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Trust Board Meeting in Public
Meeting of the Royal Cornwall Hospitals NHS Trust Board
Thursday 3 December 2020 09.45 – 13.10
Held Via Microsoft Teams
Members of the Public are invited to join via Teams Live at the following link:
http://bit.ly/RCHTPublicBoardDec2020
No.

Item

Page
no.

Accountable Officer

Approx.
time

Min
No

1.

Welcome and Apologies for
Absence:
• Susan Bracefield, Chief Operating
Officer
• Sally May, Finance Director

N/A

Chairwoman

09.45

20.192

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

20.193

3.

Minutes of the Previous Board
Meeting:
To approve the minutes of the meeting
held 5 November 2020.

14

Chairwoman

09.50

20.194

4.

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

37

Chairwoman

09.55

20.195

Trust Headquarters: Bedruthan House, Royal Cornwall Hospital, Truro, TR1 3LJ
Tel: 01872 252902 Fax: 01872 252944
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5.

Chairwoman and Chief Executive
introductory remarks
The Chief Executive’s report includes
an update on planned care board
activities per action 20.174 di)

42

Chairwoman and Chief
Executive

10.05

20.196

6.

Patient Story
To note the patient story from Wheal
Prosper

N/A

Joint Director of
Nursing, Midwifery and
AHPs

10.15

20.197

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

10.35

20.198

Chief Executive

10.55

20.199

STRATEGY, FINANCE AND PERFORMANCE
8.

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

45

9.

128
Month 7 Finance Report
To note the Month 7 Finance report, as
presented to the Finance and
Performance Committee on 23
November 2020

Deputy Director of
Finance

20.200

BREAK (15mins from 11.20)
10.

Committee Assurance Reports
134
(verbal)
and
148
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.

Committee Chair’s

11.35

20.201

i) Remuneration Committee (3
November 2020 and 24 November
2020)
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ii) Charitable Funds Committee (17
November 2020)
Charitable Funds Committee acts
for the Board, in its capacity as
Corporate Trustee
• RCHT Charity Risk Register
iii) Finance and Performance
Committee (23 November 2020)
iv) Audit and Risk Assurance
Committee (24 November 2020)
v) Quality Assurance Committee
and Joint Quality Assurance
Committee (25 November 2020)
• Ward to Board Report
QUALITY AND PEOPLE
11.

Outcomes from Internal Quality
Summit
To endorse the outcomes and action
plan

187

Joint Director of
Nursing, Midwifery and
AHPs

11.55

20.202

12.

Quality Account 2019/20
To approve the Quality Account for
2019/20

198

Director of Integrated
Governance

12.15

20.203

13.

Cornwall & Isles of Scilly Winter
Planning Approach 2020/21
To discuss the system plans to
maintain safety, standards and
people’s experience of care throughout
winter 2020/21

268

System Director for
Urgent and Emergency
Care

12.30

20.204

GOVERNANCE AND RISK
14.

Consideration of Risk
To identify any risks raised during the
meeting that may need to be escalated
to the Board Assurance Framework or
Corporate Risk Register

N/A

Director of Integrated
Governance

12.45

20.205

15.

Board Calendar of Meetings,
Glossary of Terms and Work
Programme
To note the Calendar of Meetings for
2021/22, glossary and work

279

Company Secretary

N/A

20.206
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programme
16.

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

Chairwoman

12.50

20.207

17.

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

Chairwoman

13.05

20.208

18.

Date of Next Meeting: 3 December 2020

20.209

19.

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

20.210

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.

4
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•

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.

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

5
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Register of Board Directors’ Declarations of Interests
November 2020
Shaded blue are voting members of the Board
Executive Directors
Name

Date of
Declaration

Relevant
Dates

Organsiation

Role(s)

Activity

Status

Any that could lead to a
conflict of interest

Kate Shields
Chief Executive

28.02.19

-

-

-

-

-

-

Sally May
Director of
Finance

12.02.19

Ongoing

Cornwall Partnership
NHS Foundation
Trust

NHS
Foundation
Trust

NHS

To be managed as
appropriate

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

09.07.20

Ongoing

Director of Finance
dual role with the
Trust and the Royal
Cornwall Hospitals
NHS Trust’
Cornwall Partnership Joint
Director
of
NHS
Foundation Nursing,
Midwifery
Trust
and Allied Health
Professionals
University
of Honorary Associate
Plymouth
Professor of Nursing

NHS
Foundation
Trust

NHS

To
be
managed
appropriate

Higher
Education
Institution

NonProfit
UK
Universit
y

Allister Grant
Medical Director

15.06.20

RCHT

RCHT / NHS

NHS

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
Employer

Ongoing

Ongoing

Consultant
Hepatologist and

as
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Name

Date of
Declaration

Relevant
Dates

Organsiation

Role(s)

Activity

Status

Any that could lead to a
conflict of interest

Medical Director
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

Kerry Eldridge
Director of
People &O

12.06.20

Ongoing

Paradigm Shift
Properties Limited

Director

Property
renovation

Limited
No
Compan
y – Profit
Making

Ongoing

Norfolk Stores
Limited

Director

Village grocery
store and Post
Office

Limited
No
Compan
y – Profit
Making

-

-

-

-

-

-

Kelvyn
23.06.20
Hipperson
Chief Information
Officer

Ongoing

Cornwall Partnership
NHS Foundation
Trust

Chief Information
Officer

NHS
Foundation
Trust
Healthcare
provision

NHS

To be managed as
appropriate

Sian Millard
Company
Secretary

-

-

-

-

-

Bernadette
George
Director of
Integrated
Governance

15.06.20

08.07.20

-

/

2
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Name

Date of
Declaration

Relevant
Dates

Organsiation

Role(s)

