and maintaining the Board Assurance Framework including 
updating the risks, controls, sources of assurance and any gaps in control or 
assurance identified and reporting to the Trust Board and its Committees; 
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• providing the Board with specialist advice and support regarding all matters 
relating to risk management and ensuring relevant and focused training is 
provided to board members in risk management; 

• ensuring the Trust operates in accordance with statutory regulations, Trust 
Standing Orders and Standing Financial Instructions; 

• ensuring the Risk Management Strategy, is reviewed on an annual basis and 
revised as appropriate. 

 
5.6. Head of Patient Safety, Risk and Patient Experience 

 
The Head of Patient Safety, Risk and Patient Experience has responsibility for: 
• Delivery of the Trust’s Risk Management Strategy’s Implementation Plan, 

providing expert advice as appropriate; 
• ensuring continuous development of a proactive risk management culture 

and practice throughout the organisation; 
• promoting and ensuring good risk and governance practices; 
• developing and maintaining the Trust Risk Register; 
• providing practical risk advice, challenge, support and training to staff across 

the Trust to ensure adoption of good risk management practice; 
• ensuring the effective operation of the Trust’s electronic risk management 

system (Datix); 
• undertaking periodic risk analysis to identify trends in risk themes; 
• providing an annual programme of Risk Management training; 
• producing cyclical and ad hoc reports for the Trust Board, Committees, 

services and corporate areas. 
 

5.7. Risk Manager 
 

The Risk Manager has responsibility for: 
• Leading the development and operational delivery of the Trust’s Risk 

Management Strategy; 
• Providing expert advice and support in risk management in order to ensure 

the Trust : 
- develops and coordinates a risk management structure 
- utilises risk management processes in the clinical environment 

• Providing expert advice / guidance on risk management issues to the 
Executive Team and all staff upon request at all levels of the organisation on 
existing and new legislation and directives of all risk management 
requirements showing negotiating skills as necessary; 

• Providing expert advice for risk identification and assessment; 
• Leading monthly Care Group Risk Surgeries, providing advice and guidance 

as required and monitoring the completion of reviews and risk assessments 
in a timely manner; 

• Leading and take full accountability for the development, implementation and 
monitoring of the Trusts Risk Policy and trust policies and procedures to 
ensure effective and efficient incident investigation & patient experience 
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including complaints management, ensuring these comply with national and 
local requirements and the corporate agenda; 

• Leading the development of an environment and culture that improves the 
monitoring and management of clinical risk management; 

• Planning and organisation of a broad range of complex risk management 
activities including the development of action plans which impact across 
departments; 

• Leading the implementation of Risk Management Strategies, monitoring and 
facilitating the risk management work programme; 

• Ensuring the Trust is able to meet current standards for risk management; 
• Developing bespoke Risk Management Training for clinicians, managers and 

employees, where appropriate identify and source key training providers; 
• Acting as the module leader for risk management training courses. Plan and 

organise training courses in line with the strategic objectives of the 
organisation. 

 
5.8. Care Group / Corporate Governance Leads – In conjunction 

with Clinical Directors, General Managers and Lead Nurses. 
 

Have responsibility for: 
• providing specialist clinical safety and risk managements advice and support 

to managers within their Care Groups as required. 
• provide Guidance for those undertaking risk assessments and other local risk 

management functions. 
• acting as the link between their Care Group and the corporate functions on 

risk management issues. 
• coordinating the generation of Service Line risk registers and assist in the 

development of risk mitigation plans. 
• Adding Identified risks to the Trust’s Datix system completing the risk 

assessment, identification of the risk owner and securing care group 
approval of the risk. 

• ensure that risks on service and Care Group risk registers are appropriately 
articulated, scored and relevant 

• ensure that following risk review, risks are logged to the appropriate 
governing level and sits within the correct risk workflow (e.g live risk, 
accepted risk, closed risk). 

• using the Trust’s risk register system (Datix), ensuring risks are reviewed in a 
timely manner as per the risk workflow. 

• provide advice and guidance on which risks required escalation and de- 
escalation 

• promoting a culture where staff feel confident and supported in reporting 
risks, incidents and issues. 

• Agree / sign off individuals for access to Datix to add new risks 
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5.9. Corporate/Specialty/Service/Ward/Department Management 
Teams 

 
These teams have responsibility for: 
• ensuring compliance with the overall risk management system and 

processes; 
• ensuring that all risks within their areas are managed appropriately with 

adequate controls; 
• ensuring the Risk Register is maintained and updated regularly through 

review at monthly Corporate services groups / forums; 
• ensuring that all relevant risks are reviewed and managed at Service 

governance meetings and discussed with the appropriate risk owner for 
review of risk scoring and management; 

• ensuring that risks which are proposed for closure or acceptance are 
reviewed and agreed at the appropriate committee / group and/or with the 
appropriate risk owner; 

• ensuring that staff have a clear understanding of the risks to their Service 
and at all times ensure compliance with policies/procedures and all relevant 
legislation; 

• ensuring that appropriate action mitigation plans are in place with clear 
predefined action plans that would be initiated should the risk materialise; 

• working in partnership with other Services and specialties to provide cross 
challenge of risk descriptions and scores; 

• making decisions on which risks required escalation and de-escalation; 
• fostering an environment where staff feel confident and supported in 

reporting risks, incidents and issues. 
 

5.10. Risk Owners 
 

Risk owners should be the individuals best placed to take responsibility for 
mitigation of the risk. The risk owner will be agreed by the relevant manager. 
The identified risk owner is responsible for: 
• ensuring the risk is managed appropriately, controls are in place to mitigate 

the risk and an action plan is identified to address gaps in control measures; 
• reviewing the risk register on Datix at appropriate intervals to ensure the 

descriptor, controls and risk score accurately reflect the level of risk and that 
progress is being made at sufficient pace to reduce the risk score to the 
residual level; 

• liaising with action owners to ensure they are aware of their responsibilities 
for delivering actions; 

• reporting on the overall status of the risk, escalating where appropriate in 
line with local risk procedure and the risk escalation process detailed in this 
policy. 
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5.11. Action Owners 
 

Action owners have responsibility for: 
• ensuring the delivery of a task or activity by the appointed deadline that will 

address gaps in control measures; 
• providing regular reporting on progress. 

6. Standards and Practice 
 

6.1. Risk Identification 
 

6.1.1. The identification of risks broadly falls into two categories: proactive and 
reactive identification. Risks may be identified proactively through local 
risk assessment, compliance with national standards or regulatory 
frameworks whereas the reactive process identifies risks from events that 
have already occurred such as incidents. 

 
 

Figure 3: Risk Identification Methods. 
 
 

 
Image produced by RCHT. 
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6.2. Risk Assessment 
 

6.2.1. Once a potential risk has been identified, the risk should be entered on 
the Trust’s Datix system where a risk assessment will be carried out to 
assess the level of risk. It is vital that all risks are assessed in an 
objective and consistent manner. 

 
6.2.2. In order to assess the risk, it is important to understand not only what is 

likely to go wrong but also how and why it may go wrong. Consider the 
activity within the context of the physical and emotional environment, and 
the culture of the organisation and the staff who perform the activity. 
Take into account things that have gone wrong in the past and near-miss 
incidents. Further guidance on risk assessment can be seen in appendix 
3. 

 
6.2.3. The risk matrix in appendix 3 must be used to score risks. Your risk 

should be scored on the potential consequences of the risk developing 
along with the likelihood of the risk materialising. 

 
6.3. Risk Response and Management 

 
6.3.1. Following identification and assessment of a risk, a decision will need to 

be made as to how to respond to the risk. The response options are 
listed below, the most appropriate response will be selected according to 
the nature of the risk. Usually, the Trust will attempt to treat the risk and 
reduce it to an accepted level: 

 
Treat: Further management actions that ideally minimise the 
likelihood and/or impact of a threat or maximise the likelihood of 
opportunities. For each risk an action plan to eliminate, minimise, 
or maximise the risk is required. 

 

Tolerate: In cases where the ability to do anything may be 
limited, or the cost of taking any action may be 
disproportionate to the potential benefit gained. 

 

Terminate: Discontinuation of the activity which carries the 
risk (i.e. removing the source of the risk). 

 

Transfer: To insure against the risk, etc. This includes 
sharing the risk. 

Page 466 of 522



Risk Assessment and Management Strategy and Policy V9.0 
Page 17 of 36 

 

6.3.2. If it is decided that the controls are not adequate and further 
management actions are required to reduce the risk (i.e. treat the risk), 
the risk owner should develop an action plan, using the Datix system. 
These planned actions should address any gaps in control measure. 
Generally, as actions are completed these will become controls 
measures. As control measures are put in place, the risk should reduce. 

 
6.3.3. Actions should be recorded in Datix individually and linked to the risk so 

that progress can be monitored by the risk owner. All actions should be 
SMART (Specific, Measurable, Achievable, Realistic, Time Specified), 
should mitigate the risk and should include: 

 
• Target Implementation date 
• Person responsible for implementing action 
• How the action will be evidenced 
• Progress on completion of action 

 
6.3.4. The residual risk score should be calculated by assuming all of the 

control measures and subsequent actions have been taken. It should be 
noted that specific risk assessment forms are used in some instances 
such as health and safety assessments and clinical assessments (VTE, 
Falls etc.). Where this occurs, the process will be outlined in the related 
policy, however risks arising as a result of these assessments should be 
added to the Risk Register as appropriate. 

 
6.4. Risk Register 

 
6.4.1. The Trust risk register is populated from risk assessments carried out 

proactively and reactively as a result of incidents, these are undertaken 
both at strategic and operational levels, which are recorded on the 
Trust’s electronic risk management system (Datix). Where risks cannot 
be immediately resolved they will be added to this register. 

 
6.4.2. A risk register is a living document, constantly being updated to 

demonstrate progress of risk reduction. It is a way of assisting with the 
prioritisation of actions in relation to the risks identified. It is also a tool to 
operationally manage the reduction and mitigation of risk and actively 
demonstrate that risks are being managed. 

 
6.4.3. The aim of a risk register is to help the Trust: 

 
• identify all actual and potential hazards and their 

associated risks; 
• evaluate the level of existing controls in place to 

address the risk and track their progress; 
• quantify the risk according to its relative importance in 

terms of consequence of the risk and the likelihood of 
occurrence. 

• The risk score will inform the escalation of risks; 
• decide the appropriate additional methods of control 
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and risk treatment; 
• prioritise annual business plan objectives and 

associated planning. 
 

6.4.4. Each level of the organisation (service, specialty, ward/department) must 
include all identified risks on the Trust Risk Register held on Datix to 
enable the Board to be assured that its system of internal control is 
effective in managing risk at all levels. Risks should not be held in other 
formats or on local risk registers. All risks should be held on Datix. 

 
6.4.5. Access to the Risk Register on Datix will be provided according to remit 

and role and will be agreed by Care Group Governance Leads for clinical 
Care Groups/ Corporate Governance team for Corporate Services. 

 
6.5. Datix Risk Register work flow 

 
6.5.1. The Datix work flow from initial risk logging, management / mitigation and 

ultimately the closure or acceptance of the risk is summarised below: 
 

Figure 4: Datix Risk work flow 
 

 
Image produced by RCHT. 

 
6.5.2. There may be risks that impact on the organisation or are cross care 

Groups. It is recommended that a parent risk (or global) is identified and 
owned by the accountable service, however each impacted service 
should be informed of the risk so they can, in turn assess the applicability 
to their area (hotspots). 

Page 468 of 522



Risk Assessment and Management Strategy and Policy V9.0 
Page 19 of 36 

 

6.6. Approval Process for Candidate Risks for the Corporate Risk 
Register (CRR) see figure 5 below. 

 
6.6.1. New Risks that would trigger onto the CRR (i.e. a risk rating of 15 or 12 

with Trust - wide implications) – 
• The new risk should be accepted by the Care Group 

through their Governance Board 
• The risk should then be discussed with the Executive 

Lead and accepted by them 
• Risk Committee (Executive Board) review the risk(s) 

and approves additions or removals to the CRR 
• The risk(s) will then be presented to the Safety 

Audit and & Risk Assurance Committee for 
information approval onto the CRR 

 
 

<Continued on next page> 

Page 469 of 522



 

RCHT Risk Approval Process 

 
 
 
Figure 5: CRR Approval Process 
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6.7. Review and Escalation 
 

6.7.1. Risk review 
 

The Trust recognises that risk management should be embedded within 
all that the Trust does. The review of risk should be an on-going iterative 
process which is part of day to day work. As part of the assurance 
process the Trust requires that risks should be reviewed in accordance 
with the required review date by the risk owner in order to: 

 
• enable key controls to be reviewed for effectiveness; 
• identify at an early stage that the current risk score is 

increasing by monitoring key indicators within impacts/ 
effects; 

• implement action mitigation plans and additional action 
plans to be put in place if appropriate; 

• enable opportunity for escalation so that the Trust is 
aware of its risk profile and its total exposure to risk; 

• monitor implementation dates on action plans to 
assess if work planned is on target; 

• review risk score to determine whether a risk has been 
successfully reduced or requires a change in scoring; 

• monitor the overall ongoing progress towards risk 
reduction. 

 
6.7.2. Frequency of risk reviews 

 
Risks should be reviewed on a basis proportionate to the current risk 
rating. All risks should be reviewed by the risk owner and discussed at 
the appropriate governance meetings. The review should encompass the 
risk descriptor, scoring, action plan progress and updates. 

 
Figure 5: Risk review frequency guide. 

 
Risk Rating Review Frequency 

Risks that have been closed but 
have a recurring theme 

 
Annually 

Risks that have been accepted 
and are not in the “Live risk” 
status. 

Green / low risks (risks that score 
below 4) 

 
Six monthly 

Amber / high risks and Yellow / 
moderate risks (risks that score 
between 4 and 12) 

Quarterly 
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Red/ extreme risks (risks that 
score 15 or above) 

Monthly 

 
Image produced by RCHT. 

 
In addition, Risks should be further reviewed when there is a planned 
change; when there has been significant change to statutory duty, policy, 
procedure or national/local guidance or when there has been a significant 
change in conditions for example (staffing, layout etc.). 

 
6.7.3. Risk Escalation and de-escalation of risks 

 
The consequences of some risks, or the action needed to mitigate them, 
can be such that it is necessary to escalate the risk to a higher 
management level, for example from a Ward Risk Register to a Care 
Group Risk Register. Risks will be escalated or de-escalated via the risk 
reporting tiers (figure 1) and risks will be reviewed at the appropriate 
committee with the authority to act for each level (as set out in figure 2). 
The diagram below sets out the flow of escalation: 

 
 
 

Where 
responsibility * 
lies for risk with 

scores of 
 
 
 
 
 

Image produced by RCHT. 
 
 

Following the implementation of all actions that are possible and 
practical, there may also be on occasion, the need to report a risk by 
escalating it to the next level of management as outlined in the risk 
reporting tiers (figure 1): 

Current Risk 
Score <12 

Current Risk 
Score 12-15 

Current Risk 
Score >15 
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Image produced by RCHT. 
 
 

Risks that fall into the areas outlined in the diagram below, need to be 
considered at the appropriate risk forum for escalation up the risk 
reporting tiers (figure 1) and via the appropriate committee (figure 2) for 
potential inclusion onto the corporate risk register: 

 
 

 
Image produced by RCHT. 
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6.8. Risk Acceptance or Closure 
 

6.8.1. Risks are accepted if the risk is below the residual score, where all 
reasonable actions have been carried out and the risk cannot be 
practically reduced any further. A clear rationale for accepting the risk 
should be added to the risk register entry on Datix. Risks which have 
been accepted should be reviewed by the relevant team on an annual 
basis (Figure 5: Risk review frequency guide). 

 
6.8.2. Where risks have been agreed for removal from the Risk Register or are 

covered by an existing risk, the risk can be closed on Datix. All actions 
should be completed and a date of closure should be included along with 
the rationale for closure of the risk. It is good practice to log on Datix the 
risk forum that agreed for the risk to be closed. Risks should not be 
closed if the score does not meet the residual score. 

 
6.8.3. Risks which are closed but have a reoccurring theme, should be given a 

review date of one year later. 
 

6.9. Board Assurance Framework (BAF) 
 

6.9.1. The Board Assurance Framework identifies: 
 

•  the principal risks to achievement of the Trust’s strategic objectives; 
• the components of the system of internal control in place to manage 

the risk; 
• the assurance sources on which the Trust Board rely on relating to the 

effectiveness of such controls; 
• the RAG (red, amber, green) rating relating to the level of assurance 

available from the assurance sources; 
• records the actions taken to address identified gaps in control and 

assurance; 
• assurance about the effectiveness of those controls. 

The Board assurance framework will be reviewed by the Board, with 
further scrutiny around risks controls and assurance being provided by 
the appropriate committee outlined in figure 2. 

 
6.10. Risk Appetite 

 
6.10.1. Risk appetite can be described as ‘the amount and type of risk that an 

organisation is willing to take in order to meet its strategic objectives.’ 
No organisation can achieve its objectives without taking and accepting 
some risk. The level of risk the Trust is prepared to accept or be 
exposed to will vary according to the nature of the risk, the context 
within which the Trust is operating and regulatory or legislative 
constraints for example the Trust will have a low tolerance for patient 
safety risks. Boards will need to be prepared to take comparatively 
large risks in some areas, and tolerate very little risk in other areas. 
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6.10.2. Risk Appetite Statement agreed as at November July 20192020 
 

As a provider of healthcare services, RCHT has a minimal appetite for 
risks to patient safety and the quality of care and also to any risks to the 
safety and wellbeing of its staff and visitors to any of its sites. 

 
In practice this means that the Trust will always insist on the safest 
available option, with an aim of reducing any risks of physical or 
psychological harm to as low a level as is reasonable practicable. 

 
The appetite of the Trust concerning risks to its finances, its reputation 
or the continuity of its services is described as cautious, which means 
that safe options are preferred but there is a recognition that prevailing 
risks of harm as part of the same proposal. 

 
The Trust’s current statement of risk appetite by risk type, including a 
guide to the level of risk that may be considered as tolerable, is 
summarised on the following table: 

 
Risk Type Risk Appetite Tolerable Risk 

Harm (physical and 
psychological) 

Minimal Low 

Risks to safety and continuity as 
a result of Covid -19 

Minimal Low 

Services Cautious Medium 

Reputation Cautious Medium 

Finances Cautious Medium 

We commit to review our risk appetite statement on an annual basis. 
 

7. Dissemination and Implementation 
7.1. Following Board approval, this document will be disseminated to staff via the 

management structure. Staff will be notified via the Daily Bulletin when the 
policy is made available on the Document Library: They will be made aware of 
its contents during relevant risk management training during Induction and in 
line with the Training Needs Analysis as outlined in the RCHT Core Training 
Policy. 

 
7.2. General “risk management” awareness training will be included in the Trust 

Induction package. Risk management and assessment refresher training will be 
available in the Trust’s training programme. 

 
7.3. Specific risk management training will be delivered for senior managers 

according to need. The provision and arrangements for training will be reviewed 
and revised as necessary. 
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8. Monitoring compliance and effectiveness 
The Trust’s risk management arrangements will be subject to an annual audit on their 
effectiveness, which will be reported to the Audit & Risk Assurance Committee. 

 
Element to be 
monitored 

Risk Management Strategy 

Lead Director of Integrated Governance 
Tool Annual Internal audit of risk management arrangements 
Frequency Annual 
Reporting 
arrangements 

Audit & Risk Committee will receive the results of the internal audit. 

Acting on 
recommendations 
and Lead(s) 

Integrated Governance / Risk & Compliance Team 

Change in 
practice and 
lessons to be 
shared 

Required changes to practice will be identified and actioned within 
… (state a specific time frame). A lead member of the team will be 
identified to take each change forward where appropriate. Lessons 

will be shared with all the relevant stakeholders 
 

9. Updating and Review 
The Risk Management Strategy will be reviewed on an annual basis and updated 

 
10. Equality and Diversity 

10.1. This document complies with the Royal Cornwall Hospitals NHS Trust 
service Equality and Diversity statement which can be found in the 
'Equality, Inclusion & Human Rights Policy' or the Equality and Diversity 
website. 

 
10.2. Equality Impact Assessment 

 
The Initial Equality Impact Assessment Screening Form is at Appendix 2. 
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processes 

06.09.10 V4 Full annual review and consultation Teresa Anderson 
Risk & Complaints 07.03.12 V5 Full annual review and consultation 

09.11.12 V5.2 Training and Education section added. Joan Shirley 
Risk Co-ordinator 

 
30.05.14 

 
V6.1 

 
Full annual review and consultation 

Joan Shirley 
Risk Management 
Specialist 

 
14.11.16 

 
V7 

Combined Risk Assessment Policy with Risk 
Management Strategy 

Ceri Evans 
Risk Manager 

07.06.18 V8 Full review and consultation. Update of risk 
governing levels, escalation processes and 
review frequencies 

Thomas Lafferty 
Director of 
Corporate 
Affairs 
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26.11.19 V9 Full review and consultation aligned to new 
care group structure and committee 
infrastructure 

Bernadette 
George, Director 
of Integrated 
Governance 

02.07.20 V9.1 Draft following review of risk appetite and 
strategic pledges due to Covid-19 

Samantha 
Chalmers 
Risk Manager 

 
 
 

All or part of this document can be released under the Freedom of Information 
Act 2000 

This document is to be retained for 10 years from the date of expiry. 
This document is only valid on the day of printing 

 

Controlled Document 
This document has been created following the Royal Cornwall Hospitals NHS Trust 
Policy for the Development and Management of Knowledge, Procedural and Web 

Documents (The Policy on Policies). It should not be altered in any way without the 
express permission of the author or their Line Manager. 
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Appendix 2. Initial Equality Impact Assessment Form 
 

Name of the strategy / policy /proposal / service function to be assessed 
Risk Assessment and Management Policy and Strategy V9.01 

Corporate Service area: 
Integrated Governance 

Is this a new or existing document: 
Existing 

Name of individual completing assessment: 
Ceri EvansSamantha Chalmers 

Telephone: 
01872 253033 

1. Policy Aim* 
 

Who is the strategy / 
policy / proposal / 
service function 

aimed at? 

The Strategy sets out the key aims and objectives for the identification, 
assessment, management assurance of risks in the Royal Cornwall 
Hospitals Trust. 

2. Policy Objectives* To set out the Risk Management Strategy of the Trust in order to 
achieve the Trust’s strategic aims and objectives. 

3. Policy – intended 
Outcomes* 

To provide a consistent approach to risk management and mitigation 
within the Trust. 

4. *How will you 
measure the 

outcome? 

Risks managed effectively. 

5. Who is intended to 
benefit from the 

policy? 

All patients, staff and visitors to the Trust 

6a Who did you 
consult with 

 
 
b). Please identify the 
groups who have 
been consulted about 
this procedure. 

Workforce Patients Local 
groups 

External 
organisations 

Other 

X   X  

Please record specific names of groups 
Care Group 
Executive Board 
Audit and Risk Committee 
NHS Improvement 

What was the 
outcome of the 
consultation? 