Activity

Status

Any that could lead to a
conflict of interest

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
Trust

Acute 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

3

Page 9 of 288
Non-Executive Directors
Name

Date of
Declaration

Relevant
Dates

Organsiation

Role(s)

Activity

Status

Any that could lead to a
conflict of interest

Mairi McLean
Chairwoman

05.11.20

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

NonProfit

None

Ongoing

Schumacher Institute

Fellow

Multiple –
Interest in
infrastructure
resilience Consultancy

Charity

None

Ongoing

Stephens Scown LLP Provide consultancy
and mentoring

Governance
and leadership
consultancy

Profit

Stephens Scown LLP
occasionally provides legal
advice to the Trust. Interest
to be managed at
appropriate points

Ongoing

CSW Group Ltd

CEO / Director

Developing
people

Not for
profit

None

Ongoing

Ansome Ltd

Founder/Director

Healthcare
consulting and
advisory

Profit
making

Unlikely

Ongoing

The Critical Friend

Owner

Consultancy
specialising
business
coaching,
leadership

Paul Hobson
Non-Executive
Director

12.06.20

Sarah Pryce
Non-Executive
Director

12.06.20

Profit
in Making

None currently but could
secure work with an NHS
supplier or partner
organisation. Have
previously carried out
4
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Name

Margaret
Schwarz
Non-Executive
Director

Gillian Vivian
Non-Executive
Director

Date of
Declaration

30.07.20

28.05.20

Relevant
Dates

Organsiation

Role(s)

Activity

Status

Any that could lead to a
conflict of interest

development,
resilience

some work for Healthwatch
Cornwall.

Ongoing

Oxford Innovation

Business Coach

Coaching
Profit
support for high Making
growth business
in Cornwall

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

Ongoing

Kernowforno

Director

Event catering

Profit
making

None

Conclude
d

Cornwall Air
Ambulance Trust

Chairman

Air Ambulance

Charity

Negotiations around RCHT
seconding doctors on
helicopters. New heli
appeal and RCHT charity
could potentially lead to a
conflict.

Ongoing

Cornish Mutual
Assurance Co

Governance Lead

General
Insurance

Mutual

None

Ongoing

Cornwall Foundation
Trust

Non-Executive
Director

Health Care
Provision

NHS

To be managed as
appropriate

Ongoing

System

Chair of System Joint Health Care
Quality Assurance
Committee
Independent reporter Radiology
services to NHS

NHS

To be managed as
appropriate

Profit

They provide PETCT on
RCHT site

Advisor on PETCT
Thames Valley

Profit

None known

10
Alliance Medical
October
2018 – 9
October
2020
10
In Health
October

Radiology
services to NHS

5
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Name

Date of
Declaration

Relevant
Dates

Organsiation

Role(s)

Activity

Status

Any that could lead to a
conflict of interest

10
DMC Ltd
Independent reporter
October
2018 – 9
October
2020
10
Plymouth Hospitals Covid-19 returnee
October
University Trust
2018 – 9
October
2020
10
AAA UK (subsidiary Consultant
October
of Novartis Ltd)
2018 – 9
October
2020

Radiology
services to NHS

Profit

None known

Clinical

NHS

None

Provision
of Profit
radio-isotopes
services to NHS

Unlikely

2018 – 9
October
2020

Richard
Stephenson
Non-Executive
Director
Sarah Newton
Non-Executive
Director

12.06.20

Ongoing

University of Salford

Emeritus Professor

Higher
Education
(Charity)

Honorar
y
position

None

01.10.20

Ongoing

Health and Safety
Executive

Chair

Regulatory /
Public Body

Public
Body

None

Adam Broome
Non-Executive

11.11.20

Ongoing

Self-employed
coach/trainer (Adam
Broome Limited)

Self-employed

Coach

Profit

None

6
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Name

Date of
Declaration

Director

Rob Leighfield
Associate NonExecutive
Director

12.06.20

Relevant
Dates

Organsiation

Ongoing

15
October
2018 – 15
October
2020
15
October
2018 – 15
October
2020

Activity

Status

Any that could lead to a
conflict of interest

Member of Chartered Voluntary / Member
Institute of Public
Finance and
Accountancy South
West Council

Professional
accountancy
body

Profit

None

Jamie Lewington and Management
Co Ltd
Consultancy

Financial Advice Profit
and
wealth Making
management

No

St Anne’s
Home

Residential
home

Profit
Making

No

Emotional
Support to
callers
Public body

Charity

No

Public
body

None

Nursing Chef

Samaritans

Ruth Allarton
Associate NonExecutive
Director

12.06.20

Richard Smith
Associate NonExecutive
Director

12.06.20

Role(s)

Volunteer

Ongoing

Health
England

Education Consultancy

Conclude
d

Chartered Society of Consultancy
Physiotherapy

Professional
Body

Charity

None

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

Limited
compan
y

None

7
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Name

Date of
Declaration

Relevant
Dates

Organsiation

Role(s)