 
Amendments made to the document following consultation 

 
7. The Impact 
Please complete the following table. If you are unsure/don’t know if there is a negative 
impact you need to repeat the consultation step. 

Are there concerns that the policy could have differential impact on: 
Equality Strands: Yes No Unsure Rationale for Assessment / Existing 

Evidence 
Age  x  There is an equity risk domain which ensures that risks 

pertaining to equality are identified and reviewed by the 
appropriate staff 
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Sex (male, 
female, trans-gender / 
gender reassignment) 

 x  There is an equity risk domain which ensures that risks 
pertaining to equality are identified and reviewed by the 
appropriate staff 

Race / Ethnic 
communities 

/groups 

 x  There is an equity risk domain which ensures that risks 
pertaining to equality are identified and reviewed by the 
appropriate staff 

Disability - 
Learning disability, 

physical 
impairment, sensory 
impairment, mental 

health conditions and 
some long term health 

conditions. 

 x  There is an equity risk domain which ensures that risks 
pertaining to equality are identified and reviewed by the 
appropriate staff 

Religion / 
other beliefs 

 x  There is an equity risk domain which ensures that risks 
pertaining to equality are identified and reviewed by the 
appropriate staff 

Marriage and 
Civil partnership 

 x  There is an equity risk domain which ensures that risks 
pertaining to equality are identified and reviewed by the 
appropriate staff 

Pregnancy and 
maternity 

 x  There is an equity risk domain which ensures that risks 
pertaining to equality are identified and reviewed by the 
appropriate staff 

Sexual 
Orientation, 
Bisexual, Gay, 

heterosexual, Lesbian 

 x  There is an equity risk domain which ensures that risks 
pertaining to equality are identified and reviewed by the 
appropriate staff 

You will need to continue to a full Equality Impact Assessment if the following have 
been highlighted: 

• You have ticked “Yes” in any column above and 

• No consultation or evidence of there being consultation- this excludes any policies 
which have been identified as not requiring consultation. or 

 
• Major this relates to service redesign or development 

8. Please indicate if a full equality analysis is recommended. Yes  No X 

9. If you are not recommending a Full Impact assessment please explain why. 
 
There is an ‘Equity’ risk domain which ensures that risks pertaining to equality are identified 
and reviewed by the appropriate staff. Individual risk assessments may have an impact on 
certain groups and staff who access risks should consider the impact of their assessment on 
the groups of people referred to in the Equality Impact Assessment. A risk assessment may 
introduce a control measure which has a negative impact on a person/group eg.e.g. a keypad 
entry system may be a control measure for preventing harm to patients with dementia but this 
prevents free movement of other patients on the ward without dementia. 

 
Date of completion and 
submission 

 
27th November 2019 

 
Members approving 
screening assessment 

Policy Review Group 
(PRG) 

 
APPROVED 

A summary of the results will be published on the Trust’s web site. 
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Appendix 3. Instructions for Scoring Risks 
To calculate the risk placement on the matrix, it is necessary to consider both the 
consequence of it happening and the likelihood of the risk happening. 

 
The Trust uses the National Patient Safety Agency (NPSA) risk matrix which is set out 
below: 

 
Table 1 

 

 
NPSA. 2008.Risk Matrix for Risk Managers. 

 
For example, if you assess a risk as moderate consequence with a possible 
likelihood, the overall risk would sit at X on the above table, i.e. moderate 
consequence (3) and possible likelihood (3): 

 
Consequence and Likelihood 
The consequence of a risk and the likelihood of that consequence occurring is 
always a question of judgement. 

 
Table 2 – Likelihood guide. 

 
 

Consequence is the term given to the resulting loss, injury, disadvantage or gain if 
a risk materialises. When considering how severe the consequence would be of 
the risk, consider the likely of this consequence to occur. 

 
* Contains public sector information licensed under the Open Government Licence v3.0 
http://webarchive.nationalarchives.gov.uk/20171030130225/http://www.nrls.npsa.nhs.uk/resources/?entr 
yid45=59833&q=0%c2%acrisk%c2%ac&p=1 
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Consequence Guidance: 
Table 3 

Descriptor Negligible 
1 

Minor 
2 

Moderate 
3 

Major 
4 

Catastrophic 
5 

Staff/Patient/ 
Visitor Injury 

(Physical/ 
Psychological) 

>Adverse event 
requiring 
no/minimal 
intervention or 
treatment 
Impact prevented 
– any patient 
safety incident 
that had the 
potential to cause 
harm but was 
prevented, 
resulting in no 
harm 
Impact not 
prevented – any 
patient safety 
incident that ran 
to completion but 
no harm occurred 

>Minor injury or 
illness , requiring 
minor intervention– 
first aid treatment 
needed 
> Health associated 
infection which 
may/did result in 
semi-permanent 
harm 
>Affects 1-2 people 
>Any patient safety 
incident that 
required extra 
observation or 
minor treatment w 
and caused minimal 
harm to one or 
more persons 
>increase in Length 
of Stay by 1-3 days 

>Moderate injury or 
illness requiring 
professional 
intervention 
>No staff attending 
mandatory/key 
training 
>RIDDOR/Agency 
reportable incident 
(4-14 days lost) 
Adverse event which 
impacts on a small 
number of patients 
>Affects 3-15 people 
>Any patient safety 
incident that resulted 
in a moderate 
increase in treatment 
x and which caused 
significant but not 
permanent harm to 
one or more persons 

>Major injury/long 
term 
incapacity/disability 
(e.g. loss of limb) 
>14 days off work 
> Affects 16 – 50 
people 
>Any patient safety 
incident that appears 
to have resulted in 
permanent harm y to 
one or more persons 

>Fatalities 
>Multiple 
permanent injuries 
or irreversible 
health effects 
>An event affecting 
>50 people 
>Any patient safety 
incident that 
directly resulted in 
the death z of one or 
more persons 

Equipment No Harm to 
patient 

 
No disruption to 
service delivery 

 
No delay in 
transfers or 
discharges due to 
lack of equipment 

Single device not 
available- minimal 
disruption to patient 
care or service 
delivery 

 
Faulty low risk 
equipment failure 
causing minimal 
harm 

Moderate disruption 
to patient care or 
service delivery 

 
Moderate harm to 
patient 

Severe disruption to 
patient care 

Severe delays to 
transfers or 
discharges due to 
unavailability of 
equipment 

Faulty high risk 
equipment leading to 
major injuries to 
patients 

Statutory non 
compliance 

 
Single or multiple 
device unavailability 
leading to loss of 
service 

 
Catastrophic patient 
harm 

Patient 
Experience 

>Reduced level of 
patient 
experience which 
is not due to 
delivery of clinical 
care 

>Unsatisfactory 
patient experience 
directly due to 
clinical care – readily 
resolvable 

>Unsatisfactory 
management of 
patient care – local 
resolution (with 
potential to go to 
independent review) 

>Unsatisfactory 
management of 
patient care with long 
term effects 
> Significant result of 
misdiagnosis 

>Incident leading to 
death 

Environmental 
Impact 

>Minor onsite 
release of 
substance 
>Not directly 
coming into 
contact with 
patients, staff or 
members of the 
public 

>Onsite release of 
substance contained 
>Minor damage to 
Trust Property – 
easily remedied 
<£10K 

>On site release no 
detrimental effect 
>Moderate damage 
to Trust property – 
remedied by Trust 
staff/replacement of 
items required £10k - 
£50k 

>Offsite release with 
no detrimental effect/ 
on-site release with 
potential for 
detrimental effect 
>Major damage to 
Trust property – 
external organisations 
required to remedy – 
associated costs 
>£50K 

>Onsite/Offsite 
release with realised 
detrimental/ 
catastrophic effects 
>Loss of 
building/major 
piece of equipment 
vital to the Trusts 
business continuity 

Staffing & 
Competence 

>Short term low 
staffing level (<1 

>On-going low 
staffing level – 

>Late delivery of key 
objectives/service 

>Uncertain delivery of 
key objective/service 

>Non-delivery of 
key objective / 
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Descriptor Negligible 
1 

Minor 
2 

Moderate 
3 

Major 
4 

Catastrophic 
5 

 day) – temporary minor reduction in due to lack of staff due to lack of staff service due to lack 
disruption to quality of patient >50% - 75% staff >25% - 50% staff of staff 
patient care care attendance at attendance at >On going unsafe 
>Minor >Unresolved trend mandatory/key mandatory/key staffing levels 
competency relating to training training >Loss of several key 
related failure competency >Unsafe staffing level >Unsafe staffing level staff 
reduces service reducing service >Error due to >5 days >Clinical error due 
quality ,1 day quality ineffective >Serious error due to to lack of staff or 
>Low staff morale >75% - 95% staff training/competency ineffective training insufficient training 
affecting one attendance at >Low staff morale and / or competency and / or 
person mandatory/key (25% - 50% of staff) >Very low staff competency 

 training  morale (50% - 75% of >Less than 25% 
 >low staff morale  staff) attendance at 
 (1% - 25% of staff)   mandatory / key 
    training on an on- 
    going basis 
    >Very low staff 
    moral (>75% of 
    staff) 

Complaints/ >Informal/locally >Overall >Justified complaint >Multiple justified >Multiple justified 
Claims resolved treatment/service involving lack of complaints complaints 

 complaint substandard appropriate care >Independent review >Single major claim 
 >Potential for >Formal justified >Claim(s) between >Claim(s) between >Inquest/ombudsm 
 settlement/litigati complaint £10K-£100K £100K-£1M an inquiry 
 on <£5K >Minor implication >Major implications >Non-compliance >Claim >£1M 
  for patient safety if for patient safety if with national  
  unresolved unresolved standards with  
  >Claim <£10K  significant risk to  
    patients if unresolved  

Financial Small loss Risk of 
claim remote 

 
Insignificant cost 
increase/ 
schedule slippage 
( e.g below 
£400k) 

Loss of 0.1–0.25 per 
cent of budget ( e.g 
between £400k and 
£1 million) 

Loss of 0.25–0.5 per 
cent of budget ( e.g 
between £1 million 
and £2 million) 

 
Uninsured Claim(s) 
between £10,000 and 
£100,000 

Uncertain delivery of 
key objective/Loss of 
0.5–1.0 per cent of 
budget (e.g between 
£2 million and 4 
million) 

Uninsured Claim(s) 
between £100,000 
and £1 million 

Non-delivery of key 
objective/ Loss of 
>1 per cent of 
budget ( e.g over £4 
million) 

 
Uninsured Claim(s) 
>£1 million 

Objectives/ >Insignificant >Minor (5%) >Moderate (5-10%) >Significant (10-25%) >Major (>25%) 
Projects (<5%) objective/project objective/project objective/project objective/project 

 objective/project slippage (finance, slippage (finance, slippage (finance, slippage (finance, 
 slippage (finance, schedule, KPIs). Will schedule, KPIs). May schedule, KPIs). Will schedule, KPIs). Will 
 schedule, KPIs). not impact impact on ability to impact on ability to significantly impact 
 Will not impact significantly on deliver deliver on the ability to 
 on ability to ability to deliver objective/project if objective/project. deliver 
 deliver objective/project management action Mitigation plans objective/project. 
 objective/project.  not taken to resolve required. Escalation Immediate 
   slippage. Escalation to relevant mitigation plans 
   to senior committees required. required. Escalation 
   management  to relevant 
   required for  committees 
   guidance.  required. 
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Descriptor Negligible 
1 

Minor 
2 

Moderate 
3 

Major 
4 

Catastrophic 
5 

Business/ 
Service 

Interruption 

>Loss/interruptio 
n of >1 hour, no 
impact on 
delivery of 
patient 
care/ability to 
provide services 

>Short term 
disruption, of >8 
hours, with minor 
impact 

>Loss/interruption of 
>1 day 
>Disruption causes 
unacceptable impact 
on patient care 
>Non-permanent loss 
of ability to provide 
service 

>Loss/interruption of 
>1 week 
>Sustained loss of 
service which has 
serious impact on 
delivery of patient 
care resulting in 
major contingency 
plans being invoked 
>Temporary service 
closure 

>Permanent loss of 
core service/facility 
>Disruption to 
facility leading to 
significant ‘knock- 
on’ affect across 
local health 
economy 
>Extended service 
closure 

Inspection/ 
Statutory 

Duty 

>Small number of 
recommendation 
s which focus on 
minor quality 
improvement 
issues 
>No or minimal 
impact or breach 
of guidance/ 
statutory duty 
>Minor non- 
compliance with 
standards 

>Minor 
recommendations 
which can be 
implemented by low 
level of 
management action 
>Breach of statutory 
legislation 
>No audit trail to 
demonstrate that 
objectives are being 
met (NICE;HSE etc.) 

>Challenging 
recommendations 
which can be 
addressed with 
appropriate action 
plans 
>Single breach of 
statutory duty 
>Non-compliance 
with core standards 
<50% of objectives 
within standards met 

>Enforcement action 
>Multiple breaches of 
statutory duty 
>Improvement notice 
>Critical Report 
>Low performance 
rating 
>Major non- 
compliance with core 
standards 

>Multiple breaches 
of statutory duty 
>Prosecution 
>Severely critical 
report 
>Zero performance 
rating 
>Complete systems 
change required 
>No 
objectives/standard 
s being met 

Adverse 
Publicity/ 
Reputation 

>Rumours 
>Potential for 
public concern 

>Local Media – short 
term- minor effect 
on public 
attitudes/staff 
morale 
>Elements of public 
expectation not 
being met 

>Local media – long 
term – Moderate 
effect – impact on 
public perception of 
Trust & staff morale 

>national media <3 
days – public 
confidence in 
organisation 
undermined – use of 
services affected 

>national/internatio 
nal adverse publicity 
>3 days 
>MP concerned 
(questions In the 
House) 
>Total loss of public 
confidence 

Fire Safety/ 
General 
Security 

>Minor short 
term (<1 day) 
shortfall in fire 
safety system 
>Security incident 
with no adverse 
outcome 

>Temporary (<1 
month) shortfall in 
fire safety 
system/single 
detector etc (non- 
patient area) 
>Security incident 
managed locally 
>Controlled drug 
discrepancy – 
accounted for 

>Fire code non- 
compliance/lack of 
single detector – 
patient area etc. 
>Security incident 
leading to 
compromised 
staff/patient safety 
>Controlled drug 
discrepancy – not 
accounted for 

>Significant failure of 
critical component of 
fire safety system 
(patient area) 
>Serious compromise 
of staff/patient safety 

>Failure of multiple 
critical components 
of fire safety system 
(high risk patient 
area) 
>Infant/young 
person abduction 

Information 
Governance/ 

IT 
Security/Cybe 

r 

>Breach of 
confidentiality – 
no adverse 
outcome 
>Unplanned loss 
of IT facilities < 
half a day 
>Health 
records/documen 
tation incident – 
no adverse 
outcome 
>Cyber-security 

>Minor breach of 
confidentiality – 
readily resolvable 
>Unplanned loss of 
IT Facilities < 1 day 
>Health records 
incident/documenta 
tion incident – 
readily resolvable 
> Cyber-security 
incident incident – 
readily resolvable 
> Short term 

>Moderate breach of 
confidentiality – 
complaint initiated 
> Loss/interruption of 
> 1 day 
>Health records 
documentation 
incident – patient 
care affected with 
short term 
consequence 
> Cyber-security 
incident - patient care 

>Serious breach of 
confidentiality – more 
than one person 
>Unplanned loss of IT 
facilities > 1 day but 
less than one week 
>Health 
records/documentati 
on incident - patient 
care affected with 
major consequence 
>Cyber-security 
incident - patient care 

>serious breach of 
confidentiality – 
large numbers 
>Unplanned loss of 
IT facilities > 1 week 
>health 
records/documenta 
tion incident – 
catastrophic 
consequence 
>Cyber-security 
incident - 
catastrophic 
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Descriptor Negligible 
1 

Minor 
2 

Moderate 
3 

Major 
4 

Catastrophic 
5 

 incident incident 
– no adverse 
outcome 
>Loss/interruptio 
n of > 1 hour, no 
impact on 
delivery of 
patient 
care/ability to 
provide services 

disruption, of > 8 
hours, with minor 
impact 

 
>No audit trail to 
demonstrate that 
objectives are being 
met (DSPT, NISD, 
etc.) 

affected with short 
term consequence 
> Non-compliance 
with DSPT, NISD, etc, 
<50% of objectives 
within standards met 

affected with major 
consequence 
>Temporary service 
closure 
>Enforcement action 
Improvement notice 
Critical Report 
Major non 
compliance with 
DSPT, NISD, etc. 

consequence 
>Permanent loss of 
core service/facility 
Disruption to facility 
leading to 
significant ‘knock- 
on’ affect across 
local health 
economy 
Extended service 
closure 
>Severely critical 
report Complete 
systems change 
required No 
DSPT, NISD 
objectives/standard 
s being met 

 

w = minor treatment is defined as first aid, additional therapy & additional medication. It does not 
include any re admission into hospital, any extra time as an outpatient or continued treatment over and 
above the treatment already planned. 

 
x = moderate increase in treatment is defined as a return to surgery, an un-planned re-admission, a 
prolonged episode of care, extra time as an outpatient, cancelling of treatment or transfer into hospital 
as a result of the incident 

 
y = Permanent harm directly related to the incident and not the natural course of the patients illness or 
underlying condition is defined as permanent lessening or bodily functions, sensory, motor, physiologic 
or intellectual 

 
z = The death must relate to the incident rather than to the natural course of that patients illness or 
underlying condition 

 
Risk scoring = Likelihood x consequence (L x C) 

 Likelihood 

Consequence 
score 

1 2 3 4 5 

 Rare Unlikely Possible Likely Almost certain 
5 Catastrophic 5 10 15 20 25 

4 Major 4 8 12 16 20 
3 Moderate 3 6 9 12 15 
2 Minor 2 4 6 8 10 
1 Negligible 1 2 3 4 5 

For grading risk, the scores obtained from the risk matrix are assigned grades as follows 
 

1 - 3 Low risk 
4 - 6 Moderate risk 
8 - 12 High risk 

15 - 25 Extreme risk 

Contains public sector information licensed under the Open Government Licence 
v3.0 http://webarchive.nationalarchives.gov.uk/20171030130225/http://www.nrls.npsa.nhs.uk/resources/?entr yid45=598
33&q=0%c2%acrisk%c2%ac&p=1 
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EXECUTIVE SUMMARY 
Meeting: TRUST BOARD IN PUBLIC Date: October 

2020 
Report Title: Board Assurance Framework and 

Corporate Risk Management Report 
Agenda Item: 21 

Author: Samantha Chalmers – Risk Manager 
Executive Lead: Bernadette George –Director of Integrated Governance 

Alignment to Strategic Objectives Tick box(es) 
BRILLIANT CARE - Always providing safe, effective and compassionate 
care, where we listen and learn to provide an excellent patient experience 
and reduce avoidable harm. 

X 

BRILLIANT IMPROVEMENT - Instilling a culture of quality improvement 
where everyone feels empowered to make changes for the benefit of our 
patients. 

X 

BRILLIANT PEOPLE - Working together in a supportive environment to 
attract, develop and retain brilliant people. 

X 

Purpose of the Report 
Approve Discuss X Note 
This report provides an update on the risks against the strategic pledges and the most 
significant risks to the Trust’s ability to optimise survival and minimise unnecessary harm 
from Covid-19. It also provides a summary of the top rated risks on the Corporate Risk 
Register. 

Consultation – other meetings discussed with and outcome of discussion: 
BAF risks circulated to executive risk holders prior to submission. 
CRR reviewed and approved at Executive Board 23 September 2020 and 7 October 2020. 
Reviewed by the ARC in October 2020. 

Summary of key points 

The Board Assurance Framework has also been revised during August and September 2020 
in light of the ongoing impact of the Covid-19 pandemic.  

There have been minor changes to the wording of two financial risks (detailed in the paper 
below). 

Significant progress has been made in the review and rationalisation of the risks on the 
Trust’s Corporate Risk Register (CRR) in August and September.  Good buy-in form the 
care groups and strong executive leadership has reduce the number of open risks rated 
extreme from 45 at the end of July to 28 at the end of September. A summary of the top 
rated risks and progress against them is listed in the paper below. 

Following feedback from the Audit and Risk Committee, a statement relating to the risk 
appetite and risk scoring has been added to this paper. 

What is the key question(s) for the meeting to consider? 
Do the principal risks articulated in this report accurately reflect the key operational and 

Page 487 of 522



2 
 

strategic risks facing the organisation? 
 
  

 
Key risks 
The principle risks to the organisation form the substance of the BAF and are described in 
detail below. The highest rated risks in the Trust at the end of September 2020 are: 

• 4301 ED crowding 
• 6418 Referral to Treatment (RTT) & Elective Waits Delays   
• 7703 Delays to transfer CAMHS patients out of ED 
• 7868 There are inadequate Fire safety management arrangements 

 
  
Recommendations and reasons  
The Board/Committee/Group is recommended to: 
• Approve the changes to the current strategic risks following executive review in August 

and September 2020. 
• Note the changes made to the corporate risk register, as approved by Executive Board.  
• Note the current position on the top rated risks on the corporate risk register. 
• Consider the timing for any proposed changes to risk management methodology 

  
 
 
Equality and Diversity 
Statement 

Covid -19 has highlighted national health inequalities that the 
Trust is working to overcome with health partners. 

Environmental 
considerations 

There are a number of CRR risks that have an environmental 
impact; in addition, the extra use of PPE will have an impact on 
the production of waste at the Trust. The Trust is working to 
minimise the environmental impacts of these risks. 
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1. Purpose

This report provides an update on the risks against the strategic pledges and the most 
significant risks to the Trust’s ability to optimise survival and minimise unnecessary harm 
from Covid-19. It also provides a summary of the top rated risks on the Corporate Risk 
Register. 

2. Background and Links to Previous Papers

This abridged report aims to provide the Committee members with an update on the revised 
principal risks on the Corporate Risk Register (CRR) as at 29th September 2020, and the 
Board Assurance Framework (BAF). 

Covid -19 has had a significant impact on existing risks to the Trust. This includes: 
• The effect of any national relaxation in ‘lockdown restrictions’;
• The expected winter 2020 surge in general demand for secondary health care;
• The delayed, or deferred, treatment of non-Covid patients; with elective care

recommencing and an increase in emergency cases when lockdown measures are
lifted;

• A potential for a second and third wave Covid-19 infection ‘spike’; and
• Overall capacity restrictions caused by adherence to ‘social distancing’ proximity

restrictions, imposed by national guidance.

Key Terms Used in this Report: 

  Board Assurance Framework (BAF): Key document which records the principal 
risks to strategic objectives. The BAF also provides the Board with sources of 
assurance that controls are working effectively. 

Corporate Risk Register (CRR): A register of all operational risks with scores of 15 
or more or those deemed to have an organisational wide impact. 

Current risk score: Assessment of current risk score with current mitigation in place 
using 5(c) x5(l) risk matrix.  

Principal risk: A risk which threatens achievement of the Trust’s strategic 
objectives. 

Risk scores: 
1-3=’Low risk’
4-6=’Moderate risk’
8-12=’High risk’
15-25=’Extreme risk’

Target risk score: The estimated achievable risk score when all actions are 
completed. 
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3. Executive Summary 
 
The Board Assurance Framework (BAF) has also been revised during August and 
September 2020 in light of the ongoing impact of the Covid-19 pandemic.  
 
Following those reviews two financial risks have had the wording of their description altered 
(7287 and 7357).   
 
Significant progress has been made in the review and rationalisation of the risks on the 
Trust’s Corporate Risk Register (CRR) in August and September.  Good buy-in from the 
care groups and strong executive leadership has reduce the number of open risks rated 
extreme from 45 at the end of July 2020 to 28 in September 2020. A summary of the top 
rated risks and progress against them is listed in the paper below. 
 
A question was raised at the Audit and Risk Committee relating to how the target scores are 
calculated using the risk appetite as this is the recommended methodology used by NHSEI 
in their training package for Board development. While this is the case for the BAF and CRR 
risks as they have special scrutiny by the Risk Manager, there is currently no evidence that 
this is undertaken with any rigor by managers for individual risk across the spectrum of the 
risk register. This is not to say that this is not done, however it is likely that they use their 
best assessment about where they think they can get the risk to given the ideal application 
of control. All risk scores on the Datix risk register are calculated using the NPSA risk matrix 
for risk managers 5x5 matrix published in 2008 and is the standardized approach for all NHS 
trusts in relation to risk scoring. The Risk Manager intends to audit the position in quarter 
three to see how much work needs to be done to bring all the target scores in alignment with 
the appetite.  
 
Key features of the NHSEI training already form part of the new training package for 
managers developed by the Risk Manager as they are in line with up-to-date best practice 
for risk management. There are however some significant issues with using NHSEIs 
preferred methodology in relation to risk appetite and target scores, in particular the 
practicality of being able to measure and assess the effectiveness of given controls. Without 
a robust method for being able to assess the effectiveness of controls, there will be a lot of 
management time spent justifying rating drops and residual risk gaps. There may be an 
alternative method available by using a weighting methodology that can be aligned to the 
CQC domains, but both will involve mapping and testing. At this stage in the journey to risk 
maturity this will be a significant undertaking. The Board should consider if this will be value 
for money in terms of time and effort spent for the Trust, particularly given the impending 
merger. 
 
 
4. Areas of Risk – Board Assurance Framework (BAF) 

 
The purpose of the BAF is to enable the Board to ensure that assurance is received that 
principal risks are being managed effectively. The 2020/21 BAF and the principal risks have 
been developed in consideration of the strategic goals outlined in the Trust’s 2019-22 
Strategy and approved in May 2019. 
 
The BAF was reviewed by the executives during August and September 2020. The 
outcomes are summarised below. 
 

• The description of Risk ID 7287 – Spend our money wisely has been updated to 
reflect the evolving risk in relation to the impact of Covid-19 
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• Additional text has been added to the description of Risk ID 7357 – Capital 
Investment risk to improve clarity 

• Substantial changes have been made to Risk ID 7019 – Change management 
capacity including reassigning this risk to the Brilliant Improvement Pledge 3.1 and to 
the director of Strategy and Performance 

 
Other risks in the BAF have been subtly amended to reflect those discussions and any 
changes have been highlighted. 
 
The Trust Strategy has identified three goals and now has eighteen organisational pledges 
(including a pledge relating to Covid-19) that the Trust has committed to deliver in order to 
achieve the strategic goals. The principal risks are aligned to these goals: 
 
 

 
 
 
 
 
 
 

Pledge Principal Risk Score 
Brilliant Care 
BC 1.1: Provide care that is safe and 
avoids harm 
 
Risk ID 7013 

 
There is a risk that the Trust will not be able to 
deliver high quality, harm free, compassionate 
care to patients. This is due to; ongoing 
recruitment challenges and the use of temporary 
staff. 
 

16 
↔ 

Brilliant Care 
BC 1.4: Provide clinically effective care, 
which minimises delay and the amount 
of time people have to spend in our care 
 
Risk ID 7016 
 

 
There is a risk that demand outstrips capacity and 
the Trust will not be resilient at times of surge and 
extremis, which will adversely  impact on the 
quality of care delivered, impacting the Trusts 
ability to deliver a range of constitutional 
standards. 
 

16 
↔ 

Brilliant Care 
BC 1.4: Provide clinically effective care, 
which minimises delay and the amount 
of time people have to spend in our care 
 
Risk ID 6418 
 

 
There is a parent risk that the Trust's RTT 
performance and elective waiting times will 
significantly deteriorate. This is caused by loss of 
both capacity and activity in response to the 
Covid-19 pandemic. This could lead to an 
increase in waiting list and RTT Patient Tracking 
List size and length, resulting in considerable 
delays to both diagnosis and treatment. This 
could cause patient harm, as well as stress for 
our workforce. 

20 
↔ 
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Pledge Principal Risk Score 
 

Brilliant Care 
BC1.5: Work with our health and care 
system to improve the health of our 
community 
 
Risk ID 7353 
 

 
There is a risk that the lack of alignment between 
organisational strategies/priorities will limit the 
scale and pace of our progress towards an 
integrated care system for CIOS Health and Care 
Partnership. 

12 
↔ 

Brilliant Care 
BC 1.6: Provide an environment that is 
clean and welcoming.  
 
Risk ID 6752 

 
Risk that our building, equipment and digital 
infrastructure are not fit for purpose nor provide a 
safe and effective environment to deliver health 
care due to insufficient capital resource 
 

16 
↔ 

Brilliant Care 
BC 1.7 Optimising survival and 
minimising unnecessary harm from 
Covid-19 
 
Risk ID 3754 

 
There is a risk that the requirement to manage 
our patients (red/amber/green) in response to 
Covid and the adjustments to the hospital state 
has impacted on patient flow. This is caused by 
holding patients whilst awaiting results, the 
conversion of estate to critical care (limiting 
availability for non critical care patients) and the 
complexity of maintaining capacity across Covid 
positive and Covid negative wards.  
Leading to delays in medical and surgical 
admissions, patient harm, loss of staff due to burn 
out and sickness, delayed care pathways, 
preventable death and the potential to move 
patients where their Covid result is not known. 
 

16 
↔ 

Brilliant Improvement 
(formerly Brilliant People) 
 
BI3.1 
 
Ensure that everyone has the capability 
and capacity to pursue quality 
improvements for our patients 
 
(Formerly 
BP 2.1:  Provide great leadership and 
support to help colleagues be the best 
they can be. 
 
BP 2.3:  Make sure colleagues receive 
feedback to know how they are doing 
 
BP 2.4:  Provide development to help 
colleagues learn and grow 
 
BP 2.6:  Are true to our values and 
create a brilliant place to work) 
 

 
There is a risk that we have insufficient change 
management capacity and capability and 
inconsistent to deliver the pace and change of 
style required to deliver brilliant care. 
 
*The controls and assurance have been 
overhauled in this risk and ownership has been 
transferred to the Director of Strategy and 
Performance 

12 
↔ 
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Pledge Principal Risk Score 
Risk ID 7019 
 
Brilliant People 
BP 2.2: Create a safe environment so 
colleagues feel supported to speak up 
 
Risk ID 7354 
 

 
There is a risk that our culture change isn't 
sufficient to deliver brilliant care 
 

9 
↔ 

Brilliant People  
BP 2.5: Provide an environment that 
supports colleague safety, health & 
wellbeing 
 
Risk ID 7492 
 

 
There is a risk that the systems and processes of 
health and safety are not understood or 
embedded at all levels of the organisation 
This is caused by insufficient specialist knowledge 
and resources to rectify identified gaps which has 
been compounded by historical issues 
This could lead to harm to patients or staff, 
regulatory action and reputational damage for the 
Trust 
 

16 
↑ 

Brilliant Improvement 
BI3.1 Spend our money wisely. 
 
Risk ID 7287 

 
Risk that the Trust does not achieve its financial 
target which will result in lost income, additional 
debt and a longer period of time to recover to a 
cumulative breakeven position. In relation to 
Covid: 
 
(new text below) 
The financial framework originally in place to July 
has been extended to September. The financial 
framework from October onwards has not yet 
been finalised although is likely to be based on 
system-level spend. There is a risk that there may 
be unrecoverable revenue costs due to 
unmitigated impacts on performance and 
statutory compliance and how the Trust recovers 
its performance.  
 
(Formerly: The Trust does not yet have an 
understanding of the financial architecture going 
past Month 4. There is a risk that there may be 
unrecoverable revenue costs due to unmitigated 
impacts on performance and statutory compliance 
and how the Trust recovers its performance. ) 
 
This is caused by the Trust being unable to 
manage or identify the potential gaps and 
shortfalls in revenue link to its Covid response 
and the financial architecture.  
As with not achieving savings targets or 
overspending in other ways, this could result in 
failure to meet statutory duty to meet financial 
targets, fines or fees from regulators or 
contractual breaches 

12 
↔ 
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Pledge Principal Risk Score 
Brilliant Improvement 
BI 3.2:  Use innovation and technology to 
improve the quality, experience and cost 
of care. 
 
Risk ID 7357 
 

 
Risk that the Trust is not able to afford capital 
investment to enable it to ensure that service 
continuity is maintained, statutory regulations are 
adhered to and services are improved through the 
use of technology where possible. 
 
(Additional text below) 
 
Trust is not able to deliver major estates projects 
including HIP2 and Progressive Recovery Unit 
schemes and would need to request re-proofing 
of funding 
 
 

16 
↔ 

Brilliant Improvement 
BI 3.3: Grow the Trust’s national 
reputation for excellence in research and 
development 
 
Risk ID 7024 

 
Lack of clinical buy-in/engagement with research 
will result in patients not having an opportunity to 
take part in trials that may enhance their quality of 
life / wellbeing now or in the future. Secondly the 
Trust does not maximise income to be reinvested 
into clinical care.  
    

6 
↔ 

Brilliant Improvement 
BI 3.5: Celebrate achievement and will 
create a culture that enables continuous 
improvement. 
 
Risk ID 7018 

 
There is a risk that staff do not know about or feel 
that they are able to contribute to the continued 
improvement of the organisation caused by 
insufficient communication and engagement of 
staff in decision making, linked to the pace of 
change required. 
 

12 
↔ 
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5. Corporate Risk Register (CRR) Covid-19 
 
The Corporate Risk Register is reviewed monthly by the executive board.  
 
The most significant risk to the Trust at the present time remains the impact of the 
Coronavirus on the Trust’s ability to provide services and to safeguard staff well-being. In 
particular the impact of Covid-19 on the Trusts ability to meet referral to treatment times 
(RTT) is a significant concern and features in three extreme rated risks (Risk ID 7847 – 
Covid related RTT at SMH, 6418 – Referral to Treatment (RTT) & Elective Waits Delays 
overarching risk on the BAF, and 7806 – Surgery RTT Covid-19 risk) 
 
The overarching Covid-19 risk ID 3754 remains on the BAF at 16 (Extreme). The key control 
remains the use of expertise, and dynamic responsive plans with strong leadership and 
ownership from the executive team. 
 
Covid-19 planning and preparedness is managed through the Incident Control Centre (ICC) 
at RCHT, in close liaison with our partners, to achieve a Cornwall-wide response. 
 
The Risk Manager reviews all risks held by the Incident Control Centre (ICC) on a regular 
basis and cross reference them with existing risks on Datix where required.  
 
Table 1: Corporate Risk Register – Covid-19 

Corporate Risk Description Risk 
Score 

Target 
Risk 

Score 

Executive Lead 

Risk remains stable at 15 
(Risk ID 7847) 
 
There is a risk that the COVID pandemic will 
impact on the elective Orthopaedic service due to 
the following: 

• Delay of all urgent and routine new 
outpatient appointments 

• Delay of all urgent and routine follow up 
appointments 

• Delay of all diagnostic appointments 
• Delay of all patients receiving any type of 

treatment 
• Cancellation of all urgent and routine 

elective surgery 
• Transfer of Trauma Service to St Michaels 

Hospital  
This will potentially cause the following impact the 
following: 

15 

↔ 

9 

Chief Operating 
Officer 
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• Unable to achieve patient’s RTT due 
minimal elective capacity during pandemic 

• Potential delays when the service restarts 
• Delay to diagnostic appointments which 

form part of the Consultant’s management 
plan 

Any or all of the above have the potential to cause 
harm to patients in delaying their RTT pathway 
Risk remains stable at 16 
(Risk ID 7806) 
 
There is a risk that the COVID pandemic will 
impact on the service due to the following: 

• Delay of all urgent and routine new 
outpatient appointments 

• Delay of all urgent and routine follow up 
appointments 

• Delay of all diagnostic appointments 
• Delay of all patients receiving any type of 

treatment 
• Delay of all urgent and routine elective 

surgery  
 
This will potentially cause the following impact 

• Unable to achieve patient’s RTT due to a 
lack of capacity when the service restarts 

• Delay to diagnostic appointments which 
form part of the Consultant’s management 
plan 

• Any or all of the above have the potential 
of delaying cancer treatment for all 
surgical patients 

• Any or all of the above have the potential 
to cause harm to patients in delaying their 
RTT pathway 

16 

↔ 

6 

Chief Operating 
Officer 

Remains stable at 20 (BAF risk) 
(Risk ID 6418) 
 
UPDATED TO REFLECT COVID-19 IMPACT. 
There is a risk that the Trust's RTT performance 
and elective waiting times will significantly 
deteriorate. This is caused by loss of both 

20 

↔ 

12 

Chief Operating 
Officer 
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6.  Corporate Risk Register (CRR) non-Covid-19 
 
At time of reporting there were 28 extreme rated risks that were open and finally approved 
on Datix. The highest rated risks on the Corporate Risk Register are all rated 20 and are as 
follows: 

• 4301 ED crowding 
• 6418 Referral to Treatment (RTT) & Elective Waits Delays   
• 7703 Delays to transfer CAMHS patients out of ED 
• 7868 There are inadequate Fire safety management arrangements 

 
Ongoing work to ensure that the risk register is accurate and reflects the risk profile of each 
care group is likely to result in the closure or de-escalation of additional risks. Risks where 
there is expected to be movement in October include: 
 

• 7868 There are inadequate Fire safety management arrangements – There is a 
process of review and revision and this risk is likely to change following a 
recommendation from the Fire Safety Update Meeting in September that this risk is 
to be disaggregated 

 
The Trust has progressed the ED Resus expansion project (Risk ID 4966), with the aim that 
this will be operational from October 2020, prior to the 2020 winter pressures and to ensure 
improved resilience to a potential second wave of patients presenting with Covid-19 related 
respiratory ailments. This risk is rated 16 (extreme) and sits on the CRR for review by the 
Executive Board 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

capacity and activity in response to the Covid-19 
pandemic. This could lead to an increase in 
waiting list and RTT Patient Tracking List size and 
length, resulting in considerable delays to both 
diagnosis and treatment. This could cause patient 
harm, as well as stress for our workforce. 
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Table 2 –Corporate Risk Register (CRR) – Non-Covid-19 

Corporate Risk Description Risk 
Score 

Target 
Risk 

Score 

Executive Lead 

Risk has increased from 15 to 20  
(Risk ID 4301) 
 
There is a risk that ED will need to accommodate 
more patients than capacity allows due to 
increased attendances and exit block. This is 
caused by poor flow throughout the hospital and 
will lead to the inability to off load ambulances 
due to insufficient trolley's, and patients queuing 
in the corridor which will cause a delay in the 
assessment and treatment for potentially life 
threatening illnesses. It also compromises the 
privacy and dignity of patients and delays 
ambulance crews being released to attend their 
next calls.  
 

20 

↑ 

8 

Chief Operating 
Officer 

This risk remains stable at 20 
See also BAF entry 
(Risk ID 6418) 
 
UPDATED TO REFLECT COVID-19 IMPACT. 
There is a risk that the Trust's RTT performance 
and elective waiting times will significantly 
deteriorate. This is caused by loss of both 
capacity and activity in response to the Covid-19 
pandemic. This could lead to an increase in 
waiting list and RTT Patient Tracking List size and 
length, resulting in considerable delays to both 
diagnosis and treatment. This could cause patient 
harm, as well as stress for our workforce. 
 

20 

↔ 

12 

Chief Operating 
Officer 

This risk remains stable at 20 
(Risk ID 7703) 
 
There is a risk that CAMHS patients will receive 
inappropriate care or interventions, or be 
managed in an environment where their welfare 
needs will not be met 
This is caused by a failure of collaborative system 

20 

↔ 

8 

Chief Operating 
Officer 
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7. Governance  
 
The Trust has a statutory and regulatory requirement to ensure that all significant risks are 
recorded and that appropriate mitigating action is taken to safeguard the people and 
property of the Trust and our patients and visitors. The Trust has a risk management policy 
to support staff and risk is a key agenda item for all trust committees and groups. 
 
8. Responsibility 
 
Bernadette George, Executive Director of Integrated Governance 
 
8. Recommendations 
 
The Board is invited to: 
 
• Discuss and approve the changes to the current strategic risks following executive 

review in August and September 2020. 
• Approve the current position of the Covid-19 Corporate Risk.  
• Approve the current position on the top rated risks on the CRR. 
• Consider the timing of any proposed changes to the risk management methodology  
 
Name and Title of Author: Samantha Chalmers, Risk Manager 
Date: 21/10/2020 

working across the local health economy in 
managing an effective response to an escalating 
patient in ED 
This could lead to patient distress, increased 
length of stay, negative impact on staff morale, 
poor reputation for the Trust and poor patient 
experience 
 
This risk remains stable at 20 
(Risk ID 7868) 
 
There is a risk that identified gaps in the fire 
arrangements and existing unsafe conditions will 
not be adequately managed. 
This is caused by a lack of evidence for a robust 
governance system and no assurance on how 
works have been prioritised. 
This could lead to multiple statutory breaches, 
prosecutions, reputational damage, harm to staff 
and patients and damage to buildings and 
infrastructure. 
 

20 

↔ 

12 

Chief Operating 
Officer 
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BAF 2020/21

 7013

QAC DoN

Risk rating Likelihood Consequence Total

Initial 4 5 20
Current 4 4 16
Appetite 2 4 8
Approach

RAG

AMBER

AMBER

RED
GREEN

RED
RED

SCORE: A M J J A S O N D J F M
Likelihood 4 4 4 4 4 4
Consequence 4 4 4 4 4 4

Risk rating 16 16 16 16 16 16

Tolerance 8 8 8 8 8 8

Matron rounds and feedback mechanisms

Gaps in assurance Positive assurances received

Care Group monthly performance reports
Integrated Performance report to Board

Ward to Board Framework
Being Brilliant Staff development programme

The Trust's Performance Assurance Framework (PAF)

Patient Experience surveys - sent to Heads of Nursing

Ward Accreditation Programme - Aspire is embedded in all inpatient wards with roll out toED,
outpatients, critical care, paediatrics and maternity

Quality Assurance Committee reportsTwice daily SAFER care meeting and appropriate redeployment of staff

HR Organisational Development reports to People and Organisational Development
Committee and Board

"Safety Huddles" in place in all inpatient units to identify high risk patients. Twice yearly establishment review and biannual safer staffing report
Friends and Family Test (FFT)

CQC Scrutiny Group meetings and the associated Integrated Action Plan

Monthly Ward Accreditation reports and action plans to QAC and quarterly to Board

Date Risk Reviewed 22.09.2020

Rationale: Likelihood has been scored at 4.
Consequence has been scored at 4 because the Trust
continues to report a significant number of incidents that
result in moderate - severe harm
Target score corrected.TREAT

Key controls to mitigate threat: Sources of assurance 

Safe, Effective, Caring  Responsive & Well -Led

Links to CIOS Health & Care Partnership

Transformation Board

Committee Providing Assurance Executive Lead

Strategic Aim 1: Brilliant Care -  Always providing safe, 

effective and compassionate care, where we listen and learn 

to provide an excellent patient experience

Delivery supports RCHT Strategic Goals PRINCIPAL THREATS TO DELIVERY

1.1 Pledge 

Provide care that is safe and avoids harm

Brilliant Care

Brilliant  People There is a risk that the Trust will not be able to consistently deliver high
quality , harm free, compassionate care to patients. This is due to;
ongoing recruitment challenges and the use of temporary staff.

Brilliant  Improvement

CQC Domain

Current Performance 

Ward to Board framework
Care group performance framework
Package of safety metrics on IPR

Additional Comments

There is additional capacity and the piece of work undertaken to redeploy staff, as well as the work
done to flex up and flex down capacity for buisness as usual. Due to lower numbers the harm profile
will reduce and the go up again as activity increases.

The red assurances remain red due to the current performance position in the IPR Nursing vacancy position continues to improve
Quarterly ward to board report showed no significant degradation
Improvement in CQC action plan

Gaps in control

Overarching recruitment plan
Temporary staff and associated agency costs
Roster Planning

Actions being taken to address gaps in control / assurance

Template review for all inpatient wards - October 2020

Allocate team to visit to re-educate teams on roster function and compliance. - COMPLETED
9 International recruits started Sep 2020 - further cohort due Oct 2020
Allocate Rostering action plan

Current Safer Care SOP and staffing escalation procedure published in Documents Library

Operational Workgroup Group meet fortnightly

Review of staffing including within corporate teams and review of management and study
days as appropriate - Meeting took place on 1/10/19 relating to E-Rostering

0

0.5

1

A0
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20

A M J J A S O N D J F M
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 7016

FPC COO

Risk rating Likelihood Consequence Total

Initial 5 5 25
Current 4 4 16
Appetite 3 3 9
Approach

     RAG

AMBER

AMBER
RED

AMBER
AMBER

RED
AMBER
GREEN

SCORE: A M J J A S O N D J F M
Likelihood 4 4 4 4 4 4
Consequence 4 4 4 4 4 4

Risk rating 16 16 16 16 16 16

Tolerance 9 9 9 9 9 9

Gaps in control

capacity and demand modelling 
RTT Recovery Plans at specialty level
Diagnostic Recovery Plan 
Ongoing daily capacity management calls (Bronze) New daily operational management calls. Revised 
escalating calls incorporating regular gold calls

Timed pathways continues to reduce waiting times 

Review Care Group led Trust operational weekly 4 hour meetings
Newton Europe work to improve flow. 

All IPR commentary provided from Care Groups

Summary report to be provided to Operational Board from PTL meeting (following same principles of 
RTT report to Board) 

 Embrace programme has superseded 4hr recovery programme to ensure system 
response

Weekly RTT PTL meeting

QIDB and recovery plans being created by the Care Groups

Matrons and Service Managers daily walk rounds

System oversight

System wide flow improvements to ensure bed availability for elective procedures

RTT incomplete performance continues to deteriorate as projected - currently at 52.3%, 
depending on new clock starts projections remain 41-45% at end of July.

This risk has been reviewed in relation to the RTT and Covid risks and the inherent consequence has 
been increased to 5 given the potential for both covid and seasonal surge to overlap and impact on 
this risk. This has not changed the current risk with mitigations.