Activity

Status

Any that could lead to a
conflict of interest

England to
identify, adopt
and disseminate
innovative
healthcare

8
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Minutes of the Trust Board Meeting in Public of the Royal Cornwall Hospitals NHS
Trust held on Thursday 5 November 2020 at 09.45 – 14.45 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)
Kate Shields (KS), Chief Executive
Margaret Schwarz (MS), Non-Executive Director (MS Teams)
Sarah Pryce (SP), 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
Non-Voting Directors Present:
Ruth Allarton (RA), Associate Non-Executive Director (MS Teams)
Rich Smith (RSm), Associate Non-Executive Director (MS Teams)
Kerry Eldridge (KE), Director of People and Organisational Development.
Bernadette George (BG), Director of Integrated Governance
Kelvyn Hipperson (KH), Chief Information Officer;
In Attendance:
Ricky Daniel (RD), Interim Director of Estates (MS Teams)
Karl Simkins (KSim), Strategic Financial Advisor to the Chief Executive (MS Teams)
Gill Derrick (GD), Deputy Medical Director
Adam Wheeldon, (AW), Deputy Director of Finance
Robin Jones (RJ), Acting Director of Operations
Verity Barker (VB), Voluntary Services Coordinator (for item 20.173) (MS Teams)
James Clark (JC), Specialty Lead for Emergency General Surgery (for item 20.176) (MS
Teams)
Tim Cockerill (TC), General Manager (for item 20.176) (MS Teams)
Joanne Burton (JB), Freedom to Speak Up Guardian (for item 20.183) (MS Teams)
Dr Jon Stratton (JS), Guardian of Safe Working Hours (for item 20.184) (MS Teams)
Barbara Vann (BV), Chair of Cornwall Partnership NHS Foundation Trust (MS Teams)
Siân Millard (SMil), Company Secretary (minutes)
Lynsey Neave (LN), Deputy Company Secretary
The order of the minutes may not reflect the order of the discussion

168.

Welcome & Apologies for Absence
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a. The Chairwoman announced that the Board in Public meeting would be recorded for the
first time and made available via the Trust’s YouTube channel for a period of one month,
until replaced by the next meeting’s recording.
b. Apologies for absence were noted from Allister Grant, Medical Director; Susan Bracefield, Chief Operating Officer; Karen Kay, System Director for Urgent and Emergency
Care; and Sally May, Director of Finance.
169.

Declaration of Interest / Register of Board Member Interests

a. The Board noted that per regulation, declarations remain for six months after the leave
date of a Director (and or change in declared interests) and that the format of the Register of Interests was being updated.
b. With regards the Register of Directors’ Interests, the Board noted that Mairi McLean,
Chairwoman, occasionally undertook work with Stephens Scown LLP in her professional
capacity and noted that the firm has provided legal advice to the Trust. The declaration
would be added to the register of Interests.
c. The Board noted no declarations of interest in relation to items on the agenda.
170.

Minutes of Previous Board meeting

a. The minutes of the meeting held on 1 October 2020 were approved as an accurate
record with the following amendment.
i) Minute 20.155 MRI/Lowen Full Business Case:
• a i) amend spelling of ‘hematologist to ‘haematologist’ and
• a ii) change reference to end date of the project from October 2020 to October
2022
171.

Matters Arising and Action Log

a. Alongside the written updates in the Action Log, the Board noted the following updates
to actions which were identified as overdue:
i) Medical rostering 20.34 – it was noted that People and OD Committee had recently
discussed this issue and noted plans for the technical system roll-out and buy-in
from those who need to use it. The revised due date for the action was revised to 31
March 2021
ii) Disability training for doctors 20.163 di) – the Director of Nursing, Midwifery and
AHPs clarified that this action related to incorrect completion of Treatment Escalation Plan forms and assured the board that the Medical Director was moving the
doctor training forward.
b. The Board agreed to close all actions proposed as complete.
c. With regards matters arising, the Chief Executive commented on the two most recent
never events and the Board noted:
i) the Trust had now reported eight never events in a six month time period having
had 13 months without reporting any:
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ii) the two most recent never events related to 1. a stoma and 2. a third dermatology
event
iii) the Chief Executive had met with all care groups which had declared a never event
via an internal risk summit and, as a combined leadership team, identified any thematic and culture linkages
iv) the discussion at the risk summit was honest and transparent; dermatology in particular had provided the Chief Executive with assurance that they had identified underpinning culture issues that had led to some wrong-site surgery
v) all care groups would be met with again and a never events quality improvement
report produced for review by the next meeting of the Trust Board, to include the
learning and cultural improvements required to improve safety and governance
around clinical activities
vi) no long-term physical harm had come to the patients affected by the never events
and full Duty of Candour had been completed
d. The Board agreed the following action:
i) Director of Integrated Governance to bring a report back to the Board focusing on
the quality improvement actions following the cluster of never events
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172.