RTT  18 week performance

The joint infrastructure is not generating the service improvements at the pace required 
and the number of patients inappropriately care for in the acute environment has not 
reduced
Type 1 performance against 4 hr standard
System wide performance 

Maintaining little to no 52 week waits

Delivering 62 day cancer standard
Delivering 2 week wait 

Patient experience report
Current complaints performance

Current Performance Additional Comments

Positive assurances received

Actions being taken to address gaps in control / assurance

Links to CIOS Health & Care Partnership

Referral to Treatment (RTT) & Cancer - Recovery plans Cancer Board reports
Operational Board Reports

Brilliant Improvement Board reports

A& E Delivery Board
Planned Care Delivery Board

CQC Domain

Safe, Effective , Responsive & Well-Led

Key controls to mitigate threat:

1.4  Pledge

Provide clinically effective care, which minimises delay and the amount of 
time people have to spend in our care

Brilliant Care

Date Risk reviewed 21.07.2020

Rationale: Likelihood has been scored at 4 as the 
resilience risk is likely  Consequence has been scored as  
4 major , as a result of  quality of care provided and 
regulatory compliance impact.

Committee Providing Assurance Executive Lead

Sources of assurance 

Strategic Aim 1: Brilliant Care -  Always providing safe, 

effective and compassionate care, where we listen and 

learn to provide an excellent patient experience

Delivery supports RCHT Strategic Goals

Performance Metrics - Performance Assurance Framework (performance standards)

TREAT

PRINCIPAL THREATS TO DELIVERY

Planned Care Board reportsHarm Review Panel process

There is risk that demand outstrips capacity and the Trust will not be 
resilient at times of surge and extremis, which will adversely  impact on 
the quality of care delivered. leading to  the Trusts ability to deliver a 
range of  constitutional standards.

Brilliant  Improvement

Brilliant  People

4hr performance meeting implemented using RTT principles for detailed check and 
challenge with Care Groups

Gaps in assurance

RTT Cancer Recovery plans submitted to Cancer Board Capacity and demand modelling 
used for service planning
DM01 performance is tracked and reported at the RTT meeting with recovery plans being 
worked up 

 System wide revision of escalation calls implemented daily to support flow

Cancer Board

Integrated Performance Report - commentary provided from Care Groups

ICNARC reports
SAFER care bundle 

0

0.5

1

A
0

10

20

A M J J A S O N D J F M

Page 501 of 522



BAF 2020/21

 6418

FPC COO

Risk rating Likelihood Consequence Total

Initial 5 5 25
Current 5 4 20
Appetite 3 4 12
Approach

     RAG

AMBER

AMBER
AMBER

RED

AMBER
GREEN

AMBER
RED

AMBER

SCORE: A M J J A S O N D J F M
Likelihood 3 5 5 5 5 5
Consequence 4 4 4 4 4 4

Risk rating 12 20 20 20 20 20

Tolerance 12 12 12 12 12 12

Strategic Aim 1: Brilliant Care -  Always providing safe, 

effective and compassionate care, where we listen and 

learn to provide an excellent patient experience

Delivery supports RCHT Strategic Goals PRINCIPAL THREATS TO DELIVERY

1.4  Pledge

Provide clinically effective care, which minimises delay and the amount of time 
people have to spend in our care

Brilliant Care

Brilliant  People There is a parent risk that the Trust's RTT performance and elective 
waiting times will significantly deteriorate. This is caused by loss of both 
capacity and activity in response to the Covid-19 pandemic. This could 
lead to an increase in waiting list and RTT Patient Tracking List size and 
length, resulting in considerable delays to both diagnosis and treatment. 
This could cause patient harm, as well as stress for our workforce.

Brilliant  Improvement

CQC Domain

Safe, Effective , Responsive & Well-Led

Links to CIOS Health & Care Partnership

Planned Care Delivery Board

Committee Providing Assurance Executive Lead

Date Risk reviewed 19.08.2020

Rationale: Likelihood has been scored at 5 and increased 
to reflect Covid-19 impact on elective services as the 
resilience risk is likely . The current consequence has 
been scored as 4 major, as a result of the current and 
projected delays as well as reported incidents of potential 
harm.

TREAT

Key controls to mitigate threat: Sources of assurance 

Fortnightly CEO led QIDB meetings, focusing on Care Group recovery plans Performance Metrics - Performance Assurance Framework (performance standards)

Weekly COO led referral to Treatment (RTT) & Cancer meetings A& E Delivery Board reports 
Harm Review Panel process Planned Care Board reports
Cancer Board - RTT Cancer Recovery plans submitted to Cancer Board Capacity and 
demand modelling used for service planning

QIDB and performance reported in the Integrated Performance Report

Matrons and Service Managers daily walk rounds with Matron of Flow  to support flow and National operating standards and discharge planning audits
fortnightly  System Wide Incident Command Centre which oversees the full system 
response and sub groups
ICNARC reports
Operational Board Reports

Cancer Board reports

Gaps in assurance Positive assurances received

Current Performance Additional Comments

RTT incomplete performance continues to deteriorate as projected - currently at 52.3%, 
depending on new clock starts projections remain 41-45% at end of July.

This is a new risk to the BAF as a result of a risk review with informal board 2nd July 2020. The 
inherent rating of this risk has been increased to likelihood 5 and consequence 5 given the potential to 
overlap with the covid risk and the surge and capacity risk. 

Recovery plans do not yet project sufficient activity to achieve hold steady state. Outpatient 
non-face to face activity % reducing.
Session throughput (outpatients and electives) constrained by social distancing & health 
and safety (such as air changes between patients) requirements i.e. more sessions are 
required to deliver the same amount of pre-Covid activity, but access to clinical spaces is 
(or has been, in some cases) restricted. Harm review compliance with Trust level SOP not 
evidenced in all specialties/CGs.

Non-face to face outpatient activity increased significantly.
Diagnostic performance increasing.
Elective theatre activity increasing more rapidly than in the majority of other providers.
Projections, plans and trajectories in place and refreshed routinely.

Gaps in control Actions being taken to address gaps in control / assurance

Ability to switch activity back on at pace and achieve pre-Covid levels of activity.
Ability to centrally monitor and report on completion of Harm Reviews in line with the Trust 
level SOP.

Design Team in place to increase theatre activity and throughput.
GM SROs in place to maximise use of Duchy capacity and re-open Bodmin Treatment Centre.
System wide clinical physical environment capacity mapped and shared with Care Groups to enable 
them to access additional space.
Access to CFT outpatient departments released, process agreed and 1st clinics to proceed w/c 08/07.
Outpatient Transformation Programme projects accelerated to enable streamlined vetting of all 
referrals including internal (completed in May), triaging to and maximising of non-face to face 
alternatives supported by implementation of Patient Portal.
Social distancing cell established by ICC to provide guidance and solutions to enable maximisation of 
safe throughput.
Expanding use of Bookwise to achieve a central view of outpatient template across all outpatient 
departments including establishing brokering processes as specialties compete for space.
Triumvirate sign off required for outpatient F2F activity so only essential activity in OPD capacity.
Harm Review process reinvigorated with all Care Groups, Harm Review Panel to be reinstated. 
Central monitoring process and tool to be developed and implemented.

0

0.5

1

A
0

20

40

1 2 3 4 5 6 7 8 9 10 11 12

Page 502 of 522



BAF 2020/21



FPC DS&P

Risk rating Likelihood Consequence Total

Initial 4 4 16
Current 3 4 12
Appetite 2 4 8
Approach

RAG

AMBER
AMBER

AMBER
AMBER
GREEN
GREEN

SCORE: A M J J A S O N D J F M
Likelihood 3 3 3 3 3 3
Consequence 4 4 4 4 4 4

Risk rating 12 12 12 12 12 12

Tolerance 8 8 8 8 8 8

7353

Date Risk reviewed 18.09.2020

Strategic Aim 1: Brilliant Care -  Always providing safe, 

effective and compassionate care, where we listen and 

learn to provide an excellent patient experience

Delivery supports RCHT Strategic Goals PRINCIPAL THREATS TO DELIVERY

1.5 Pledge

Work with our health and care system to improve the health of our 
community 

Brilliant Care

Brilliant  People

Links to CIOS Health & Care Partnership

A& E Delivery Board
Planned Care Board
One Vision Board
Transformation Board
System Oversight Board

Committee Providing Assurance Executive Lead

There is a risk that the lack of alignment between organisational 
strategies/priorities will limit the scale and pace of our progress towards 
an integrated care system for CIOS Health and Care Partnership

Brilliant  Improvement

CQC Domain

Safe, Effective , Responsive & Well-Led

Likelihood scored as a 3 and consequence a 4 as failure 
to maximise system working will have a major impact, 
and will not optimally improve the health of the 
community.

TREAT

Key controls to mitigate threat: Sources of assurance 

Strategic Outline Case for integration between CFT and RCHT will be submitted to NHSE/I at the end 
of September

Gaps in assurance Positive assurances received

The Covid-19 crisis has expedited system working with the delivery of patient pathways 
across organisations/health sectors. There is a risk that the system players do not act to 
embed/make sustainable these changes.

Annual Plans which received positive feedback
CCG has expressed support for RCHT-CFT integration

Gaps in control Actions being taken to address gaps in control / assurance

Current Performance Additional Comments

Pace of Change of CIOS Health & Care Partnership Strategies 
Lack of Board/CIOS Health & Care Partnership oversight of implications of system level 
working at RCHT Trust Board
Resources to support delivery of RCHT-CFT Integration Programme in process of being 
secured but not yet in place

Alignment of system wide strategic objectives and risks 
Development of 5 year long term plan
CFT Integration Programme
PCN Engagement

System-wide Integrated Performance Reports

System Leadership Board
Dedicated Urgent Care, Planned Care and Chidren's Care resource which reports into the 
System Board

CIOS Health & Care Partnership Reports - Planned Care/Urgent Care, One Vision 
and transformation Board

Regular interface with PCN Leaders

Trust Board

Integration Committee/Executive Integration GroupBlock contract with the KCCG - CQUINs
Joint approach to Annual Planning for LTP

Integration Programme between CFT & RCHT Cornwall Public Health indicators 

New Models of Care Programme

0

0.5

1

A
0

10

20

A M J J A S O N D J F M

Page 503 of 522



BAF 2020/21

 6752

FPC CFO

Risk rating Likelihood Consequence Total

Initial 5 4 20
Current 4 4 16
Appetite 2 4 8
Approach

 RAG

AMBER

AMBER
AMBER
GREEN

Quarterly Estates and Facilities Report to Finance and Performance Committee GREEN
GREEN
GREEN
AMBER
GREEN
GREEN

SCORE: A M J J A S O N D J F M
Likelihood 4 4 4 4 4 4
Consequence 4 4 4 4 4 4

Risk rating 16 16 16 16 16 16

Tolerance 8 8 8 8 8 8

Capital programme funding now set at £56m
STP Way forward funding bids confirmed for Lowen ward, women's children's
Estates Board
Being Brilliant Board

Internal Audit Programme
Mitie Monthly performance reports

Risk Assessment process for Capital Planning

Health & Safety walk rounds 
Health & Safety Governance structure and training in place
Business continuity plans

Matron Rounds feedback

IPAC Audits

Mitie Contract Management Ward Accreditation reports and action plans

Strategic Aim 1: Brilliant Care -  Always providing safe, 

effective and compassionate care, where we listen and 

learn to provide an excellent patient experience

Delivery supports RCHT Strategic Goals PRINCIPAL THREATS TO DELIVERY

1.6 Pledge 

Provide an environment that is clean and welcoming. 

Brilliant Care

Brilliant  People Risk that our building equipment and digital infrastructure are not fit for 
purpose nor provide a safe and effective environment to deliver health 
care due to insufficient capital resource.
    

Brilliant  Improvement

CQC Domain

Safe, Effective,  Responsive & Well -Led Risk linked to corporate risk 7288

Links to CIOS Health & Care Partnership

Strategic Estates Group

 TREAT

Committee Providing Assurance Executive Lead

Ward Accreditation Programme - Aspire is embedded in inpatient wards

Date Risk Reviewed 28.08.2020

The Trust revised its capital programme for 2020-21 in 
May. This identified the need for £6m of estates related 
investment, some of which relates to improvements in the 
environment. The programme has been reviewed again in 
August and, with additional funding now available, Estates 
investment totals £7.9m for the year. The delivery of this 
programme now needs to be monitored and the funds re-
priorotised by the Estates Board accordingly to address 
the highest areas of concern. 

Annual capital expenditure prioritised programme - Reviewed at M4Backlog maintenance programme

Key controls to mitigate threat: Sources of assurance 

Health and Safety Audits

Cleaning Audits
PLACE reports

PLACE Inspections

Mitie service provider quality and performance audits

IPAC reports

Gaps in assurance Positive assurances received

Prioritised national funding

Matrons rounds & feedback mechanisms 

Current Performance Additional Comments

Capital Programme has been approved with minimum level of investment in estates to 
maintain or improve environment.

Capital programme has been reviewed at M4. Additional investment to be made in relation to 
Critical Infrastructure Risk projects (£1.7m).

Capital investment has been prioritised to provide funding for the environment. However, the 
total required is more than the Trust has funding for and so the investments needs to be 
carefully prioritised during the year. 

Reassessent of investment required for estates investment underway with the Interim Director 
of Estates

Monthly performance report to Finance and Performance Committee on Mitie performance.

Quarterly reports to Finance and Performance Committee on delivery of the Estates programme.

Review of the capital programme at M4 to update the Finance and Performance Committee on 
additional funding and risks.

Gaps in control Actions being taken to address gaps in control / assurance

Availability of sufficient capital funding to deliver comprehensive estates improvement 
programme pending review by the Interim Director of Estates

Progress cases in relation to Lowen / MRI and Women and Childrens hospital which will have  a long 
term improvement on the environment.
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 3754

QAC COO

Risk rating Likelihood Consequence Total

Initial 5 5 25
Current 4 4 16
Appetite 3 4 12
Approach

 RAG

GREEN

TBC
TBC

IPAC guidance for how to move patients out of the holding area without a test result

SCORE: A M J J A S O N D J F M
Likelihood 4 4 4 4 4 4
Consequence 5 4 4 4 4 4

Risk rating 20 16 16 16 16 16

Tolerance 12 12 12 12 12 12

AMU rapid testing process

Strategic Aim 1: Brilliant Care -  Always providing safe, 

effective and compassionate care, where we listen and learn 

to provide an excellent patient experience

Delivery supports RCHT Strategic Goals PRINCIPAL THREATS TO DELIVERY

REF Pledge 

Optimising survival and minimising unnecessary harm from Covid-19 

Brilliant Care

Brilliant  People

Brilliant  Improvement

CQC Domain

Safe, Effective,  Responsive & Well -Led 

Links to CIOS Health & Care Partnership

Quality Assurance Committee

Committee Providing Assurance Executive Lead

There is a risk that… the requirement to manage our patients 

(red/amber/green) in response to covid and the adjustments to the 
hospital state has impacted on patient flow. 
This is caused by… holding patients whilst awaiting results, the 

conversion of estate to critical care (limiting availability for non critical 
care patients) and the complexity of maintaining capacity across covid 
positive and covid negative wards. 
Leading to… delays in medical and surgical admissions, patient harm, 

loss of staff due to burn out and sickness, delayed care pathways, 
preventable death and the potential to move patients where their covid 
result is not known.

    

Date Risk Reviewed 02.07.2020

The current risk reflects the intra pandemic wave and may 
be re-adjusted if the R number changes.

 TREAT

Key controls to mitigate threat: Sources of assurance 

Additional ITU capacity identified Performance measures identified in the Covid-19 dashboard
Staff upskilling in place - clinical and non-clinical The Trust has undertaken the required exercises to ensure that the plans are tested and fit for purpose.
Re-deployment process established All the plans have been approved via two check-and-challenge sessions and the plans 

have been lined with local health economy partners who are undertaking joint Staff testing now in place
Digital space for collocated work with health economy partners
Leading indicators dashboard
Centralised stocks
Extra staffing (flexed from other areas)
Extra security arrangements 

Care Group owned response plans which are signed off through a check and challenge session with executive and then executive sign off

Local manufacture of supplies and sourcing locally
Innovative working
Revamping the care pathway

Additional Comments

New sops

Covid presentation is significantly lower than forcast

Gaps in control Actions being taken to address gaps in control / assurance

Tighter stock procedures
Plans assessed daily

Number of breached waiting for a bed There is a functioning and established incident command centre. All departments have updated their 
plans and are learning from them. There is a ward/department to Incident Command Centre to wider 
systems structure established. The incident command control centre is utilising QI methodology to 
manage workstreams to enable the Trust to respond to the Covid19 threat.

Gaps in assurance Positive assurances received

Delays in changing Amber wards to Green due to turnaround time for cleaning
Tests are not always sufficiently rapid to enable timely moves
Consultant capacity to undertake medical reviews daily (due to social distancing procedures 
extending the time taken to do the reviews)

Ward usage plan is owned at Care Group level with clinical oversight and reviewed at least weekly

ITU capacity may not meet demands if additional capacity is not delivered in time for peak 
demand
staffing levels will not be inline with normal working practice
Ability to provide the same theatre capacity (sessions and throughput) as pre COVID

1. Regular senior leader briefing sessions which are then used for specialty briefings in Care Groups
2. Regular all user communications
3. Regular workforece planning meeting with all care groups and continuation of the existing Safer 
Nurse Staffing meetings
4. Enhanced weekend planning

Current Performance 
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P&OD DS&P

Risk rating Likelihood Consequence Total

Initial 4 4 16
Current 3 4 12
Appetite 2 4 8
Approach

RAG

TBC
AMBER
GREEN
GREEN

SCORE: A M J J A S O N D J F M
Likelihood 3 3 3 3 3 3
Consequence 4 4 4 4 4 4

Risk rating 12 12 12 12 12 12

Tolerance 8 8 8 8 8 8

Additional transformation resource being sought. (Paper submitted to FPC 21.09.20)
Creating a strategic partners to support with provision of transformation resource. 

QI training provide to all new starters at Trust Induction

Brilliant Improvement Strategy published and being implemented 

QI clinical Fellow posts created 

Brilliant Improvement Board (BIB) reestablished Oct 2020 

IPR metrics
Current Performance Additional Comments

The significant challenges presented by Covid 19 mean that operational and clincial capcaity is further stretched 
currently. 

PMO reporting on transforamtion has now been designed but is yet to be implemented. PMO reporting 
will commence in October 2020. 

Completion of first 100 staff on the Being Brilliant Programme and launched first 1000 staff. These sessions are 
now being delivered by the QI team thorugh a combination of face to face and online to adhere to social 
distancing requirements.
New Induction programme being finalised to include QI 
Transformation resource plan is in development  - Board Informal agreed the resource plan in principle in 
September 2020. Resource plan being taken to FPC on 21st September for approval.

Gaps in assurance

Gaps in control Actions being taken to address gaps in control / assurance

Positive assurances received

Transformation portfolio in infancy and therefore too early to assess impact. Staff Survey improvements
Patient survey improvements
QI training compliance rates very high

QI module on the being brilliant leadership development porgramme for first 100 leaders 
Four Transformation porgrammes established under one Transformation portfolio and being overseen 
by one PMO utilising QI methodology. 

Improvement KPIs in IPR QI team established April 2018 to provide QI capability and Capacity 
QI training compliance ratesA network of 150+ QI ambassadors across the Trust who are trained in QI and embedded in Care 

Groups and Corporate Services. Brilliant Improvement Strategy  - compliance with milestonesTrust Board provided with QI training

Transformation programme dellivery reported through PMO status reports to BIB and FPC  
(Commenicng formally in October 2020) 

Rationale: Likelihood has been scored at 3 because the full set 
of required change resource has not yet been recruited.  
Consequence has been scored at 4 because delivering our 
transformation programme is a key enabler for delivering 
Brilliant Care and therefore failure to deliver the planned 
transformation put our Brilliant Care Strategy at risk. 

TREAT

Key controls to mitigate threat: Sources of assurance 

Date Risk reviewed 18.09.2020

In house, PMO established to oversee Transformation Portfolio July 2020. 

CQC Domain

Safe, Effective, Responsive & Well-Led

Links to CIOS Health & Care Partnership

Committee Providing Assurance Executive Lead

Strategic Aim 3: Brilliant Improvement  - Instilling a culture of 

quality improvement where everyone feels empowered to make 

changes for the benefit of our patients 

2.1 Pledge  

Provide great leadership and support to help colleagues be the best they can be.

2.3 Pledge  

Make sure colleagues receive feedback to know how they are doing

2.4 Pledge  

Provide development to help colleagues learn and grow

2.6 Pledge  

Are true to our values and create a brilliant place to work

3.1 Pledge 

Ensure that everyone has the capability and capacity to pursue quality improvements 
for our patients 

Delivery supports RCHT Strategic Goals PRINCIPAL THREATS TO DELIVERY

Brilliant Care Current Principal Risk

There is a risk that we have insufficient change management capacity and 
capability and inconsistent to deliver the pace and change of style required to 
deliver brilliant care 

Brilliant  People

Brilliant  Improvement
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P&OD HRD

Risk rating Likelihood Consequence Total

Initial 4 4 16
Current 3 3 9
Appetite 2 3 6
Approach

RAG

GREEN

GREEN
GREEN
GREEN

GREEN
GREEN
AMBER

SCORE: A M J J A S O N D J F M
Likelihood 3 3 3 3 3 3
Consequence 3 3 3 3 3 3

Risk rating 9 9 9 9 9 9

Tolerance 6 6 6 8 8 8

Internal audit of FTSU

Strategic Aim 2: Brilliant People - Working together in a supportive 

environment to attract, develop and retain brilliant people 

Delivery supports RCHT Strategic Goals PRINCIPAL THREATS TO DELIVERY

2.2 Pledge  

Create a safe environment so colleagues feel supported to speak up

Brilliant Care

Brilliant  People There is a risk that our culture change isn't sufficient to deliver brilliant care. 

Brilliant  Improvement

CQC Domain

Key controls to mitigate threat: Sources of assurance 

Safe, Effective, Responsive, Caring & Well-Led

Links to CIOS Health & Care Partnership

Committee Providing Assurance Executive Lead

Freedom To Speak Up Guardian Freedom to  Speak Up reports
Freedom To Speak Up Champions Freedom to Speak Up Action Plan Board cycles include FTSU action plan
Raising Concerns Freedom To Speak Up Policy

Date Risk reviewed 23/09/2020

Likelihood scored at a 3 as the OD plan needs to be embedded 
and consequence is a 4 major if colleagues are not raising 
concerns which could result in harm 

TOLERATE/ TREAT

Gaps in assurance

Current Performance Additional Comments

Guardian has had national guidance training

Freedom To Speak Up included on induction and manager's passport

Organisational Development plan implementation

 'Tell Kate' initiative

Early Intervention Team

HR People Partners in place to support organisational development implementation

Increase of informal reporting
Early intervention service -  increase noted of facilitated conversations
Increased formal mediations
Increase in staff engagement - eg. OD roadshows

Significant progress has been made against key actions. Assurances come via higher level of FTSU reporting 
and early resolution.

The Trust needs to maintain confidentiality of those who speak up.
Training on National Guidance 

Guardian in place
Regular reporting to People and Organisational Development  Committee
Professional Standards reports to Board
HR Organisational Development reports
Bimonthly HRD report
Annual FTSU report

Gaps in control Actions being taken to address gaps in control / assurance

No specialist KPIs for FTSU in Performance Framework
People and Organisational Development Strategy Independent culture reviews have taken place in individual areas - further areas to be identified

Positive assurances received

Freedom To Speak Up incident reports
Freedom To Speak Up intranet page

Trust's Organisational Development Plan Committee People Organisational Development  reports 

National Guardian Office action plan 

NED Lead for FTSU

Professional standards report to Board

Bi Monthly NGO update and report against action plan
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P&OD COO

Risk rating Likelihood Consequence Total

Initial 5 4 20
Current 4 4 16
Appetite 2 4 8
Approach

RAG

AMBER
AMBER
AMBER
AMBER
AMBER

TBC
TBC
TBC
TBC

SCORE: A M J J A S O N D J F M
Likelihood 4 4 4 4 4 4
Consequence 3 3 4 4 4 4

Risk rating 12 12 16 16 16 16

Tolerance 8 8 8 8 8 8

Strategic Aim 2: Brilliant People - Working together in a supportive 

environment to attract, develop and retain brilliant people 

Delivery supports RCHT Strategic Goals PRINCIPAL THREATS TO DELIVERY

2.5 Pledge  

Provide an environment that supports colleague safety, health & wellbeing 

Brilliant Care

Brilliant  People There is a risk that the systems and processes of health and safety are not 
understood or embedded at all levels of the organisation
This is caused by insufficient specialist knowledge and resources to rectify 
identified gaps which has been compounded by historical issues
This could lead to harm to patients or staff, regulatory action and reputational 
damage for the Trust

Brilliant  Improvement

CQC Domain

Health and Safety Strategy 
Key controls to mitigate threat: Sources of assurance 

TOLERATE/ TREAT

Safe, Effective, Responsive & Well-Led

Links to CIOS Health & Care Partnership

A& E Delivery Board
Planned Care Board

Committee Providing Assurance Executive Lead

Improvements in RiDDOR reporting process
Regular meetings between Director of Operations and H&S lead

Date Risk reviewed 09.07.2020

Rationale: This risk has increases to reflect the escalated 
operational and estates risks that have been identified and are 
on the Corporate Risk Register.

Actions being taken to address gaps in control / assurance

No current TNA for individual staff or roles
No visible closure process for the actioning of raised concerns
No common system for reporting and monitoring work related ill health or accident
Competency frameworks tend to be focussed on patient related activities

Written commitment from executives 'statement of safety'
Refresh of statement of intent
Communication strategy out to the organisation about the action plan
Action plan to be tracked through H&S Committee and People and OD committee

Competency frameworks
Implemented interim management arrangement
Increased number of H&S audits being carried out
Mandatory training programme

Health surveillance feedback
Closure rate for actions at committee and board

Current Performance Additional Comments

Gaps in assurance Positive assurances received

Monthy Trust safety leadership team

Accident frequency rates There is a significant multi-pronged improvement plan that tackels the whole of the Health and Safety agenda 
and working through it mitigates significant area of concern.
This risk has been revised following informal board 2nd July to reflect the escalated operational and estates 
health and safety risks

Leadership culture will take time to resolve (introduction of external consultants)
The closure loop for audits is not currently in place

Gaps in control

Suite of health and safety related risk assessments
Leadership roles with safety responsibilities evidenced in JDs
Suite of policies, procedures and other processes relating to specific regulations or activities
Incident reporting and risk management system
H&S committee- action focussed with attendance across all care groups to understand and review 
Health and Safety issues

External Review report received by new H&S Committee with action plan tracked through 
Committee
H&S Committee chaired by Board member
Annual audit programme and process

H&S Committees has been revised in line with recommendations from external review

Near misses rates
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FPC CFO

Risk rating Likelihood Consequence Total

Initial 4 4 16
Current 4 3 12
Appetite 2 3 6
Approach

RAG

AMBER

SCORE: A M J J A S O N D J F M
Likelihood 4 4 4 3 3 3
Consequence 4 4 3 3 3 3

Risk rating 16 16 12 9 9 9

Tolerance 6 6 6 6 6 6

Strategic Aim 3 Strategic Aim : Brilliant Improvement  - 

Instilling a culture of quality improvement where everyone 

feels empowered to make changes for the benefit of our 

patients.

Delivery supports RCHT Strategic Goals PRINCIPAL THREATS TO DELIVERY

3.1  Pledge 

Spend our money wisely.

Brilliant Care Current Principal Risk 

Brilliant  People Risk that the Trust does not achieve its financial target which will result in 
lost income, additional debt and a longer period of time to recover to a 
cumulative breakeven position. In relation to Covid:
The Trust does not yet have an understanding of the financial architecture 
going past Month 4. There is a risk that there may be unrecoverable 
revenue costs due to unmitigated impacts on performance and statutory 
compliance and how the Trust recovers its performance. 
The financial framework originally in place to July has been extended to 
September. The financial framework from October onwards has not yet 
been finalised although is likely to be based on system-level spend. There 
is a risk that there may be unrecoverable revenue costs due to unmitigated 
impacts on performance and statutory compliance and how the Trust 
recovers its performance. 
This is caused by the Trust being unable to manage or identify the 
potential gaps and shortfalls in revenue link to its Covid response and the 
financial architecture. 
As with not achieving savings targets or overspending in other ways, this 
could result in failure to meet statutory duty to meet financial targets, fines 
or fees from regulators or contractual breaches

Brilliant  Improvement

CQC Domain

Effective, Responsive & Well-Led 
Use of  Resources  Framework 
Links to CIOS Health & Care Partnership

E health Programme Board
Digital Transformation Board

Committee Providing Assurance Executive Lead

Date Risk reviewed 28.08.2020

Risk has been reviewed in light of the changes from Covid 
on the stability of the Local Health Economy.

 TREAT

Key controls to mitigate threat: Sources of assurance 

Monthly Care Group Performance Review Meetings , including financial performance and 
Quality and Cost Improvement Plan (QCIP) delivery

Finance Committee Reports (includng updates on savings plans and delivery). 

Scheme of Delegation, clear processes for investment requests and business case approval to 
ensure scrutiny of benefits prior to approval.
CIP PMO in place and regular CIP meeting scheduled to scrutinise and challenge service level 
plans and delivery to the plans.
 Standing Financial Instructions and Standing Orders including clear financial controls 
measures.
Agency Task and Finish Group - scrutiny of agency expenditure.

Transformational savings opportunities are identified through "Shaping Our Future" programme 
to manage system wide control totals to return the whole health economy to financial balance.

 Work force approvals processes are in place to control recruitment of all posts including 
agency and locum staff.
Workforce Transformation Board to deliver the People and OD QCI Plan

Gaps in assurance Positive assurances received

Current Performance Additional Comments

Breakeven performance expetced to 30 September 2020. This risk is new to the BAF following discussions at informal board 2nd July 2020.

Lack of clarity in relation to the financial framework past September 2020.
Pause in development of savings plans for 2020.
Uncertainty over the cost required to deliver services in a Covid secure way.
Uncertainty over cost of insourcing, outsourcing or paying for weekend work to recover the RTT 
position. 

Financial framework in place for M1 to M6 meaning that the Trust can operate at breakeven for that 
period. 

Gaps in control Actions being taken to address gaps in control / assurance

Operational and financial planning has paused and the Trust has an interim 6 month budget. 
No savings target yet set. The risk is therefore currently much lower at present but will need to 
be re-assessed once the financial architecture post September is known.

Using opportunities from the Covid response to transform service deliver. 
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FPC CFO

Risk rating Likelihood Consequence Total

Initial 5 4 20
Current 4 4 16
Appetite 2 4 8
Approach

RAG

AMBER
AMBER
AMBER
GREEN
GREEN

SCORE: A M J J A S O N D J F M
Likelihood 4 4 4 4 4 4
Consequence 4 4 4 4 4 4

Risk rating 16 16 16 16 16 16

Tolerance 8 8 8 8 8 8

Medical Equipment Board
Capital Delivery Group
Finance Committee Reports from each of the above

Finance Committee Reports (includng updates from capital sub-groups)

The demand for capital investment is changing rapidly, both in relation to additional capital 
spend for Covid-19 response and how much of the approved capital programme can be 
delivered due to social distancing and site access.

Covid spend not yet funded. 

Significant additional funding provided and so detailed assessment of whether projects can be 
delivered needed by October. 

Gaps in control

Capital Programme 2020-21 for F&P Committee and Trust Board
Review of Capital Programme - M4 - reported to F&P Committee in September

Actions being taken to address gaps in control / assurance

Set and monitor affordable Capital Programme taking into account service risks. This has been done 
for 2020-21 noting risk in relation to delivery of programme and Covid-19 spend.

Review of capital programme at M4 has been completed and reported to F&P Committee. 

Link the Trust's need for investment to capital applications made through the CIOS Health & Care 
Partnership Programme

Explore all opportunities for external funding including through DH-led private funding streams

Submit full business cases for the MRI/Lowen project, Peripheral Sites project and Progressive 
Recovery Unit schemes.

Monitor changes in capital regime and ensure that STP reviews take place quickly.

E Health Programme Board reports

The value of the Capital Programme for 2020-21 has been set at  £17.6m for internally funded 
schemes. This has not changed although significant additional funding has been made 
available for other projects taking the total programme value up to £56m.
Expected to operate within CRL at present. Risk now exists with ability to invest in 2021 for 
PDC funded schemes and beyond and impact on service delivery if investments cannot be 
made. 

Current Performance Additional Comments

Gaps in assurance

Capital available does not meet prioritised programme over the medium term, especially in 
relation to Estates, Medical Equipment and E-Health projects. The capital programme has been 
re-set in light of the change in the capital funding regime with funding now set an an STP level. 
Uncertainty over how much of capital spend in relation to Covid-19 response can be reclaimed 
and what impact that will have on the programme going forwards.

Positive assurances received

 Digital Strategy & IT programme

Bid for ED Resus scheme has been made which has been successful. This has eased the pressure 
on the capital programme for 2020-21. Small level of contingency now available. 
MS Teams roll-out enabled nationally and not currently at Trust's expense.
The Trust is in contact with NHSI in relation to the need for emergency capital and how to get the right 
support.

Brilliant  People

Brilliant  Improvement

Digital Transformation Board Reports

Trust is not able to deliver major estates projects including HIP2 and 
Progressive Recovery Unit schemes and would need to request re-profing 

of funding

28.08.2020

Links to CIOS Health & Care Partnership

HSLA funding has been confirmed . ED Resus funding 
confirmed. PRU funding confirmed. Additional funding 
provided in relation to Covid response and critical 
infrastrcuture risks. Risk remains as the Trust still does not 
have a funding solution for a new EPR. A bid for the ED 
Resus scheme has been made. 

Estates Board
E Health Programme Board

CQC Domain

Key controls to mitigate threat: Sources of assurance 

E health Programme Board
Digital Transformation Board

 TREAT

Date Risk reviewed

Executive Lead

Strategic Aim 3 Strategic Aim : Brilliant Improvement  - 

Instilling a culture of quality improvement where everyone 

feels empowered to make changes for the benefit of our 

patients.

Delivery supports RCHT Strategic Goals PRINCIPAL THREATS TO DELIVERY

3.2  Pledge 

Use innovation and technology to improve the quality, experience and cost of 
care. 

Brilliant Care

Committee Providing Assurance

Risk that the Trust is not able to afford capital investment to enable it to 
ensure that service continuity is maintained, statutory regulations are 
adhered to and services are improved through the use of technology where 
possible.

Linked to risk 7855

Current Principal Risk 

Effective, Responsive & Well-Led 
Use of  Resources  Framework 
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FPC DS&P

Risk rating Likelihood Consequence Total

Initial 2 3 6
Current 2 3 6
Appetite 2 2 4
Approach

RAG

GREEN
GREEN
GREEN

GREEN

GREEN
AMBER
GREEN

AMBER
TBC

GREEN

SCORE: A M J J A S O N D J F M
Likelihood 2 2 2 2 2 2
Consequence 3 3 3 3 3 3

Risk rating 6 6 6 6 6 6

Tolerance 6 6 4 4 4 4

Recruitment to trials targets on IPR A number of the actions to improve multi agency research projects are likely to be delayed or impacted by Covid 
19. RD&I are now pro actively opening trials across multiple services as the clinical services are beginning to 
resume some normality, and clinical engagement and support to do this has been excellent. CRN R&D internal 
audit has been cancelled due to the CRN restrictions on site visits. 

Current Performance Additional Comments

Positive assurances received

CRN Regional Benchmark reports
Audit reports of research studies

Gaps in control Actions being taken to address gaps in control / assurance

Research is not fully embedded in all Care Groups within the Trust and no Strategy in place.
Research is de-prioritised at times of acute hospital pressure - to utilise Research Nurses for frontline 
care.
Through lack of engagement, not fully utilising all opportunities for research

The Trust' s Research and Development (R&D) Team are developing  an options appraisal to grow R&D activity 
within the Trust under the auspices of the Trust's revised Research Development and Innovation Strategy due for 
completion early 2020

The Trust is also working with the University of Exeter to gauge potential opportunities that could be explored 
through the pooling of clinical trials and developing a memorandum of undertanding to support closer partnership 
working for early 2020. - Done awaiting board presentation July

R&D Strategy is under development and will be linked to the 'Being Brilliant' Programme. Complete

Current Principal Risk 

Governance Research Lead - Governance SMT meeting held monthly External Penn Clarke report
Research Team's audit function to monitor status R&D reports to Clinical Effectiveness Committee

Gaps in assurance

Dedicated research programmed activity (PA's)/time in Clinician's Job Plans RSMT reports and minutes
National Institute for Health Research's (NIHR) 7 High Level Objectives & the associated Trust Goals

CRN Performance Management Framework

Governance SMT reports and minutes

R&D internal audit

Research Director and full Research Team to embed research into all  Clinical Teams

Recruitment to trials is the responsibility of the  Principal Investigator of the Research Project - this is 
supported through the Research Nurse assigned to the project

Recruitment to clinical trials performance against target

Monthly CRN  meeting & performance reports & minutes 

Research Team's  Business Continuity Plan Performance against NIHR 7 High level Objectives & Trust Goals

Key controls to mitigate threat: Sources of assurance 

Research Senior Management Team (RSMT) meetings - weekly
Clinical Research Network ( CRN)  meetings - monthly Research Development and Innovation - Annual report 

Research Development and Innovation - Annual Business Plan

Committee Providing Assurance Executive Lead

Effective, Responsive & Well-Led 

Lack of clinical buy-in/engagement with research will result in patients not 
having an opportunity to take part in trials that may enhance their quality of life / 
wellbeing now or in the future. Secondly the Trust does not maximise income to 
be reinvested into clinical care.

Date Risk reviewed 16.09.2020

Rationale: Likelihood has been scored at 2.  Consequence has 
been scored at 3 because there is currently an acceptable level 
of R&D activity within the Trust, although R&D income has 
reduced in recent months.

TOLERATE

Strategic Aim 3 Strategic Aim : Brilliant Improvement  - Instilling a 

culture of quality improvement where everyone feels empowered 

to make changes for the benefit of our patients.

Delivery supports RCHT Strategic Goals PRINCIPAL THREATS TO DELIVERY

3.3 Pledge

Grow the Trust’s national reputation for excellence in research and development;

Brilliant Care

Brilliant  People

Brilliant  Improvement

CQC Domain

Links to CIOS Health & Care Partnership

Clinical  Research Network South West Peninsula (CRN)
Academic Health science Network (AHSN)
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POD HRD

Risk rating Likelihood Consequence Total

Initial 4 4 16
Current 3 4 12
Appetite 2 4 8
Approach

RAG

GREEN
AMBER
AMBER

AMBER
AMBER
GREEN
AMBER

SCORE: A M J J A S O N D J F M
Likelihood 3 3 3 3 3 3
Consequence 4 4 4 4 4 4

Risk rating 12 12 12 12 12 12

Tolerance 8 8 8 8 8 8

E health Programme Board
Digital Transformation Board

Outputs from "Improve Well " initiative Communication & Engagement Strategy & additional senior HR capacity

Organisational Development Plan 
Sources of assurance 

TREAT

Rationale: Likelihood has been scored at 3   Consequence 
has been scored at 4 as staff engagement is a major risk .

People and OD Committee reports

Date Risk reviewed

Strategic Aim 3 Strategic Aim : Brilliant Improvement  - 

Instilling a culture of quality improvement where everyone 

feels empowered to make changes for the benefit of our 

patients

Delivery supports RCHT Strategic Goals PRINCIPAL THREATS TO DELIVERY

3.5  Pledge 

Celebrate achievement and will create a culture that enables continuous 
improvement.

Brilliant Care Current Principal Risk 

Brilliant  Improvement

CQC Domain

Committee Providing Assurance

Links to CIOS Health & Care Partnership

Brilliant  People

Executive Lead

Team Talks

QI Hub Launched Performance Reviews

Effective, Responsive & Well-Led 
Use of  Resources  Framework 

Key controls to mitigate threat:

Sep-20

There is a risk that staff do not know about or feel that they are able to 
contribute to the continued improvement of the organisation caused by 
insufficient  communication and engagement of staff  in decision making, 
linked to the pace of change required. 

Innovation Breakfasts

Being Brilliant and Leadership Development Programme 

Wonderwall and Joy corridor

OD Plan not fully embedded Continue training QI Ambassadors

New 'Den @ RCHT' process to encourage staff to put forward suggestions for funding bids

Change appraisal process to include QI sections

Service strategies in development - Clinical strategy COMPLETED
New Induction process in development
Brilliant people strategy in delvelopment

Annual Staff Awards

IWL awards
Learning from Excellence

Additional Comments

NHSI Cultural Survey - SCORE results & Action Plan progress
Improving Working Lives Group reports 

Current Performance 

Encouragement of staff to take part in National Awards
Changed induction to include additional QI information 

Gaps in control Actions being taken to address gaps in control / assurance

"Improve Well" Application introduced 

Freedom to Speak up Guardians & Champions established 

Staff survey results
People Transformation Board reports into Brilliant Improvement Board

Trust Board Walkabouts

Medical Lead for QI appointed

NHSI Culture Survey - SCORE findings and Action Plans 

Clinical teams have been engaged and enabled during the covid pandemic to make transformational 
changes and implovements on rapid basis using the foundation of the culture change work that has 
occurred over the last 12 months. There is good assurance from the staff survey that QI approach is 
embedded. Celebrations of achivement happen monthly via team talks and annualy via the Brilliant 
You festival.

Detailed Service strategies are needed for all specialties
People Strategy

QI Hub Launch
Staff survey results
Feedback from Brilliant You Festival and RCHT Feast evenings

Staff Engagement Roadshows

Staff survey results positive

Gaps in assurance Positive assurances received
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Key

High

Full assurance provided over the effectiveness of 

controls.

Medium

Some assurances in place or controls are still maturing 

so effectiveness cannot be fully assessed at this 

moment but should improve

Low

Assurance indicates poor effectiveness of controls.

Updates in red text by Executive Owner

Updates in green text- approved by Board
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ID Group Specialty (NPSA) Description
Likelihood 

(current)

Consequence 

(current)

Rating 

(current)

Risk level 

(current)
Risk Type Executive Lead Key controls currently in place Progress against actions

Likelihood 

(Target)

Consequence 

(Target)
Rating (Target)

Risk level 

(Target)
Risk owner Review date

3754 Corporate Infectious diseases

There is a risk that… the requirement to manage our patients (red/amber/green) in 

response to covid and the adjustments to the hospital state has impacted on patient 

flow. 

This is caused by… holding patients whilst awaiting results, the conversion of estate 

to critical care (limiting availability for non critical care patients) and the complexity 

of maintaining capacity across covid positive and covid negative wards. 

Leading to… delays in medical and surgical admissions, patient harm, loss of staff due 

to burn out and sickness, delayed care pathways, preventable death and the 

potential to move patients where their covid result is not known.

Will probably 

happen  / recur 

but it is not a 

persisting issue

Major 16 Extreme
Service / Business 

Disruption
  zChief Operating Officer

Local resilience/emergency planning forum established

Daily Covid-19 Command Meetings 

PPE daily stock level checks across the Trust and increase in quantities 

Business Continuity Plans enhanced by 4 phase plans for each service

FFP3 Fit Testing plus donning and doffing training

Daily staff communication  

Additional ITU capacity identified

Staff upskilling in place - clinical and non-clinical

Re-deployment process established

Staff testing now in place

Digital space for collocated work with health economy partners

Leading indicators dashboard

Centralised stocks

Extra staffing (flexed from other areas)

Extra security arrangements

Local manufacture of supplies and sourcing locally

Innovative working 

Revamping the care pathway

New sops

Tighter stock procedures

Plans assessed daily

Care Group owned response plans which are signed off through a check and challenge session with executive and 

then executive sign off

Daily trust wide briefings for all staff.

Ensure that local Business Continuity Plans are reviewed and updated yearly as per the 

RCHT Business Continuity Strategy. 

Ensure local Business Continuity Plans are reviewed and updated yearly as per RCHT 

Business Continuity Strategy. 

EPRR Committee of 6th June 2017 have decided to accept this risk above threshold as 

RCHT can take no further mitigation against it. The risk will be closed and reopened should 

a global pandemic be on the horizon. 

1. Health Community-wide discussions

2. Additional training fro delivery of vaccinations

3. Occ Health awareness

4. Review of all existing controls

5. KPI's

6. On going awareness sessions Ongoing FIT testing for all areas 

7. Vaccination Programme in place

Might happen or 

recur occasionally
Major 12 High Mr Matthew Overton 23/10/2020

4301
Urgent, Emergency and 

Trauma
Emergency Department

There is a risk that ED will need to accommodate more patients than capacity allows 

due to increased attendances and exit block. This is caused by poor flow throughout 

the hospital and will lead to the inability to off load ambulances due to insufficient 

trolley's, and patients queuing in the corridor which will cause a delay in the 

assessment and treatment for potentially life threatening illnesses. It also 

compromises the privacy and dignity of patients and delays ambulance crews being 

released to attend their next calls. 

Will undoubtedly 

happen / recur, 

possibly 

frequently

Major 20 Extreme Patient Safety
 zDirector of Operations 

zDirector of Operations

New RAT nursing role and clearer allocation of junior medical staff

Escalation policy for both ambulance handover and ED crowding.  Attendance at daily bed management 

meetings. 

A flexible mobile nurse triage team who aim to achieve 15 minute triage and handover target with daily reporting 

and validation.  

Increased nurses establishment to recognise increased attendances

Additional nurses provided to ED to manage the queue through safer care review meetings.

Sepsis performance monitored and actions taken to ensure all patients receive treatment within 1 hour

SWAST CSO attends department to support handover when crowded.

Computers at patient side in each cubicle to assess patient need.

Action cards developed for RCHT ED in times of crowding and delayed handovers.

Weekly operational meeting in place with SWAST. Electronic handover from ambulance crews implemented in 

RATS bays, COWs to enable same process when queuing. 

Escalation plan v6 is under regular review by ED Team.