Chairwoman’s and Chief Executive’s Opening Remarks

a. The Chairwoman:
i) thanked colleagues for being supportive of each other during the pandemic and all
staff who are working under difficult circumstances
ii) noted the ‘Pause and Reflect’ service held on 26 October 2020 which she felt had
been excellent and well received and thanked all those who had worked on the
event
a. The Chairwoman invited the Chief Executive to make opening remarks and the Board
noted:
i) the importance of being cognisant of national restrictions to try to reduce, across the
country and in Cornwall, the rising rates of Covid-19 infections
ii) the expectation that hospitalisations to the Trust due to Covid-19 would rise over the
coming weeks
iii) the opening of the new Emergency Department/resuscitation block and the importance of that in terms of increased floor space and capacity, particularly going into
the winter period
iv) provision of reduced priced meals for staff on all three sites and support from a local
chef in doing that and proceeds would be donated to the foodbank
v) that meals would not be provided for free to staff as the Trust was sensitive to the
fact that there would be many people in Cornwall who may have lost their job
vi) a request that any local providers who may wish to donate food to the NHS would
redirect that offer to foodbanks/other community providers so that those in most
need would benefit
vii) the engagement, positivity and energy of staff in response to the pandemic and
growing operational pressures
viii)a reminder to staff to complete the staff survey so that their voice is heard with regards what is going well and what could be better
ix) November is national health and wellbeing month and the People and OD team had
planned a series of events across the month; those events were already at capacity
so the events would be extended across December and January too
x) operational pressures across the Trust due to reduced bed capacity as a result of the
pandemic (social distancing and ‘read’ and ‘green’ wards) but no reduction in demand; members of the public were urged to seek help through NHS 111 (online or
by phone) or via their GP before attending the Emergency Department, unless
something was life threatening
xi) concern around capacity constraints and the harder it makes it to look after people
well
xii) the positive impact of the Trust’s Covid-19 Siren Study, run by the Research and
Development team, with the highest number of trial participants in the country
xiii)the Trust would be one of the first in the country to trial the Novovax Covid-19 vaccine through a double-blind study which would start on 9 November 2020 which was
a positive reflection on the status of R&D at the Trust
xiv) the importance of the flu vaccination for staff as a professional duty and the worse
survival rate for individuals should they contract flu and Covid-19 together

173.

Patient Story
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a. The Joint Director of Nursing, Midwifery and AHPs introduced this item and was joined
by Verity Barker (Voluntary Services Coordinator) to present on patient discharge bags
during the pandemic.
b. The Board noted:
i) the discharge support project was designed especially for elderly, frail and vulnerable patients to support a safe discharge by giving them a gift bag of essential goods
to take home
ii) follow-up phone calls made by volunteers with signposting to local organisations if
necessary e.g. GPs, safeguarding team
iii) 70 patients had been in receipt of a pack or telephone call and the benefits to them
thereof, including reduction of re-admittance to hospital
iv) next steps including a pilot scheme working with the Gastro and Liver Unit, supported by the Quality Improvement team, and measures of qualitative and quantitative
impact
v) intention to expand the service to other sites including working collaboratively with
Cornwall Partnership NHS Foundation Trust (CFT) to expand into community hospitals
vi) belief that RCHT is the first NHS Trust to implement such a project
c. The Board discussed:
i) NED challenge (SP): what training volunteers receive to support them. VB confirmed
that volunteers receive training and support through a volunteer discharge support
manual and training form the patient experience team. Volunteers were also identified on the basis of their prior experience, for example, one of the volunteers undertaking this work was a trained Samaritan and others were retired nurses
ii) the clear example this project gave of providing care beyond the boundaries of the
acute hospital and the importance of the link with CFT which also supported the
overarching integration agenda
iii) NED challenge (MM): whether the name of the project adequately conveyed the
warmth of the gift bag. KE confirmed that the gift bag had recently been rebranded
as the ‘going home’ pack to avoid any confusion in using the word ‘discharge’
d. The Board resolved to:
i) thank all of the Trust’s volunteers for their work on this project and all other work that
they do to support patients and staff
ii) note the story on patient discharge bags and follow-up calls

174.