Reviewed 02/05/2017"

Reviewed 4/9/17-Actions as above. Queue nurse discussed at twice daily Safercare meetings. Escalation to 

Matrons in hours and Site team/on call manager out of hours for additional staff to provide staff to assist with 

queue management from within the Trust to ensure safety of patients in the corridor.  

Reviewed 16/11/17 Queue nurse now in template but still a cost pressure, otherwise actions continue as above.

Changes to the medical take, the take will be managed within MAU from 31/01/18. New Medical take SOP.

As of 07/03/2018 crowding has become extraeme again, with ambulances queueing outside to unload and 18 on 

the corridor. Performance has deteriorated to circa 50% and safety is being challenged.

Discussion at the ED governance meeting in March concluded that the likelihood of crowding is now graded at 5 

and harm with no mitigation would be 5.

31/01/19 - definition of consequence of risk review, firmly sits at 4 in patient safety domain.

Monitored and audit data analysed on a daily basis.  

Action cards to be developed with joint action plan from RCHT and SWAST

Chief exec is liaising with SWAST re new plans

UTC to be fully implements over Q1&2 diverting all minors and ambulabce 'Fit to Sit' 

patients.

Implement 2018-19 Winter Plan - currently being tested system wide. To be implemented 

on 1st December 2018.

Move SDEC and MA to bigger template (Constantine)

Newton Europe work programme to take place

Reconfiguration of ambulatory care and surrounding space to support increased AEC 

capacity and ED streaming to relieve pressure on ED

As from 24th of December, a further 5 cubicles will be opened for patients requiring 

stretchers,in addition there will be an additional 4 CDU bed spaces and on the 14th of 

January the new minors area will be used for it's built purpose.

A review to be undertaken of nursing team structure and numbers over the 24 hour period 

to access impact of changes to flow

Review junior doctor cover over 24 hours based on current activity levels and attendances 

and develop an escalation process for meeting demand

 Review the changes and impact of the Medical Take and Acute GP pilots on the 

management of medical expected and non-expected patients in terms of outcomes and 

waits to be seen. Medica3 l take changes implemented with new medical rat nursing role 

and clearer allocation of junior medical staff. Wait to be seen in line with target to achieve 

15 minutes triage and seen by medic within 1 hour. Improvement seen in decision within 3 

hours, although overall 4 hour standard not met due to flow to wards

Relocate the medical take to MAU.

Do not expect it 

to happen / recur 

but it is possible it 

may do so

Major 8 High Mrs Johanna Susan Floyd 24/09/2020

4966
Urgent, Emergency and 

Trauma
Emergency Department

There is a risk that high acuity patients will not be able to be treated in a high 

dependency area in ED as the resus area is too small to cope with current demand. 

High acuity patients will have to be treated in an area where there is limited space 

and resources.

Will probably 

happen  / recur 

but it is not a 

persisting issue

Major 16 Extreme Patient Safety   ZMedical Director

Current TES policy and plan in place

Consultant and Nurse in Charge of ED risk assess whole resus and instigate escalation of patients to other high 

dependency areas in the trust e.g. Wellington, ICU, CCU or recovery or move a patient to a majors bay with 

additional resources.

Stroke nurse available 24/7 to support stroke thrombolysis in any area of ED if needed

Critical care outreach 24/7 can be called to provide additional support in majors to patients. 

Estates working group commencing to develop business case ready for submission by Mar 19 to NHSI/STP

Will monitor incidents and occurrences.

The situation is continuosly monitored. Incidents continue to be datixed.

We continue to monitor activity and datix when crowding occurs. This relates to extreme 

risk re crowding and exit block.

Cubicles 1,2,3 in Majors 1 to be used as overspill if Resus is full. NIC to escalate for 

additional nursing staff to ensure patient safety

This will probably 

never happen / 

recur

Major 4 Moderate Mrs Johanna Susan Floyd 24/09/2020

6418 Corporate
Contracting Performance 

and Intelligence

UPDATED TO REFLECT COVID-19 IMPACT. There is a parent risk that the Trust's RTT 

performance and elective waiting times will significantly deteriorate. This is caused by 

loss of both capacity and activity in response to the Covid-19 pandemic. This could 

lead to an increase in waiting list and RTT Patient Tracking List size and length, 

resulting in considerable delays to both diagnosis and treatment. This could cause 

patient harm, as well as stress for our workforce.

Will undoubtedly 

happen / recur, 

possibly 

frequently

Major 20 Extreme
Compliance (Quality and 

Safety)
  zChief Operating Officer

"Moved from fortnightly to weekly RTT/access performance management meetings in place - Divisional level and 

Chief Operating Officer-led. Patient Access Policy in place supported by e-learning. Routine waiting list validation 

processes in place at a specialty level to manage backlogs. Additional capacity plans worked up at specialty level.

NHSI intensive support team have closed down their 'support' for the 52 week wait reduction as zero waits were 

achieved.

SOPs for harm reviews have been developed and are being implemented

Aspiration to achieve 90% in 2019/20 - both PTL and >18 week backlog are reducing (slowing % improvement) 

but some concern about >40 week wait increases from May.

11/05/20 - weekly RTT/Access Exec-led meeting remains in place reviewing PTL and waiting lists, monitoring 

backlog and waiting list data quality. Clinical Harm Review SOP in place.

20/08/2020 RTT incomplete performance continues to deteriorate as projected - currently 

at 52.3%, depending on new clock starts projections remain 41-45% at end of July.

Might happen or 

recur occasionally
Major 12 High Mrs Claire Florey 25/09/2020

6443
Urgent, Emergency and 

Trauma
Emergency Department

There is a risk that patients who have been identified as needing continual 

monitoring will not receive it, or if they do, that abnormalities will not be noted and 

acted upon.

This is caused by failure to use the electronic monitoring systems to their fullest 

capacity and outdated monitors in ED.

This could lead to deaths, sever harm to patients, inquests and prosecutions at least 

on a weekly basis.

Might happen or 

recur occasionally
Catastrophic 15 Extreme

Compliance (Quality and 

Safety)
  zChief Operating Officer

[13/05/2019 13:35:40 Ceri Evans] cubicles now numbered with red or blue numbers, red for those appropriate 

for higher dependency patients and blue for low risk (not line of site, possibly no fixed monitoring)

Visual cue for the nursing staff to flag up patients who are on continual monitoring - red curtains for the cubicle 

have been suggested but there are some logisitic problems with this proposed solution. 

A new protocol for fascia iliaca compartment block now mandates the cubicle be in "line of sight" 

09/07/2018 cubicles that are "line of sight" now marked with red numbers and those that are not (and not 

suitable for higher risk patients) are numbered in blue. Monitors now fixed to stand so unable to be removed and 

transfer monitor to be used.

As of 07/03/2018 crowding makes monitoring less likely and the risk of nort monitoring higher. We rea now in a 

position wehere we have patients in cubicles so long we cannot get patients who need monitoring in.

The visual queues have not been enacted and do not look like a promising solution

Install new monitors
This will probably 

never happen / 

recur

Catastrophic 5 Moderate  Owen McCormack 24/09/2020

6747 Clinical Support Services Radiotherapy

    Risk: Radiotherapy service delivery in terms of Medical Physics Expert (MPE) 

provision (i.e. support to radiotherapy) not adequate.

   Cause: Lack of highly skilled members of staff 

    Leading to: Inability to provide a timely service to the radiotherapy department, 

causing breaching of national government targets for treatment of cancer patients. 

Loss of income for the hospital. RCHT reputation. 

As well as an increase in patient numbers, there has been a significant increase in the 

complexity of treatment - e.g. 65% of all radical plans are now VMAT. Furthermore, 

there are plans to extend the remit of Radiotherapy Physics to novel techniques 

(such as SABR) which will require further specialisation. 

Failure to address could lead to 

-delays/breaches to patient treatment services due to capacity (inc financial impact)

-failure to meet commissioned demand

-impact upon well-being of staff, inc radiographic staff who require adequate 

scientific support during patient treatment hours

-increased likelihood of treatment planning and treatment errors

-service failure 

-impact on Trust reputation as radiotherapy is currently a high-profile service 

Update 01/09/2020: Workforce review case approved. Planning staffing improved, 

training in progress. Additional fixed term post advertised but no candidates made it 

to interview. Additional clinical scientist post to be created from April 2021 (case 

approved). Potential maternity leave of clinical scientist starting Jan 2021. 

Will probably 

happen  / recur 

but it is not a 

persisting issue

Major 16 Extreme
Service / Business 

Disruption

 zDirector of Operations 

zDirector of Operations

1. Training other members of staff (skill mix).

Additional future controls in progress:

2. Fixed term post to be re-advertised. 

3. Agency staffing being investigated/sought. 

4. Potential for internal apprenticeship in radiotherapy treatment planning

Expected to operate within CRL at present. Risk now exists with ability to invest in 2021 for 

PDC funded schemes and beyond and impact on service delivery if investments cannot be 

made. 

Do not expect it 

to happen / recur 

but it is possible it 

may do so

Major 8 High  Savvas Rizkalla 01/10/2020
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ID Group Specialty (NPSA) Description
Likelihood 

(current)

Consequence 

(current)

Rating 

(current)

Risk level 

(current)
Risk Type Executive Lead Key controls currently in place Progress against actions

Likelihood 

(Target)

Consequence 

(Target)
Rating (Target)

Risk level 

(Target)
Risk owner Review date

6766 Trustwide Trustwide

There is a risk of patient harm due to delays in the transmission of discharge 

summaries to GPs which contain potentially time sensitive clinical information and 

actions for GPs/primary care. This is caused by not meeting the timeliness standard 

(24 hours) and carrying a backlog of not transmitted summaries due to a 

combination of process, capacity and user error issues. This could lead to patient 

harm, breaching of contractual obligations (the contractual standard is 24 hours) and 

reputational harm for the Trust as well as inconvenience for GPs and poor patient 

experience.

This is a parent risk - the risk at specialty level will vary and the expectation is those 

risks will be recorded on the appropriate registers.

Will probably 

happen  / recur 

but it is not a 

persisting issue

Major 16 Extreme Patient Safety   Chief Nurse (Inactive User)

1. Improved reporting has been developed to enable divisions/directorates to understand and performance 

manage their backlogs and 24 hour performance.

2. Discharge summary backlogs are included on the Performance Assurance Framework and challenged at an 

Executive level in the Divisions' monthly Performance Reviews.

3. A Task & Finish Group has been set up with delegated responsibility from Trust Management Group to provide 

a framework for improvement.

2020 - included in Performance Reviews and Operational Board. 2019/20 performance was most improved year 

to date.

There is an ongoing QI programme related to discharge summaries with the results to be 

presented at QAC

Task & Finish Group set up to review and develop reporting, provide framework for 

Divisions to develop and implement actions plans improvement trajectories.

This will probably 

never happen / 

recur

Major 4 Moderate Mrs Gillian Derrick 30/09/2020

6846
Anaesthetics, Critical Care 

and Theatres
Anaesthetics

There is a risk that patient awareness during surgery or post operative delirium  may 

occur. 

This risk can be reduced by the use of BIS (depth of anaesthesia monitors)or EEG 

waveform monitoring and spectral edge frequency analysis, to be used in high risk 

patients or those having Total Intravenous Anaesthesia (TIVA). If awareness/ delirium 

occurs this can lead to Post Traumatic Stress Disorder and prolonged stay with 

increased risk of morbidity.  The consequences of concern and distraction to 

anaesthetists whose training has established routine use with this equipment is 

creating stress and fatigue amongst this group.

Will probably 

happen  / recur 

but it is not a 

persisting issue

Major 16 Extreme Patient Safety   ZMedical Director

There are currently 4 BIS monitors at RCH,  2 based in Trauma, 1 in Tower & 1 in the Newlyn unit. 
Request to be submitted for Capital funding for additional BIS monitors. 

This will probably 

never happen / 

recur

Moderate 3 Low  Russell Evans 22/09/2020

7013
Director of Nursing 

(Historic)
Trustwide

There is a risk that the Trust will not be able to consistently deliver high quality , harm 

free, compassionate care to patients. This is due to; on-going recruitment challenges, 

high use of temporary staff.

Will probably 

happen  / recur 

but it is not a 

persisting issue

Major 16 Extreme Quality   Chief Nurse (Inactive User)

Ward Accreditation Programme - Aspire is embedded in all inpatient wards with roll out to outpatients					

Twice daily SAFER care meeting and appropriate redeployment of staff					

"Safety Huddles" in place in all inpatient units to identify high risk patients.					

Friends and Family Test (FFT)					

CQC Scrutiny Group meetings and the associated Integrated Action Plan 					

Matrons rounds & feedback mechanisms 					

The Trust's Performance Assurance Framework (PAF)					

Safer Care SOP and staffing escalation procedure has been reviewed and is in governance processes, published in 

Documents Library					

Review of staffing including within corporate teams and review of management and study days as appropriate - 

Meeting took place on 1/10/19 relating to E-Rostering	

				

Ward to Board Framework		

			

Being Brilliant Staff development programme					

Patient Experience surveys - sent to Heads of Nursing	

Operational Workgroup Group meet fortnightly				

There is additional capacity and the piece of work undertaken to redeploy staff, as well as 

the work done to flex up and flex down capacity for buisness as usual. Due to lower 

numbers the harm profile will reduce and the go up again as activity increases.

Do not expect it 

to happen / recur 

but it is possible it 

may do so

Major 8 High
  Chief Nurse (Inactive 

User)
30/09/2020

7016 Trustwide Trustwide

There is risk that demand outstrips capacity and the Trust will not be resilient at times 

of surge and extremis, which will adversely  impact on the quality of care delivered. 

leading to  the Trusts ability to deliver a range of  constitutional standards.	

				

				

				

				

				

				

Will probably 

happen  / recur 

but it is not a 

persisting issue

Major 16 Extreme
Compliance (Quality and 

Safety)

 zDirector of Operations 

zDirector of Operations

4hr performance meeting implemented using RTT principles for detailed check and challenge with Care Groups 

Harm Review Panel process					

System wide revision of escalation calls implemented daily to support flow					

SAFER care bundle 					

Operational Board					

Cancer Board					

System oversight					

Matrons and Service Managers daily walk rounds			

Embrace programme has superseded 4hr recovery programme to ensure system response					

RTT Cancer Recovery plans submitted to Cancer Board Capacity and demand modelling used for service planning

DM01 performance is tracked and reported at the RTT meeting with recovery plans being worked up 

System wide flow improvements to ensure bed availability for elective procedures				

QIDB and recovery plans being created by the Care Groups					

Creating additional community bed capacity & packages of care

Exercise to test Winter Plans 

OPD Transformation project is being refreshed to deliver clear KPI's

Further actions identified in BAF review. Please see Baf in documents for details

Ongoing daily capacity management calls (Bronze) New daily operational management 

calls. Revised escalating calls incorporating regular gold calls

Timed pathways continues to reduce waiting times 

RTT Recovery Plans at specialty level

Review Care Group led Trust operational weekly 4 hour meetings

Newton Europe work to improve flow. 

All IPR commentary provided from Care Groups from January 2020

Summary report to be provided to Operational Board from PTL meeting (following same 

principles of RTT report to Board) in February 2020

Capacity and demand modeling

RTT Recovery Plans at specialty level

Cancer Recovery Programme - (Symptomatic Breast Pathway)

Critical Care Discharge Improvement Plan

Diagnostic Recovery Plan 

SAFER work stream - to expedite discharges 

Might happen or 

recur occasionally
Moderate 9 High

 zDirector of Operations 

zDirector of Operations
23/10/2020

7068
Anaesthetics, Critical Care 

and Theatres
Anaesthetics

Hazard: No capnography for sedated or anaesthetised patients in recovery.

1: Harm: Clinical: Delayed recognition of airway obstruction  (life-threatening). 

Likelihood: Rare. Consequence: Major. (Risk: 2x4=8)

2: Harm: Clinical: Delayed recognition of airway obstruction (non life-threatening). 

Likelihood: Daily. Consequence: Minor. (Risk: 5x2=10)

3: Harm: Clinical: No capnography for ITU ventilated patients in recovery. Likelihood: 

3 monthly. Consequence: Moderate. (Risk: 3x3=9)

4: Harm: Non adherence to national guidelines. Likelihood: Daily. Consequence: CQC 

critical reporting & failure to achieve strategic goals eg ACSA accreditation. (Risk: 

5x3=15)

Will undoubtedly 

happen / recur, 

possibly 

frequently

Moderate 15 Extreme
Compliance (Quality and 

Safety)
  ZMedical Director

One to one recovery nursing. Strong resistance to ITU outliers & involvement of critical care staff with patient 

care.

Borrowing capnography kit from ITU

Procurement of monitoring with this ability

Business case written to support introduction of capnography monitoring in recovery areas

22/06/2020 Reviewed, risk raised at Governance Huddle, NJ to chase timescales. 

 04/05/2020 reviewed, no change until monitors installed

 06/04/2020 reviewed, risk remains due to monitor rllout being paused due to covid

Do not expect it 

to happen / recur 

but it is possible it 

may do so

Moderate 6 Moderate  Russell Evans 22/09/2020

7160 Clinical Support Services Sterile Service

All four sterilizers and clean steam generators are at the end of life and the 

recommendations by the Authorising Engineer Decontamination are to replace.

This means that failure of the electronic controls or fracture of the chamber is certain 

due to the age of the sterilizers. 

Because all four Sterilization are the same age, there is an increased probability that 

they would all fail around the same time.

Sterilizer failure would reduce or stop all sterilization for reusable medical devices for 

the Trust and impact SLAs with other organisations.

Will probably 

happen  / recur 

but it is not a 

persisting issue

Major 16 Extreme Equipment

Equipment maintained by specialist staff within the department.

Equipment is checked prior and following use and tested daily/weekly/ quarterly.

Contingency plan with Derriford for excess capacity if a single machine fails.

Retrofitted parts sourced to replace some failed parts.

Ring fenced spending from capital has been identified that will ensure that these machines 

are replaced by the end of the year.

This will probably 

never happen / 

recur

Moderate 3 Low  Matthew Dyer 30/09/2020

7189
Anaesthetics, Critical Care 

and Theatres

Critical (Intensive) Care 

(ITU)

There is a risk that patients come to harm due to lack of access to higher care post 

operative beds as highlighted by National GIRFT Report where RCH is an outlier. 

This is caused by inadequate higher level care capacity. 

This could lead to same day cancellations, delay in treatment and/or increased risk of 

unexpected post operative critical care admission from a ward area. 

Will undoubtedly 

happen / recur, 

possibly 

frequently

Moderate 15 Extreme
Compliance (Quality and 

Safety)
  ZMedical Director

The use of recovery beds as an overnight area to look after this patient cohort. 

Continued staff recruitment as part of critical care business case

Limitation of elective surgical admissions daily

Pre-operative assessment 

Constructing further business case for critical care expansion and post anaesthetic care unit expansion

The GIRFT reviews have a scheduled process of review where the outstanding actions are 

updated against a log and rag rated until completion. This process is ongoing and this risk is 

reviewed monthly by the care group.

04/05/2020 Reviewed - no change currently 

 06/04/2020 reviewed risk remains currently

 03/03/2020 Reviewed by Re - NELA still confirms we are an outlier risk remains.

Do not expect it 

to happen / recur 

but it is possible it 

may do so

Moderate 6 Moderate  Russell Evans 30/09/2020

7219
Urgent, Emergency and 

Trauma
Emergency Department

Risk: Children who cannot be safely discharged from the ED to have an urgent OP 

CAMHS assessment wait too long for their emergency assessment by CAMHS. There 

is no out of hours cover for emergency assessment.

Cause: children are no longer admitted to a paediatric ward to wait for a CAMHS 

assessment.

This has lead to children spending several hours in the ED waiting for CAMHS 

assessments, often overnight, in an inadequate environment, which is a poor 

experience for the child, their parents/carers and the staff. There is no parity of 

esteem for mental illness in this scenario.

Will undoubtedly 

happen / recur, 

possibly 

frequently

Moderate 15 Extreme Patient Safety
Mrs Chief Nurse Chief 

Nurse

[13/05/2019 13:44:17 Ceri Evans] CAMHS are now based on site 8-8 but provide on call service only outside of 

these hours.

ED staff are exploring all avenues to safely discharge the patients - home, support in the community and urgent 

CAMHS appointments within a few days.

There is a multi agency response to this risk and several incidents that have occurred in the 

last 6 months including several separate workstreams.

Do not expect it 

to happen / recur 

but it is possible it 

may do so

Moderate 6 Moderate  Owen McCormack 24/09/2020
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ID Group Specialty (NPSA) Description
Likelihood 

(current)

Consequence 

(current)

Rating 

(current)

Risk level 

(current)
Risk Type Executive Lead Key controls currently in place Progress against actions

Likelihood 

(Target)

Consequence 

(Target)
Rating (Target)

Risk level 

(Target)
Risk owner Review date

7302 Clinical Support Services Clinical & Radiation Physics

There is a risk that the Trust will be found to be in breach of Environment Agency 

permit due to the condition of premises, leading to enforcement action by the 

Environment Agency.

This is caused by:

1) Aging and physical degradation of the fabric of the premises

2) Facility does not meet modern standards for clinical use of radioactive materials

3) Historic facility which is not suitable for current uses

4) Obsolescence & lack of maintenance of equipment

This could lead to: Enforcement action by Environment Agency, suspension of clinical 

work - particularly treatment of patients with radioisotope therapy, adverse 

publicity.

There is a risk that the Trust will be found in breach of the Ionising Radiations 

Regulations 2017 regarding control of radioactive contamination.  

This is caused by: Lack of robust contamination monitoring when leaving radiation 

controlled areas, due to

1)Current facility layout has contamination controlled areas spread amongst the 

department, exiting directly onto public circulation space.  Workflow with radioactive 

materials traverses public space

2) High radiation background due to waiting patients defeats effective contamination 

monitoring when leaving these areas

This could lead to enforcement action by HSE (action already taken against Chester 

and Liverpool hospitals), adverse publicity, unnecessary radiation dose to staff or 

patients.

Will probably 

happen  / recur 

but it is not a 

persisting issue

Major 16 Extreme Statutory Compliance  Adam Wheeldon

Longer term controls

--------------------

1) Existing hot lab refurb and gamma camera projects combined to look at a wider facility redesign.  Combined 

SBC/OBC with business case review group.

Interim controls

----------------

Review wider departmental access arrangements:

1) Rear door swipe access to reduced list of names.  

2) Change rear door to “swipe to get out” rather than push button.

3) Re-provide staff toilets in Medical Physics.

Review personal contamination monitoring arrangements

1)	Weekly audit and report to team meeting of hand monitoring carried out at end of shift

2)	Provide hand-foot monitor to improve contamination monitoring

Review area contamination monitoring arrangements

1)	Provide additional 4 monitors for room monitoring

2)	CIA’s doing a check of each room at the end of morning and afternoon sessions

3)	Waiting room has been included as end of day monitoring task

4)	Introduced task-based monitoring, e.g. injection rooms at end of a series of injections

Review arrangements for receipt of radioactive packages

1)	Clinical Technology staff accepting sources - ?training in rad prot and monitoring, keeping of records, etc.  

Consider whether C&RP/Nuc Med can cover this.

Review interim mitigations re hot lab/dispensing

Arranging Medical Physics, Nuclear Medicine, Pharmacy to review improvement 

requirements of hot lab for:

i) Storage of radioactive materials

ii) Storage of radioactive waste

iii) Dispensing of radioactive materials for oral and venous administration

iv) Patient administration of therapy radionuclides

3) Arranging review of improvement requirements in Nuclear Medicine department

Do not expect it 

to happen / recur 

but it is possible it 

may do so

Major 8 High  Trevelyan Foy 30/10/2020

7357 Trustwide Trustwide

Risk that the Trust is not able to afford capital investment to enable it to ensure that 

service continuity is maintained, statutory regulations are adhered to and services 

are improved through the use of technology where possible.

Will probably 

happen  / recur 

but it is not a 

persisting issue

Major 16 Extreme
Compliance (Quality and 

Safety)

E Health Programme Board

Estates Board

Medical Equipment Board					

Capital Delivery Group					

Finance Committee Reports from each of the above		

Digital Strategy & IT programme					

The value of the Capital Programme for 2020-21 has been set at  £17.6m for internally 

funded schemes. This has not changed although significant additional funding has been 

made available for other projects taking the total programme value up to £56m.

Do not expect it 

to happen / recur 

but it is possible it 

may do so

Major 8 High  Ceri Evans 23/10/2020

7425
Anaesthetics, Critical Care 

and Theatres
Theatres & Recovery

The theatre stack system comprises of insufflator, camera, computer, light source, 

screen and printer. These are approximately 15 years old and no longer serviced by 

Storz due to their age. We have an outside company - Medicon that continues to 

service but individual components are failing and cannot be replaced due to age. The 

risk of failure is that patients will be cancelled as crucial equipment will not be 

available. If the stack fails mid procedure this could lead to patient harm 

Will undoubtedly 

happen / recur, 

possibly 

frequently

Moderate 15 Extreme Equipment

Theatre Manager currently organises repairs via medicon. Though currently experiencing equipment shortages 

due to amalgamating broken stack systems to create working ones. 

Serviced regularly  by Medicon

27/07/2020

 3 Stacks have been ordered and risk will be reduced when these are in place, however 

there will still be a shortfall of 4 stacks to cover requirements for theatre and the old 

obsolete stock will still be required to be in use.

 22/06/2020 Reviewed by CB, actively tracked through governance huddle. 

 11/05/2020 reviewed as part of the huddle - renewed.

 06/04/2020 reviewed, risk remains - stacks on pause due to covid

This will probably 

never happen / 

recur

Moderate 3 Low  Nicola Jannaway 22/09/2020

7492 Trustwide Trustwide There is a risk that the culture of health and safety is not understood or embedded 

Will probably 

happen  / recur 

but it is not a 

persisting issue

Major 16 Extreme Workforce
 zDirector of Operations 

zDirector of Operations

Health and Safety Strategy 					

Competency frameworks					

Implemented interim management arrangement					

Increased number of H&S audits being carried out					

Mandatory training programme					

Suite of health and safety related risk assessments					

Leadership roles with safety responsibilities evidenced in JDs					

Suite of policies, procedures and other processes relating to specific regulations or activities					

Incident reporting and risk management system					

H&S committee- action focussed with attendance across all care groups to understand and review Health and 

Safety issues					

Monthy Trust safety leadership team					

There is a significant multi-pronged improvement plan that tackels the whole of the Health 

and Safety agenda and working through it mitigates significant area of concern.

Do not expect it 

to happen / recur 

but it is possible it 

may do so

Major 8 High  Sandrea Mosses 24/09/2020

7562 Specialist Medicine Cardiology

1.	The Microsoft Server and Database software which allows Cardiology images to 

be archived and retrieved will no longer be supported as of January 2020. 

Consequently there is a risk (increasing with time beyond January 2020) that the 

archiving and retrieval system may cease to function. This could be caused by 

software bugs or viruses. If the system fails this could lead to patient harm due to 

unavailability of historic images, for example Echo images, and will result in the 

department being unable to store new images. 

2.	The Haemodynamic monitoring hardware is over 10 years old and hence liable to 

catastrophic failure. If this occurs during a procedure then there is a significant 

likelihood of patient harm as the operator would immediately lose monitoring of 

patient's vital signs. 

Highest risk is to both patient safety and service continuity- if server fails then core 

services will be lost and Cath Lab and Echocadiography will not be able to operate 

until new equipment purchased. Possible risk of loss of service.

Might happen or 

recur occasionally
Catastrophic 15 Extreme Patient Safety

With regard to Cardiac Catheter imaging, these images are saved to both the Change Healthcare system and 

PACS, however the PACS system is considered sub optimal for diagnostic purposes.

There are no contingencies for Echocardiographic images other than the capacity of individual carts to buffer 

images and to be used for diagnostic assessments. 

If haemodynamic monitoring system fails then there is scope to potentially move patient to another lab.

All Cardiologists and support staff are aware of the risk that the system could fail at any time.

In the event of failure of haemodynamic monitoring system manual blood pressure monitoring and manual ECG 

could be used.

Capital request for software upgrade and hardware refresh.

Explore scope for further mitigating actions/controls at next Percutaneous Coronary 

Intervention (PCI) audit meeting on 17/09/20.

This will probably 

never happen / 

recur

Major 4 Moderate  Richard Barrett 02/10/2020

7670
Women, Children & Sexual 

Health
Gynaecology

There will continue to be service failures to meet cervical screening standards for 

patients with high grade cervical disease and delay treatment in these patients. In 

addition, there will be continual service failures to meet the contractual obligations 

required by the cervical screening programme at RCHT.

This is caused by… Failure to plan for the increase in workload caused by the 

conversion to primary HPV meaning that there is insufficient clinical capacity.

This could lead to… Reputational damage to the trust, censure from the regulators 

including the CQC/SQAS/NHS England, harm to patients and escalation to NHS 

England director of commissioning operations.

Will undoubtedly 

happen / recur, 

possibly 

frequently

Moderate 15 Extreme Public Confidence Dr Richenda Tisdale

1-2 additional appointments for high grade patients added to every list

Additional weekend and evening clinics 

Colposcopy nursing staff conducting overtime for existing clinics (20hrs per week)

28/05/2020 SQAS/PHE/NHSE updated with progress on equipment and staffing business case. SQAS/PHE/NHSE 

assured that we are progressing with the actions. 

16/07/2020 SQAS/PHE/NHSE updated with information regarding the approval of the staffing resource (Band 8A 

and Band 5).

Trust is required to provide further evidence that we are progressing with recruitment and appointment into 

these posts.

Approval of staffing business case by operational board - 20/05/2020

Business case and paper to be approved by QAC 28/04/2020 and trust board 30/04/2020.

Review with Khadra Galaal and gynae management team  - costings for a new suite. 

?Identify possible location for colp suite.

Review capacity gap - (suggested 4 extra lists a week required)

Complete business case for Band 8A and B5 colp nurse 

Submit application to cancer alliance for additional equipment funding

Installation of colposcope and stack system and diathermy and smoke extractor  

(Approved equipment) for use in the hysteroscopy suite.

Recruitment of staff into approved posts (Band 5 colp nurse and band 8A nurse 

colposcopist)

Approval from investment group - In july

Update following meeting with finance - review plans with team regarding Band 5 colp 

nurse hours 

Source costs for equipment to utilise hysteroscopy suite for additional colp lists

Might happen or 

recur occasionally
Negligible 3 Low Miss Leonie Jane Glinski 24/09/2020

7703
Urgent, Emergency and 

Trauma
Emergency Department

•	There is a risk that CAMHS patients will receive inappropriate care or interventions, 

or be managed in an environment where their welfare needs will not be met

•	This is caused by a failure of collaborative system working across the local health 

economy in managing an effective response to an escalating patient in ED

•	This could lead to patient distress, increased length of stay, negative impact on staff 

morale, poor reputation for the Trust and poor patient experience

Will undoubtedly 

happen / recur, 

possibly 

frequently

Major 20 Extreme Patient Safety

Extra staffing may reduce the likelihood of some harm but does not mitigate the risk as the patient is still being 

managed in the ED, sometimes for several days.

We are substituting one form of potential harm for another. The ED will never be the best place to manage these 

children, no matter which staff are involved.

There is a multi agency response to this risk and several incidents that have occurred in the 

last 6 months including several separate workstreams.

Do not expect it 

to happen / recur 

but it is possible it 

may do so

Major 8 High  Owen McCormack 24/09/2020

7806 General Surgery and Cancer Surgery

There is a risk that the COVID pandemic will impact on the service due to the 

following:

• Delay of all urgent and routine new outpatient appointments

• Delay of all urgent and routine follow up appointments

• Delay of all diagnostic appointments

• Delay of all patients receiving any type of treatment

• Delay of all urgent and routine elective surgery 

This will potentially cause the following impact

• Unable to achieve patient’s RTT due to a lack of capacity when the service restarts

• Delay to diagnostic appointments which form part of the Consultant’s management 

plan

• Any or all of the above have the potential of delaying cancer treatment for all 

surgical patients

• Any or all of the above have the potential to cause harm to patients in delaying 

their RTT pathway

Will probably 

happen  / recur 

but it is not a 

persisting issue

Major 16 Extreme
Compliance (Quality and 

Safety)

• Risk assessment of new and follow up patients and escalate where approrpiate

• Continue to deliver 2ww services (outpatient and elective) where clinically appropriate

• Implement telephone conversations for all urgent new referrals

• Harm reviews of patients 1c, 1, 2, 2c urgent patients

*       52 week wait patients harm reviewed and discussion with consultant and patient. 

*       Increased potential harm to 9 and 9c patients who will have to wait significantly longer for their surgery 

advised to contact team should they incur problems. 

This risk was approved in September 2020 and escalated due to the impact of Covid on 

RTT. The ongoing action is to explore accessing additional theatre capacity to meet the 

demand and mitigate an accruing urgent patient procedure waiting list. 

Do not expect it 

to happen / recur 

but it is possible it 

may do so

Moderate 6 Moderate Charlotte Chapman 03/10/2020
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7847 St Michael's Hospital (SMH) St Michael's Hospital (SMH)

There is a risk that the COVID pandemic will impact on the elective Orthopaedic 

service due to the following:

Delay of all urgent and routine new outpatient appointments

Delay of all urgent and routine follow up appointments

Delay of all diagnostic appointments

Delay of all patients receiving any type of treatment

Cancellation of all urgent and routine elective surgery

Transfer of Trauma Service to St Michaels Hospital 

This will potentially cause the following impact the following:

Unable to achieve patient’s RTT due minimal elective capacity during pandemic

Potential delays when the service restarts

Delay to diagnostic appointments which form part of the Consultant’s management 

plan

Any or all of the above have the potential to cause harm to patients in delaying their 

RTT pathway

 


Will undoubtedly 

happen / recur, 

possibly 

frequently

Moderate 15 Extreme
Compliance (Quality and 

Safety)

Urgent new referrals continue to be received and treated as normal

Clinical reviews of long waiting routine new patients to ensure no harm likely

Telephone assessments where appropriate for new and follow up patients

Clinical reviews of all elective surgical waiting lists

Regular RTT meetings with director of operation for the trust to review position.

20/08/2020 RTT incomplete performance continues to deteriorate as projected - currently 

at 52.3%, depending on new clock starts projections remain 41-45% at end of July.

Might happen or 

recur occasionally
Moderate 9 High  Chloe Parr 01/10/2020

7868 Estates & Facilities Trustwide

There is a risk that… identified gaps in the fire arrangements and existing unsafe 

conditions will not be adequately managed.

This is caused by… a lack of evidence for a robust governance system and no 

assurance on how works have been prioritised.

This could lead to… multiple statutory breaches, prosecutions, reputational damage, 

harm to staff and patients and damage to buildings and infrastructure.

Will undoubtedly 

happen / recur, 

possibly 

frequently

Major 20 Extreme
Health, Safety, Security and 

Fire

•	Ratified Fire safety Policy (Under review)

•	Fire Safety Management & assurance group with Attendance reports to Health & Safety Committee

•	Fire Safety Advisor (Started 20 April 2020)

•	Fire training on induction and annual refresher training for staff., and e-learning available 

•	Fire alarm service contract in place

•	L1m fire alarm system installed throughout most of the Trust

•	No smoking on site

•	Fire Response Team training (Under Review)

•	Annual Board fire safety report includes fire drill compliance (Under review)

•	Monthly fire warden inspection is completed by fire wardens (Under review, Fire Folder being created 70%)

•	New FRA to PAS 79 templated and being implemented but resource light within team so slow progress.

* Appointed Authorising Engineer for Fire Safety.

Develop action plan for governance of fire arrangements and use of project support to 

ensure robust arrangements in place. This will be 
Might happen or 

recur occasionally
Major 12 High  Richard Daniel 25/09/2020

7869 Trustwide Trustwide

There is a risk that… the Trust will not fulfil its obligations under the HASAWA 1974 

and associated legislation relating to the Management of Contractors such CDM 

regulations

This is caused by… a systemic failure in operational estates to control and manage 

contractors working on behalf of the Operational Estates Department

This could lead to… prosecution/HSE intervention or harm to patients, visitors, staff 

or contractors or adverse press coverage 

Will probably 

happen  / recur 

but it is not a 

persisting issue

Major 16 Extreme
Health, Safety, Security and 

Fire

The Trust has new senior management

There is a Management of Contractors Policy (expired April 2020)

Risk Assessments & Method Statements (RAMS) are adequately reviewed and approved by Estates with a process 

in place.

Robust specifications are required for all future works, with full agreement and approval at the appropriate level.

All new projects are following the Trust procurements processes with involvement from Procurement to ensure 

compliance.

Actions for this risk are recorded on the Trusts overarching plan for improving health and 

safety. Revised RAMS process are now in place and provides more control over works and 

specifications.

Might happen or 

recur occasionally
Major 12 High  Richard Daniel 25/09/2020

7870 Estates & Facilities Trustwide

There is a risk that… the existing operational estates team do not have capacity to 

provide the trust with the required level of assurance given the size of the 

organisation and their portfolio

This is caused by… historical gaps in estates planning, leadership, management, 

training and procedures

This could lead to… failure to provide the required level of statutory compliance, 

multiple breaches in health and safety legislation and potential for staff to burn out 

and or leave the Trust

Will probably 

happen  / recur 

but it is not a 

persisting issue

Major 16 Extreme
Health, Safety, Security and 

Fire

•	Newly appointed senior engineer with significant experience outside the NHS

•	New appointed interim Director of Estates & Facilities with significant NHS experience

•	An existing junior team will with the willingness to change and improve the estates service.

•	Close working relationship with H&S and Strategic estates

•	Senior Management Team now in place with a vision and drive to change and improve the service.

Actions for this risk are recorded on the Trusts overarching plan for improving Health and 

Safety. Weekly risk reviews with key staff and the appointment of new staff are 

progressing.

Might happen or 

recur occasionally
Moderate 9 High  Richard Daniel 24/09/2020

7884 St Michael's Hospital (SMH) Theatres & Recovery

There is a risk that patients will not be able to have their surgery in a timely manner, 

or that they will require a potentially avoidable blood transfusion.

This is caused by a lack of staff trained with the appropriate cell salvage skills.

This could lead to patients having a delay to their surgery, a deterioration of their 

condition or the requirement of a blood transfusion that otherwise could be avoided. 

Will undoubtedly 

happen / recur, 

possibly 

frequently

Moderate 15 Extreme Patient Safety
Theatre manager is reviewing skill mix of staff

Theatre manager is trying to arrange training for staff

try to maintain level of training to ensure all relevant staff are current Might happen or 

recur occasionally
Moderate 9 High  David Riches 24/09/2020

7891 Corporate
CITS - Informatics 

Programme

There is a risk that clinical decisions will be taken by clinicians without the knowledge 

of all of the clinical information that the trust holds on the patient. 

This is caused by clinical information being contained in a variety of clinical IT systems 

with many staff not having access to all of the clinical systems where important 

information is siloed and the Trust does not have a single repository with all clinical 

information fed in from the discrete clinical systems.

This could lead to delayed or incorrect diagnoses being made and inappropriate or 

delayed treatment being delivered to the patient which could result in significant 

patient harm

Will probably 

happen  / recur 

but it is not a 

persisting issue

Major 16 Extreme IM&T

There are no current controls to this except clinicians knowing that information might be in clinical systems and 

therefore asking for access to this information

Complete all of the scoped integrations into the Cito eNotes platform as part of the eNotes 

Project

Undertake the procurement and implementation of a single EPR system for Cornwall to 

ensure the majority/all clinical information is stored in a single system

Get information from Bluespier and Medisoft into Maxims via HL7 MDM interface to 

address immediate paediatric issues/SI concerns

This will probably 

never happen / 

recur

Major 4 Moderate  Ian Nicholls 25/09/2020
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 Corporate Risks Register and Risk Oversight Dash Board 

Lead Director / 

Division
Current

Date risk 

Identified
≤6 8 9 10 12 15 16 ≥20

Dates to achieve 

target risk score
Strategic Objectives

Corporate 6418 Referral to Treatment (RTT) & Elective Waits Delays Mrs Claire Florey 20 Aug-17 m t Sep-20

Quality: To provide compassionate, safe, 

effective care

Estates & Facilities 7868 There are inadequate Fire safety management arrangements  Ricky  Daniel 20 May-20 m t Sep-20

0

Urgent, Emergency 

and Trauma
4301 ED Crowding Mrs Johanna Susan Floyd 20 Jun-12 m t Sep-20

Quality: To provide compassionate, safe, 

effective care

Urgent, Emergency 

and Trauma
7703 Delays to transfer CAMHS patients out of ED  Owen McCormack 20 Feb-20 m t Sep-20

0

Anaesthetics, 

Critical Care and 

Theatres

6846 Risk of patient awareness for those at high risk as well as having TIVA  Russell Evans 16 Jun-18 m t Sep-20

Quality: To provide compassionate, safe, 

effective care

Clinical Support 

Services
6747 Radiotherapy service delivery (staffing)  Savvas Rizkalla 16 Mar-18 m t Oct-20

Quality: To provide compassionate, safe, 

effective care

Clinical Support 

Services
7160 Sterile Services Porous Steam Sterilizers  Matthew Dyer 16 Nov-17 m t 1 Sep-20

Quality: To provide compassionate, safe, 

effective care

Clinical Support 

Services
7302 Environment Agency & HSE Compliance re Radioactive Materials - Layout & Condition of Premises  Trevelyan Foy 16 Apr-19 m t Oct-20

Quality: To provide compassionate, safe, 

effective care

Corporate 3754 Coronavirus (Covid-19) Mr Matthew Overton 16 Oct-11 m t Oct-20

Partnership: Offer integrated care as close to 

home as possible, People: Attract develop and 

retain excellent staff, Quality: To provide 

Corporate 7891 Siloed Clinical Information in Clinical IT Systems  Ian Nicholls 16 Jun-20 m t Oct-20

0

Director of Nursing 

(Historic)
7013 Principal Risk  -  Brilliant Care -1.1 Provide care that is safe and avoids harm-  - Compliance with regulatory standards   Chief Nurse (Inactive User) 16 Oct-18 m t Sep-20

Quality: To provide compassionate, safe, 

effective care

Estates & Facilities 7870 There is not the capacity or capability within the existing Operational Estates team to provide the required level of statutory  Ricky  Daniel 16 Jun-20 m t Sep-20

0

General Surgery 

and Cancer
7806 Surgery RTT Covid 19 Risk  Charlotte Chapman 16 May-20 m t Oct-20

0

Trustwide 6766 Delayed or not sent discharge summaries Mrs Gillian Derrick 16 Mar-18 m t Sep-20

Quality: To provide compassionate, safe, 

effective care, Resources: Make the best use of 

all of our resources

Trustwide 7016 Principal Risk  - Briliant Care 1.4 Provide clinically effective care, which minimises delay and the amount of time people have 
 zDirector of Operations zDirector of 

Operations
16 Oct-18 m t Oct-20

Quality: To provide compassionate, safe, 

effective care

Trustwide 7357 Principal Risk 3.2 Use innovation and technology to improve the quality experience and cost of care  Ceri Evans 16 May-19 m t Oct-20

0

Trustwide 7492 Principal Risk Brilliant People 2.5  Sandrea Mosses 16 Apr-19 m t Sep-20

0

Trustwide 7869 Failure to comply with the requirements of the Trust’s Management of Contractors Policy  Ricky  Daniel 16 Jun-20 m t

#

Sep-20

0

Urgent, Emergency 

and Trauma
4966 high acuity patients will not be able to be treated in a high dependency area due to small resus area Mrs Johanna Susan Floyd 16 Sep-13 m t Sep-20

Quality: To provide compassionate, safe, 

effective care, Resources: Make the best use of 

all of our resources
Anaesthetics, 

Critical Care and 

Theatres

7068 Capnography Anaesthesia (linked to risks 6911 & 7038)  Russell Evans 15 Nov-18 m t Sep-20
Quality: To provide compassionate, safe, 

effective care, Resources: Make the best use of 

all of our resources
Anaesthetics, 

Critical Care and 

Theatres

7189 GET IT RIGHT FIRST TIME (GIRFT) CRITICAL CARE  Russell Evans 15 Jan-19 m t Sep-20
0

Anaesthetics, 

Critical Care and 

Theatres

7425 Aging Stack Systems in Tower/Newlyn/Trelawney Theatres  Nicola Jannaway 15 Aug-19 m t Sep-20
0

Specialist Medicine 7562 Cardiac Imaging software & haemodynamic monitoring software out of support in January 2020  Richard Barrett 15 Sep-19 m t Oct-20
0

St Michael's 

Hospital (SMH)
7847 Covid related RTT risks  Chloe Parr 15 Apr-20 m t Oct-20

0

Key

Indicates movement in the month; 
t    Diamond indicates current score;
m   Circle indicates target risk score
 #    Hash symbol column indicates number of 

overdue actions 
Indicates no open actions. 