Covid-19 Response Update

a. The Acting Director of Operations verbally briefed the Board using a slide deck on the
status of the Trust’s response to Covid-19 and the Board noted:
i) there had been no significant increase in Covid-19 positive patients in the hospital
however infection rates in the community were increasing
ii) there had been one in-hospital death since the last meeting
iii) the latest amendment to the visiting policy with regards the addition of partners to attend a mother-to-be’s 12 week scan
iv) the latest figures with regards flu vaccinations for staff, with 41.8% of front-line staff
and 41.2% of all staff having had a vaccination so far
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v) that RCHT would act as a trial-hub for one of the potential Covid-19 vaccines
vi) a reminder of the approach to elective care with regards the priority to minimise harm
through a harm review process
vii) the rate limiting factors to recovering elective care and the need to maintain a flexible
approach in response to the numbers of Covid-19 patients under hospital care and,
specifically, the demand on intensive care
viii)the latest performance against Phase 3 recovery targets noting that those targets
were set against the Trust’s previous year performance
ix) areas of pressure in relation to Phase 3 recovery were in outpatients recovery (88%
against 100%), which was strategic as harm reviews had focused on inpatients, and
virtual follow-ups (42% against 60%). With regards the latter, work was underway at
specialty level to implement new ways of working to identify and overcome boundaries to increase that number
x) the trajectory for referral to treatment (RTT) noting that actual performance was
mapping upward inline with the recovery trajectory
xi) the spike in referrals coming through post the first lockdown and the impact that may
have on the ability to maintain that upward recovery trend for RTT
xii) 52 week wait performance and the particular challenge in trauma and orthopaedics
in this regard, which was driven by trauma having been moved to St Michael’s Hospital during the first wave of Covid-19 and orthopaedics operations were stood down
xiii)a positive upshift in diagnostics performance, from 73% to 81% with the biggest challenge in endoscopy where the service had robust plans to take recovery to 90% by
December
xiv) the latest cancer performance against the national position and the pressure in
breast cancer in particular but the maintenance of treatment of breast patients within
62 days of referral
xv) mutual aid offered to University Hospitals Plymouth and work underway to minimise
the impact of that for RCHT patients
b. The Board discussed:
i) NED challenge (RSm): whether those Trusts that were achieving Phase 3 performance standards were all in low Covid-19 prevalence areas. The Chief Executive
responded that some were specialist hospitals and another key driving factor may be
related to areas that are able to easily provide mutual aid
ii) NED challenge (RSt): what communications would be issued with regards areas
where waiting would be longer (e.g. orthopaedics) to help the community understand
the reasons for the delay. The Acting Director of Operations confirmed that no patients had been identified as being at risk of significant harm and four patients were
assessed as at moderate harm and had appointments to be seen. It was also noted
that one of the learnings from wave one was the importance of a ‘safety value’ for
each trigger point in the four-phase response plans where the relevant clinicians undertake a contextual review to determine the actions required to move to the next
phase. A team was being recruited to liaise with patients about informed consent for
the delays experienced. All patients had been harm reviewed.
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iii) NED challenge (MM): with regards the delays for orthopaedics patients, what engagement was underway with CFT and therapy colleagues to ensure that those who
cannot be seen swiftly are supported through other means. The Acting Director of
Operations responded that the principle of seeing patients as close to their own
home as possible applied and the Chief Executive commented that the Planned
Care Board was reviewing patients with musculoskeletal injuries to identify how they
could be helped
iv) NED challenge (PH): how to maintain the confidence of the people of Cornwall in the
Trust’s performance. The Chief Executive responded that she had recently joined
Cornwall Council’s media briefing and had been clear that the Trust was doing everything it could to look after people and that members of the public should not avoid
their planned treatments. The biggest challenge was that of capacity going into winter. The Chief Executive would engage the Director of Communications on how best
to communicate with the public
v) the discussion at the October Quality Assurance Committee on the visiting restrictions, noting that one of the influencing factors in minimising the spread of nosocomial infection across the Trust’s hospitals was as a result of the decisions to severely restrict visiting, while recognising the impact that had and was continuing to
have on patients and their families (MM, SP)
c. The Board resolved to note the update on Covid-19 response/recovery
d. The Board agreed the following actions:
i) Chief Executive to update the Board on the work of the Planned Care Board at the
next meeting
ii) Chief Executive to request the Director of Communications assist in identifying ways
to promote the Trust's performance to help maintain public confidence
STRATEGY, PERFORMANCE AND FINANCE
175.

Integration of Cornwall Partnership Foundation Trust and Royal Cornwall
Hospitals NHS Trust: Strategic Outline Case

a. The Director of Strategy and Performance introduced this report and the Board noted:
i) the strategic intent of both RCHT and CFT to integrate and become one organisation
ii) submission of the Strategic Case to the regulator, following approval by the two
Boards’ and support of key stakeholders
iii) the Strategic Case set out how, through integration, whole care would be delivered
to individuals throughout care pathways
iv) if approved, a Full Business Case would be prepared before moving to the legal and
regulatory approvals stage
v) the perception of the public that there is just one NHS and integration would remove
two sets of legal responsibilities and two sets of governance structures to become
one
vi) the initial piece of staff engagement across both organisations which was now coming to an end and the intention to move to public engagement from January 2021
vii) the same paper would be received by CFT’s Board and encompassed all things that
the two organisations had been trying to achieve for a number of years (BV)
b. The Board raised no questions or challenge on this item
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c. The Board resolved to:

i) note the progress with work to integrate our two trusts, and in particular the submission of the Strategic Case to NHSE/I

176.

Emergency General Surgery Full Business Case

a. The Acting Director of Operations introduced this item, joined by James Clark (Specialty
Lead for Emergency General Surgery) and Tim Cockerill (General Manager), and the
Board noted:
i) the Board had received a briefing on the Emergency General Surgery Service strategy in February 2020 and this business case was designed to support the implementation of that strategy
ii) the business case proposed redesigned pathways of care and establishment of consultant led ambulatory services including emergency clinics and same day emergency care in order to maximise efficiency and avoid unnecessary admissions
iii) pressure on the service caused pressure throughout the Trust
iv) implementation of the additional resource would enable more efficient bed usage
and flow through the unit
v) the Care Group triumvirate were fully supportive of the business case and, subject to
Board approval, would work to ensure swift implementation
vi) the proposals for recruitment of the additional surgeons, middle grades and surgical
care practitioners
vii) the intended benefits as set out in the report
viii)Finance and Performance Committee had considered the business case and recommended it for approval to the Board
b. The Board discussed:
i) the revenue pressures that approval of the business case would place on the Trust
and the importance of identifying ways to absorb those costs through efficiency savings and service transformation (RSt)
ii) the business case as an excellent example of putting strategy into practice through
clinical leadership, with a focus on safe care (TL, KS)
iii) NED challenge (SN): whether the team had engaged with the team at University
Hospitals Plymouth (UHP) in developing the strategy/business case given a proportion of the county’s population receive care from there. JC confirmed that the emergency surgical service worked closely with the UHP team and that the acute surgical
service had no boundaries with regards communication and specialist service requirements. JC had discussed the business case model with UHP colleagues as
they had expressed interest in adopting it there; that would enable the peninsula region to grow its position as a leading centre in emergency surgical practice and promote the research and learning from that
iv) NED challenge (SP, RA): the likelihood of successfully recruiting to the additional
posts identified. JC responded that recruitment was planned over a three year period
and that he had confidence there was a pool of consultants who were specifically interested in emergency surgery over and above other specialties. JC was a member
of two national boards which positioned him well to advocate for the Trust and promote the new model being put in place; he reported already having had a number of
people approach him directly to express interest
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v) NED challenge (RSm): the level of risk in relation to the revenue pressure of over
£2m and the realism with regards the range of savings and benefits to offset that. JC
acknowledged the level of risk within the service model and noted the cash and noncash releasing benefits. TC added that the Care Group had accepted the risk and
had confidence the savings would be delivered
vi) the stringent review that had been undertaken on the case prior to its submission to
Finance and Performance Committee and the Board, and the spend profile over six
years, including a change to the recommendation within the cover report in this regard (KSim)
c. The Board resolved to:
i) approve the Emergency General Surgical Model business case at a cost of £1.1m
per year by year six