Indicates closed risk or reduced score and
removed from CRR

 Corporate Risk Register: 

Corporate Risk Register 

Principal risks

Corporate Risk Register
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11.3_CRR dashboard Tracker - Audit Committee Oct 2020

08/10/2020

 Corporate Risks Register and Risk Oversight Dash Board 

Lead Director / 

Division
Current

Date risk 

Identified
≤6 8 9 10 12 15 16 ≥20

Dates to achieve 

target risk score
Strategic Objectives

                            Key

           Indicates movement in the month; 
    t    Diamond indicates current score;
    m   Circle indicates target risk score
     #    Hash symbol column indicates number of 
overdue actions 
     Indicates no open actions. 
             Indicates closed risk or reduced score and 
removed from CRR

 Corporate Risk Register: 

Corporate Risk Register

St Michael's 

Hospital (SMH)
7884 Lack of Cell salvage trained staff at SMH  David Riches 15 Jun-20 m t Sep-20

0

Urgent, Emergency 

and Trauma
6443 Patient Monitoring in the ED  Owen McCormack 15 Aug-17 m t Sep-20

Quality: To provide compassionate, safe, 

effective care

Urgent, Emergency 

and Trauma
7219 CAMHS patients waiting in the ED for assessment  Owen McCormack 15 Oct-18 m t Sep-20

Partnership: Offer integrated care as close to 

home as possible, People: Attract develop and 

retain excellent staff, Quality: To provide 
Women, Children 

& Sexual Health
7670 Failure to meet two week referral target for high grade colposcopy patients and failure to meet compliance - lack of capacity Miss Leonie Jane Glinski 15 Jan-20 m t Oct-20

Quality: To provide compassionate, safe, 

effective care
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EXECUTIVE SUMMARY 
Meeting: TRUST BOARD IN PUBLIC Date: 05.11.20 
Report Title: Board Calendar of Meetings, Glossary 

of Terms and Work Programme 
Agenda Item: 22 

Author: Deputy Company Secretary 
Executive Lead: Company Secretary 

Alignment to Strategic Objectives Tick box(es) 
BRILLIANT CARE - Always providing safe, effective and compassionate 
care, where we listen and learn to provide an excellent patient experience 
and reduce avoidable harm. 

x 

BRILLIANT IMPROVEMENT - Instilling a culture of quality improvement 
where everyone feels empowered to make changes for the benefit of our 
patients. 

x 

BRILLIANT PEOPLE - Working together in a supportive environment to 
attract, develop and retain brilliant people. 

x 

Purpose of the Report 
Approve x Discuss Note 
Per Standing Order 12.1, the Board is required to set dates and times of regular Trust Board 
meetings for the forthcoming financial year by the end of November of each year. The Board 
is therefore asked to approve the schedule of meetings dates for the Trust and its 
Committees for the financial year 2021-22. 

Consultation – other meetings discussed with and outcome of discussion: 
Consultation with the Board in the summer of 2020 and approved changes to Standing 
Orders and Committee Terms of Reference in July 2020. 

Summary of key points 
The Board received and discussed a presentation outlining four potential models for Board 
and Committee meetings which was informed by a review of sector practice in the summer 
of 2020.    

The scheduling of Board and Committee meetings is an important process aspect of good 
corporate governance which helps to ensure the right issues get discussed and/or agreed at 
the right time by the right governing body. 

The frequency of meetings was reviewed to ensure the Board and its Committee meetings 
met often enough to discharge their duties and the preferred model was agreed: 

Governance Body Frequency 

Trust Board 11 times per year (Not August) 

Quality Assurance Monthly 

Finance and Performance Monthly 
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2 

People and OD Bi-monthly 

Audit and Risk Assurance Quarterly + 1 
+1 is to recommend the annual
accounts/report for approval

Charitable Funds Bi-monthly 

Remuneration Proactive scheduling and not less than three 
times a year 

 

What is the key question(s) for the meeting to consider? 
The Board is asked to formally approval the recommendations as per informal agreement in 
the summer of 2020 

Key risks 
In order for the Board and its Committees to discharge their duties, the frequency of 
meetings is critical.   

Recommendations and reasons 
The Board is recommended to: 
• approve the Calendar of Meetings for the financial year 2021/22

Equality and Diversity 
Statement 

No impacts 

Environmental 
considerations 

No impacts 
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Monday 1
Tuesday 1 2 1 1

Wednesday 2 1 3 1 2 2
Thursday TB (G09) TB (G09) PD TB (G09) PD TB (TBC) PD TB (TBC) PD TB (TBC) TB (TBC) PD TB (TBC)

Friday 4 2 3 1 5 PD 3 4 4
Saturday 3 1 5 3 4 2 6 4 1 5 5

Sunday 4 2 6 4 1 5 3 7 5 2 6 6
Monday 7 PD 5 2 6 PD 4 8 6 PD 3 7 PD 7
Tuesday 6 4 8 6 3 7 5 9 7 4 8 8

Wednesday 7 5 PD 9 7 4 8 6 PD 10 8 5 PD 9 9
Thursday 8 TB (TBC) PD 10 8 TB (G09) 9 TB (TBC) 11 9 TB (TBC) PD 10 10

Friday 9 7 PD 11 9 6 10 8 PD 12 10 7 PD 11 11
Saturday 10 8 12 10 7 11 9 13 11 8 12 12

Sunday 11 9 13 11 8 12 10 14 12 9 13 13
Monday 12 10 14 12 9 13 11 15 FPC (BHMR) 10 14 14
Tuesday 13 PD CFC (BHMR) 15 CFC (BHMR) 10 CFC (BHMR) 12 CFC (BHMR) POD (BHMR) CFC (BHMR) 15 CFC (BHMR)

Wednesday PD 14 PD 12 16 PD 14 PD 11 PD 15 PD 13 17 QAC (BHMR) PD 12 16 PD 16
Thursday PD 15 13 17 PD ARAC (BHMR) PD 12 PD 16 PD ARAC (BHMR) 18 16 ARAC (BHMR) 17 PD ARAC (BHMR)

Friday PD 16 PD 14 18 16 PD 13 17 PD 15 19 17 PD 14 18 18
Saturday 17 15 19 17 14 18 16 20 18 15 19 19

Sunday 18 16 20 18 15 19 17 21 19 16 20 20
Monday 19 17 PD FPC (BHMR) 19 16 20 18 PD FPC (BHMR) 20 17 PD FPC (BHMR) 21
Tuesday 20 18 POD (BHMR) 20 17 21 19 23 21 18 POD (BHMR) 22

Wednesday 21 19 QAC (BHMR) 21 18 22 20 QAC (BHMR) 22 19 QAC (BHMR) 23
Thursday 22 20 24 22 19 23 21 TB (TBC) PD 23 20 24 24

Friday PD 23 PD ARAC (BHMR) 25 23 PD 20 24 22 26 24 21 25 25
Saturday 24 22 26 24 21 25 23 27 25 22 26 26

Sunday 25 23 27 25 22 26 24 28 26 23 27 27
Monday FPC (BHMR) FPC (BHMR) 28 PD FPC (BHMR) FPC (BHMR) PD FPC (BHMR) PD FPC (BHMR) 29 PD FPC (BHMR) 28 FPC (BHMR)
Tuesday QAC (BHMR) 25 29 QAC (BHMR) POD (BHMR) QAC (BHMR) QAC (BHMR) 30 25 QAC (BHMR)

Wednesday POD (BHMR) QAC (BHMR) 30 28 QAC (BHMR) TB (TBC) POD (BHMR) 29 QAC (BHMR) TB (TBC)
Thursday PD 29 TB (G09) TB (G09) 26 30 28 PD 30 TB (TBC) 31

Friday 30 28 30 27 29 31 28
Saturday 29 31 28 30 29

Sunday 30 29 31 30
Monday 31
Tuesday 31

Wednesday

BANK HOLIDAY
BANK HOLIDAY

BANK HOLIDAY

BANK HOLIDAY BANK HOLIDAY

BANK HOLIDAY BANK HOLIDAY

RCHT Trust Board and Committees Meeting Dates 2021-22

April May June July August September October November December January February March

Chair of MeetingKey Time Committee Secretary Executive Lead

TBI Mairi McLean
TB Mairi McLean Kate ShieldsSiân Millard10:00-17:00Trust Board (Public and Committee)

Trust Board Informal

FPC Richard Stephenson
QAC Margaret Schwarz Kim O'Keeffe

Sally MayLynsey Neave
Lynsey Neave12:45-17:00

14:00-17:00
Quality Assurance Committee RCHT and Joint
Finance and Performance Committee

POD Sarah Pryce
ARAC Sarah Newton Sally May

Kerry EldridgeLynsey Neave
Lynsey Neave13:00-16:00

09:00-12:00People & Organisational Development Committee
Audit & Risk Assurance Committee

APM Mairi McLean
CFC Paul Hobson Kerry EldridgeLynsey Neave14:00-16:00

16:30-18:15
Charitable Funds Committee
Annual Public Meeting

PD
BHMR

TBC
School Holidays

Paper Deadline
Bedruthan House Meeting Room
To Be Confirmed
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Purpose Lead Exec Paper Author(s) Oct Nov Dec Jan Feb Mar

Apologies for Absence Information Verbal N/A

Minutes of Previous Meeting Approval Company Secretary Deputy Company Secretary

Review of Action Log and Matters 

Arising
Discussion Action owners Deputy Company Secretary

Trust Board Work Programme Information Company Secretary Deputy Company Secretary

Committee Terms of Reference Approval Company Secretary Company Secretary (approved by 
Trust Board)

Committee Annual Reports Approval Company Secretary Deputy Company Secretary

Trust Board Schedule of Meetings 

and Glossary of Terms
Information Company Secretary Deputy Company Secretary

NHS Self Certification: Provider  

License

Approval Company Secretary Company Secretary

Standings Orders, Standing Financial 

Instructions and Scheme of 

Reservation and Delegation

Approval Company Secretary Company Secretary

Trust Seal Annual Report Approval Company Secretary Deputy Company Secretary

Patient Story Discussion
Joint Director of Nursing, 

Midwifery and AHP

Guardian of Safe Working Hours

REGULATORY

Annul Safeguarding Report

REGULATORY (NHSI)

Quarterly Report via POD and then on to the Board. A Guardian of Safe Working Hours is 
required per the 2016 terms and conditions of service (TCS) for doctors and dentists in 
training. Schedule 6, paragraph 11 of the TCS requires the Guardian to report at least 
quarterly to the Board together with an aggregated annual report. Annual Report 19/20 
pushed back from April 2020 due to Covid-19 pressures. 

Q2 report Q3 report

Condition G6(3) The provider has taken all precautions to comply with the licence, NHS acts 

and NHS Constitution. By 31 May Condition G6(4) Publication of condition G6(3) 

selfcertification. By 30 June Condition FT4(8) The provider has complied with required 

governance arrangements.

Discussion and 
Assurance

Annual review of Standing Orders etc, via Audit and Risk Assurance Committee

Consultant Nurse for Integrated 
Safeguarding Services

Discussion and 
Assurance Medical Director Dr Jon Stratton, Guardian of Safe 

Working Hours

Reviewed as required or at least annually in March

QUALITY, RISK AND PEOPLE

Provision 33.2 of the Trust Standing Orders requires that a report of all sealing shall be 

made annually to the Trust Board by the Company Secretary. Audit and Risk Assurance 

Committee receive a biannual report.

Q2 Report comes via Quality Assurance Committee. QAC also review quarterly.

Declaration

Notes

Operating Arrangements and Governance

Declarations of Interest Verbal

Q3

N/A

Joint Director of 
Nursing, Midwifery and 
AHP



Purpose Lead Exec Paper Author(s) Oct Nov Dec Jan Feb Mar
Notes

Learning from Deaths Quarterly 

Report

REGULATORY (NHSI)

End of Life Care Annual Report
Discussion and 
Assurance

Joint Director of 
Nursing, Midwifery and 
AHP

Deputy Director Quality, Safety 
and Innovation in Clinical Practice

Safer Staffing Biannual Report

REGULATORY (NICE)

Learning from Serious Incidents 

Annual Report (SIRI report)

REGULATORY (NHSE/I)

Annual Winter Plan

REGULATORY

Winter Plan Lessons Learned
Discussion and 
Assurance Director of Operations

Emergency Preparedness, 

Resilience and Response (EPRR) 

Annual Assurance Process (Annual 

Statement)

STATUTORY (Civil Contingencies Act 

2004)

Infection, Prevention and Control 

Annual Report

STATUTORY (Health and Social Care 

Act 2012)

Quality Account Approval Director of Integrated 
Governance Head of Clinical Effectiveness Quality 

Account

Seven Day Services Board 

Assurance Framework

REGULATORY (NHSI)

Senior Information Risk Owner 

(SIRO) Annual Report

Discussion and 
Assurance

Discussion and 
Assurance Director of Operations

Discussion and 
Assurance

Joint Director of 
Nursing, Midwifery and 
AHP (for Nursing and 
Midwifery staff)                
Medical Director (for 
medical staff)

Head of Clinical Effectiveness

Report comes via Quality Assurance Committee

Reports come via Quality Assurance Committee. Position Statement for October Board

Report comes via Quality Assurance Committee. 

Joint Director of 
Nursing, Midwifery and 
AHP

Discussion and 
Assurance

Discussion and 
Assurance

Director of Integrated 
Governance

Approval Director of Operations

Medical DirectorDiscussion and 
Assurance

Director of Integrated 
Governance

Head of Information Governance;     
IT Security Manager; and                          
Project Manager, Compliance and 
Governance

Discussion and 
Assurance

Annual Report to Trust Board. Quarterly reports to Quality Assurance Committee

Medical Director

Report comes via Quality Assurance Committee

Director of Infection, Prevention 
and Control

Annual 
Report 

2019/20

Clinical Effectiveness Manager Autumn / 
Winter

Reports come via Quality Assurance Committee

Good practice to undertake a wash-up of lessons learned from winter plan implementation. 
Comes via Quality Assurance Committee.

Report comes via Quality Assurance Committee

Report comes via Quality Assurance Committee. QAC also review quarterly.

Report comes via Quality Assurance Committee

Requirement to submit biannually to trust Board for Spring/Summer and Autumn/Winter. 

In 2019, Autumn/Winter was submitted in November to QAC so estimated Spring/Summer 

date of May submission



Purpose Lead Exec Paper Author(s) Oct Nov Dec Jan Feb Mar
Notes

REGULATORY (National Data 

Guardian)

Patient Experience Annual Report 

(compliments and complaints)

Discussion and 
Assurance

Director of Integrated 
Governance

Board Assurance Framework
Approval and 
Assurance

Director of Integrated 
Governance

Professional Standards Report (in 

Committee)

Discussion and 
Assurance

Director of People and 
OD

Medical Appraisal and Revalidation 

Annual Report
Approval Medical Director Deputy Medical Director

Freedom to Speak Up Report

REGULATORY

Consideration of Risk Discussion Director of Integrated 
Governance N/A (verbal)

Annual Flu Plan (for staff) Information Director of People and 
OD

Annual Equality Report Approval Director of People and 
OD

Human Rights, Equality and 
Inclusion Lead

Biannual update against equality 

strategy

Discussion and 
Assurance

Director of People and 
OD

Standing item: Update on Actions 

to Address Inequalities

Disussion and 
Assurance Chief Executive

Annual Statement of Fire Safety Assurance Chief Executive Director of Estates

Integrated Performance Report
Discussion and 
Assurance Executive Directors Director of Strategy and 

Performance

Monthly Finance Report
Discussion and 
Assurance Director of Finance Deputy Director of Finance

Audited Annual Accounts and 

Annual Report (including Annual 

Governance Statement)

Approval Director of Finance

Deputy Director of Finance; 
Financial Controller; Company 
Secretary and Communications 
Manager

Outline Business Case and Full 

Business Case Approvals                

Board in Committee

Approval Executive Directors (as 
relevant) 

MRI/ 
Lowen 
FBC

Women's 
and 

Children's 
OBC

Progressiv
e 

Recovery 
Unit

Performance Assurance 

Framework
Approval Director of Strategy and 

Performance
Director of Strategy and 
Performance

Contracts greater than £1m           

Board in Committee
Approval Director of Finance

Via POD. Was a result of a CQC action

An annual statement of fire safety by the Chief Executive, together with the Fire AE annual 

audit report needs to be provided to the Board as required by HTM 05-01 (clarify date it will 

come)

For the Board to identify any risks at the end of each meeting any risks to escalate onto the 

Board Assurance Framework or Corporate Risk Register

Comes following review at Audit and Risk Assurance Committee

Delegated to POD with Bi-monthly report to Board - agreed at Board in June 2020

Discussion and 
Assurance

Provides the information and data necessary for the Trust Board, via POD, to make an 

annual compliance statement to NHSE (Sept submission date)

Director of People and 
OD Freedom to Speak Up Guardian

2020/21 
biannual 

report

STRATEGY

Director of Integrated 
Governance

Head of Information Governance;     
IT Security Manager; and                          
Project Manager, Compliance and 
Governance

Annual review of the PAF (to go to F&P and Board)

Annual Report to Trust Board. Quarterly reports to Quality Assurance Committee

Comes via People and OD Committee. Biannual update to the Board required

Monitored also by Finance and Performance Committee

Usually approved in May each year but due to Covid-19 pushed back to June (national 
guidance). Comes via Audit and Risk Assurance Committee

Good practice. Recommended to the Board. Number of complaints covered by IPR at every 

Board and QAC meeting in IPR.

Standing item added from December 2020 as agreed at 13 August Board in Committee - 

discussion re Phase 3 Response Plan

As required

As required. Women's and Children's OBC required by end of October (e-governance 
decision required post FPC recommendation). 

Comes via People and OD Committee. Board Checklist to review

Biannual report to the Board. Quarterly to People and OD Committee (Nov and May)

Monitored also by Quality Assurance Committee on key quality indicators

PERFORMANCE AND FINANCE



Purpose Lead Exec Paper Author(s) Oct Nov Dec Jan Feb Mar
Notes

Integration update
Discussion and 
Assurance

Director of Strategy and 
Performance

Quarterly Strategic Report
Discussion and 
Assurance

Director of Strategy and 
Performance Head of Strategy Q2 20/21 Q3 20/21

To receive the Corporate Strategy 

and its supporting strategies for 

approval as required (separate list 

held)

Approval Executive Directors

Research and Development Annual 

Report
Approval Thom Lafferty Mike Visick

Quality Account Approval Director of Integrated 
Governance

Richard Johnson, Head of Clinical 
Effectiveness

Quality Assurance Committee
Discussion and 
Assurance

Chair of Quality 
Assurance Committee 
and lead Executive

Verbal

Finance and Performance 

Committee

Discussion and 
Assurance

Chair of Finance and 
Performance 
Committee and lead 
Executive

Verbal

Audit and Risk Assurance 

Committee

Discussion and 
Assurance

Chair of Audit and Risk 
Assurance Committee 
and lead Executive

Verbal

People and Organisational 

Development Committee

Discussion and 
Assurance

Chair of People and OD 
Committee and lead 
Executive

Verbal

Remuneration Committee
Discussion and 
Assurance

Chair of Remuneration 
Committee Verbal

Charitable Funds Committee
Discussion and 
Assurance

Chair of Charitable 
Funds Committee and 
lead Executive

Verbal

E-governance decisions Information Company Secretary Company secretary

Covid-19 Update (in public and in 

Committee)

Discussion and 

Assurance
Director of Operations 

(Covid-Lead)

Integration Committee ToRs
Approval Direcor of Strategy and 

Performance

Integration Strategic Outline Case 

(Board in Committee)

Approval Director of Strategy and 

Performance
Head of Strategy

Six-month Follow-up of Christina's 

Story (patient story)

Discussion
Director of Integrated 

Governance

To continue for as long is required

Committee Assurance Reports

Specific Items Requested/Required by the Board (additional to regular cycle of business)

Items scheduled as required

Action ref In Committee: 20.85 d(i). Report for November will be the Month 1-6 report

Report comes via Audit and Risk Assurance Committee. New timeline re change to regulation - report to be approved prior to December 2020. 

And private Board as required



Glossary of Terms 
 
 

Acronyms / Terms used in Reports 

AQP Any Qualified Provider  

BAF Board Assurance Framework  

CE Chief Executive 

CIOS Cornwall & Isles of Scilly 

CIP Cost Improvement Programme  

CNS Clinical Nurse Specialists 

COO Chief Operating Officer 

CFT Cornwall Partnership NHS Foundation Trust 

CQC Care Quality Commission  

CSDP Clinical Site Development Plan 

CQUIN Commissioning for Quality and Innovation 

CT Computerised Tomography (a type of body scan) 

DBS Disclosure Barring Service (replaced CRB) 

DNA Did Not Attend 

DoF Director of Finance 

DH Department of Health 

DOSA Day of Surgery Admission 

DPGME Director of Postgraduate Medical Education  

DTOC Delayed Transfer of Care 

ECIP Emergency Care Improvement Programme 

ED Emergency Department 

ESD Early Supported Discharge 

FFT Friends and Family Test 

FTE Full-Time Equivalent 

FUW Follow-up waiting 

GP General Practitioner  

HRD Director of HR  

HSCIC  Health and Social Care Information Centre 



HSMR Hospital Standardised Mortality Ratio 

I&E Income and Expenditure  

IPR Integrated Performance Report 

IWL Improving Working Lives 

KCCG Kernow Clinical Commissioning Group 

KPI Key Performance Indicator 

LIA Listening Into Action 

LoS  Length of stay 

LTFM Long Term Financial Model 

MD Medical Director 

MDT Multi-Disciplinary Team  

MSSA Methicillin-sensitive Staphylococcus aureus (a bacteria) 

Never Events Never Events are serious incidents that are entirely 
preventable because guidance or safety recommendations 
providing strong systemic protective barriers are available 
at a national level, and should have been implemented by 
all healthcare providers. 

NHSCFA NHS Counter Fraud Authority 

NHSE NHS England 

NHSI NHS Improvement 

NHSP NHS Professionals 

NHSR NHS Resolution ( formerly the NHSLA - NHS Litigation 
Authority)  

NIHSS National Institutes of Health Stroke Scale  

NR Non Recurring  

OD Organisational Development  

PAF Performance Assurance Framework  

PDR Performance Development Review  

QIDB Quality Improvement Delivery Board 

PSF Provider Sustainability Fund 

QIP Quality Improvement Programme 

QIPP Quality, Innovation, Prevention, Productivity 

RAG Red Amber Green  

RIDDOR Reporting of Injuries, Diseases and Dangerous 
Occurrences Regulations 

https://en.wikipedia.org/wiki/National_Institutes_of_Health_Stroke_Scale


RTT Referral To Treatment 

SAFER Bundle The SAFER patient flow bundle blends five elements of 
best practice. It’s important to implement all five together for 

cumulative benefits. The five elements are: 
S – Senior review. All patients will have a senior review 
before midday by a clinician able to make management and 
discharge decisions. 
A – All patients will have an expected discharge date and 
clinical criteria for discharge. This is set assuming ideal 
recovery and assuming no unnecessary waiting.  
F – Flow of patients will commence at the earliest 
opportunity from assessment units to inpatient wards. 
Wards that routinely receive patients from assessment units 
will ensure the first patient arrives on the ward by 10 am. 
E – Early discharge. 33% of patients will be discharged 
from base inpatient wards before midday.  
R – Review. A systematic multi-disciplinary team review of 
patients with extended lengths of stay (>7 days – ‘stranded 
patients’) with a clear ‘home first’ mindset. 

SBARD tool Situation, Background, Assessment, Recommendation, 
Decision tool 

SHMI Summary Hospital Level Mortality Indicator 

Schwarz Rounds Schwartz Rounds provide a structured forum where all 
staff, clinical and non-clinical, come together regularly to 
discuss the emotional and social aspects of working in 
healthcare. 

SI Serious Incident 

SMH St Michael’s Hospital  

SLA Service Level Agreement  

SRO Senior Responsible Officer 

STP Sustainability Transformation Partnerships (formerly Plans) 

VTE Venous thromboembolism (Blood clot) 

WCH West Cornwall Hospital  
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