177.

Biannual Strategic Report

a. The Director of Strategy and Performance introduced this item and the Board noted:
i) the report reflected performance against the first two quarters of the financial year
ii) a request for the Board to remove three milestones that no longer fit with the Trust’s
plans (reflecting the dynamic nature of strategy) or were on hold including: the Peninsula Clinical Service Strategy; development of a Strategic Outline Case for the
health and wellbeing hub; and application for University Hospital Status
iii) those milestones that were on track
iv) the eight areas that were off track in terms of timescale and associated reasons
v) risks including the impact of the second wave of Covid-19 on recovery of electives
vi) a change to that reported in the paper with regards the Progressive Recovery Unit
which should state it was off-track due to a scope change
vii) the overall achievements including maintaining critical care capacity, completion of
the Emergency Department/resus project and approval of the Electronic Patient
Record Outline Business Case
b. The Board discussed:
i) NED challenge (MS): assurance requested that putting the Peninsula Clinical Strategy work on hold would not be counter to other strategic objectives the Trust was pursuing. The Chief Executive stated that it would not and that she would shortly take
over the Chair of the Peninsula Partnership Board with the intent to draw the Cancer
Alliance into that
ii) NED challenge (RSm): reduction of compliance with mandatory training to 86.9%
and whether that mainly affected face-to-face training rather than online learning.
The Director of People and OD confirmed that compliance rates were not currently
split by face-to-face and online provision. The Director of Strategy and Performance
reflected that one of the issues raised through recent performance review meetings
was that training is automatically stood down when the Trust declares Opel 4 and a
more sophisticated approach was required
c. The Board resolved to:
i) note the update on the implementation of our Trust Strategy;
ii) agree with the removal of three milestones that no longer fit with our plans for this
year; and
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iii) highlight any areas of particular concern
d. The Board agreed the following actions:
i) Director of People and OD to explore how mandatory training rates can be split by
face-to-face and online training
178.

Innovation Strategy

a. The Director of Strategy and Performance introduced this report and the Board noted:
i) presented was the updated Innovation Strategy following comments from both Finance and Performance Committee (FPC) and Trust Board in July 2020
ii) FPC had considered the updated version and recommended it for approval to the
Board
iii) FPC was assured that, on a broad level: the question of financial reliance had been
addressed; had endorsed the work on Intellectual Property and incentive schemes;
and also discussed how staff were appropriately released for innovation work as a
costed resource
b. The Board discussed:
i) NED challenge (RSm): whether the revenue share with regards intellectual property
could be a disincentive in certain circumstances and whether the target to double income by 2025 from £4k to £8k was ambitious enough. The Director of Strategy and
Performance responded that incentives were agreed by the South West Innovation
Network and were intended to incentivise innovators in the first few years and considered a fair approach by the Network. With regards the second point, the Director
of Strategy and Performance confirmed that he would revisit the income ambition
ii) NED challenge (RA): how adoption of innovation is measured and expressed. The
Director of Strategy and Performance confirmed that the National Office of Life Sciences measure this each year and that last year RCHT hosted their conference
c. The Board resolved to:
i) note the decision of Finance and Performance Committee to recommend the new
Innovation Strategy to Board for approval;
ii) review the additional information provided in this paper;
iii) approve the new Innovation Strategy on the basis of this further information
d. The Board agreed the following action:
i) Director of Strategy and Performance to review the ambition of doubling income from
£4k to £8k within the Innovation Strategy
179.

Research and Development Annual Report 2019/20

a. The Director of Strategy and Performance introduced this report and the Board noted:
i) achievements of the Research and Development (R&D) team as outlined in the report including:
• increasing recruitment to clinical trials by 54% compared to the previous year
• a restructure within the department to better align R&D to the corporate strategy
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development of the R&D strategy which was approved by the Board and supported Brilliant Improvement
• the rapid deployment of public health Covid-19 research and subsequent praise
at the highest levels of the research infrastructure regionally and nationally
• staff awards
ii) income generation of £2.5m for trials which netted out as breakeven against the cost
of delivering them
iii) the Trust’s contribution to the department of £400k which was not an acceptable position as the Trust would expect R&D to make a net contribution – internal audit had
been asked to check how the income and expenditure of the department should be
treated as it should reflect that of a commercial entity as opposed a cost centre
b. The Board discussed:

i) the excellent work of the team for everything they had achieved and the positive impact on patients of having clinicians who are so engaged in making improvements to
the quality of care (SP)
ii) the willingness of Cornwall citizens to participate in research projects and trials (MM)
c. The Board resolved to:
i) thank the R&S team and all those involved in research and development
ii) approve the Research and Development Annual Report 2019/20
180.

Phase 3 Recovery: Month 7 – 12 Financial Plan

a. The Strategic Advisor for Finance to the Chief Executive introduced this report and the
Board noted:
i) as per delegated authority from the Board, the Chief Executive, Chairwoman and
Deputy Chairwoman approved the submission of the Month 7 – 12 Financial Plan in
October; it was presented to the Board for formal ratification
ii) the financial framework was linked to the Covid-19 response and was set through
system-level discussions given that the funded envelope was at system level
iii) FPC and the Board were briefed on the system level discussions in September and
October
iv) the level of risk around the plan and that it was reflected in the Board Assurance
Framework
v) the plan was set on a Covid-19 neutral position before lock-down began
vi) the system was waiting to hear if the plan had been signed-off nationally
vii) the Trust would be working to a deficit of £6.9m, compared to a breakeven position
in the first half of the year
viii)the cash plan as set out in the report noting no risks from a cash perspectives and
no impact of the M7-12 plan on the capital programme
b. The Board discussed:
i) discussion at FPC within regards the risk context of the plan having been set in a
Covid-19 neutral environment as the risks related to Covid-19 remained real, and the
deficit risk working within the context of the broader system (RSt)
ii) the importance of ownership and accountability of Care Groups to deliver on savings
(RSt, MM)
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iii) the risk to maintaining lower levels of reliance on bank and agency staff noting the
anticipated capacity issues over winter and the need therefore for the Board to determine the balance between financial and clinical risk (KS)
c. The Board resolved to approve retrospectively the financial plan for the period 1 October 2020 to 31 March 2021
181.

Integrated Performance Report

a. The Chief Executive Introduced this report and the Board noted:
i) the Integrated Performance Report (IPR) highlighted the increased activity faced by
the Trust in the context of the pandemic and described hospitals under pressure,
with the never events occurring in that context
ii) surgery was performing reasonably well (in terms of cancellations on the day and
cancer performance) in part due to the decision to retain the surgical bed base
iii) pressures on medicine including
• ambulance waiting was at about 37%
• operational flow in and out of the Emergency Department (ED) had been challenging due to bed capacity within the Trust and system-wide
• reduced efficiencies in discharges from hospital for those requiring a care package / discharge to a community setting
iv) an increase in the severity of serious incidents and the need to determine whether
those falling delay would be causing harm to them in their pathway out of hospital
v) the importance of mandatory training to keep patients and staff safe and a need for a
finessed approach to stepping down training when in Opel 4
vi) the mortality change as measured by the Hospital Standardised Mortality Ratio
(HSMR), which indicated the gap between weekday and weekend HSMR getting
wider
a. Brilliant Care (Director of Nursing, Midwifery and AHPs; Director of Integrated
Governance, Deputy Medical Director and Acting Director of Operations):
i) the Trust had recorded its highest incidence of falls for two years with more multiple
fallers and some significant or moderate harm. Contributory factors had been identified as:
• different patient pathways with regards having to change the core purpose of
some base wards to provide red and green Covid-19 wards, however falls prevention was a fundamental skill and work was underway to ensure the same level
of competence and knowledge across all specialties
• an increase in dependency experience in West Cornwall medical wards
ii) intensive education provided for staff during the recent Falls Week
iii) a reduction in pressure injuries in critical care and improved reporting to ensure patients with pressure ulcers on admittance to hospitals were not included in reporting
iv) a reduction in the application of ECG within ED due to pressures in the department
and reflecting a change in practice to target ECG to the most relevant patients
v) peer review groups would be smaller than normal for ward accreditations due to social distancing, however the accreditations were important to restart to give assurance on quality and safety standards
vi) 13 additional beds had been opened at a local care home for those requiring complex care packages to help relieve pressure on the Trust
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vii) there had been ten cases of c-difficile, five of which were hospital acquired following
an outbreak on Grenville ward; specialised testing had been requested to identify
any cross-infection. Investigation at this stage did not identify any lapses in infection
prevention control (IPC), however a new Consultant Nurse for IPAC would undertake
a fresh eyes review
viii)an increased profile of harm due to the recent never events and increase in severity
of serious incidents; all were under investigation and were the subject of an internal
risk summit
ix) the Medical Director and Director of Integrated Governance had met with the dermatology service in relation to their internal quality summit in response to their three
never events and reviewed their action plan
x) additional leadership support to ED at senior nursing and general management levels, with those staff basing themselves in the department on a daily basis
xi) appointment of a cultural clinical lead under the Director of Nursing, Midwifery and
AHP who would work alongside the organisational development team and prioritise
her time initially on areas where the never events had taken place
xii) on an update to the data within the IPR, there was now just one duty of candour outstanding
xiii)an increase in patient complaints due to distress caused as a result of delays and
additional skills into the patient experience team to include staff specifically trained in
mental health
xiv) a drop in the quality and timeliness of responses to complaints which was being
actively addressed by the governance team
xv) in regards to HSMR, this was tracked closely by the Mortality Review Oversight
Group which meets monthly. A review had been undertaken of all deaths of patients
with Structured Judgement Reviews who had been admitted on a weekend and had
identified no evidence of gaps in care or common trends; benchmarking of peers
would be undertaken to further understand the issue
xvi) the overall HSMR, after an encouraging drop, was gradually increasing, likely as a
result of a Covid-19 effect in terms of a drop in surgical admissions and discharges.
Some elective patients who are admitted and discharged have a lower expected rate
of death and therefore the overall expected rate of death is increased when those
surgical admissions and discharges are taken out; this pattern is being seen when
benchmarked against peers
xvii) the 4 hour ED standard was at 86% and it was important to acknowledge the context of that performance with regards the Trust’s strict Covid-19 policies and procedures which sometimes see patients delayed in ED until there is a suitable space to
move them to
xviii) a more dynamic approach introduced for contextual review of trigger points against
performance which helps to maintain elective operating when seeing pressures at
ED
xix) achievement of cancer standards
xx) slowing of the deterioration in 52 week waits and the application of harm reviews
b. Brilliant People (Director of People and OD)

i) staff turnover remained at low rate and benchmarked well against peers with one of
the lowest turnover rates for an acute trust; this had positives and negatives, the latter in the context of an ageing workforce
ii) the headcount for internal moves which had skewed turnover in earlier reporting and
was now split out
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iii) an increase in sickness absence, particularly related to stress and anxiety, with a
90% increase in staff accessing occupational health support since March. The People and OD team were exploring different models and interventions to help, including
Wellbeing Month
iv) continued assessment of ways to improve mandatory training compliance, especially
with regards health and safety and manual handling
c. The Board discussed:
i) NED challenge (PH): compliance with Duty of Candour had looked of concern in the IPR but
the Director of Integrated Governance had provided an updated position which addressed
the issue. With regards the 90% increase in referrals to occupational health, what number
that equated to. The Director of People and OD confirmed that she did not have a specific
number to hand and would report the detail through to People and OD Committee
ii) NED challenge (SN, RSt): on the point of falls of people with increased acuity,

whether they had cognitive impairment such as dementia and whether the reduction
in agency had had an impact. The Joint Director of Nursing, Midwifery and AHPs
confirmed that this was the case and that increase falls were also due to moving
wards in response to Covid-19. A recent deep dive on falls, which was discussed at
Quality Assurance Committee, had identified that the majority occurred with people
aged over 70 and who were mobilising to go the toilet and choosing to do that alone.
Those patients had reported that the staff were busy and they did not want to bother
them. There was an important need to be able to effectively categorise patents for
their level of need and reviewing enhanced care as this was critical in being able to
support patients. A process of establishment review and documentation was being
undertaken which would identify further findings and provide additional assurance on
the outcome
iii) NED challenge (SP): data with regards sepsis screening and delivery of antibiotics in
ED was two months behind however noted that eObs collects sepsis data and asked
when the Board would receive a greater level of data and assurance regarding compliance with the standards. The Deputy Medical Director clarified that there was a difference between ED and inpatient areas in terms of achieving 100%against target.
The actual sepsis screening was 100% however in terms of numbers, administration
of antibiotics was small. The national target in ED was 90%. Sepsis was monitored
closely by the Deteriorating Patient Group and Patient Safety Group
iv) NED challenge (MM): whether the additional leadership support referenced for ED
was available 24hrs a day or whether it was linked to shift patterns. The Director of
Integrated Governance stated that the support related to day-time hours only and
there were no concerns with night-time hours, however pressures from overnight
would be apparent through the day-time also. Staff would be deployed to ED when
the department experienced increased pressures
d. The Board resolved to note the Integrated Performance Report for the period to 30
September 2020
e. The Board agreed the following action:
i) Director of People and OD to clarify the numbers that underpin the 90% occupational
health referrals to People and OD Committee
182.

Month 6 Finance Report
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a. The Deputy Director of Finance introduced this report and the Board noted:
i) the recommendations with regards Public Dividend Capital (PDC) and requested approval to accept the PDC and to approve delegations with regards progressing P22
framework payments with contractors within the scope of agreed business cases for
the Progressive Recovery Unit (PRU) (up to £5m) and Women & Children’s (up to
£2.4m) capital schemes
ii) the Trust’s breakeven position as at Month 6 with the use of true-up payments
iii) the potential risk with regards increasing agency spend going forward
iv) potential challenges in sourcing capital equipment due to the lock-down, especially
given the scale of the Trust’s capital programme
v) the changes to the capital programme and funding linked to critical care capacity and
the differences in the revenue and capital implications thereof
vi) risks and opportunities with regards the capital programme and the significant progress being made to address equipment replacement priorities, backlog maintenance and critical infrastructure risks
vii) the capital programme would require review post-lockdown to factor in recent discussions regarding fire infrastructure investment and the need to progress those at
pace
viii)the recommendation regarding the PRU was critical in terms of being able to access
the funding, noting that such funding was being drawn-down in advance of a Full
Business Case due to the pace of the project
b. The Board raised no questions or areas of challenge.
c. The Board resolved to:
i) note the financial position for the period to 30 September 2020;
ii) approve the addition of the Public Dividend Capital 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;
iii) 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;
iv) 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
183.

Committee Assurance Reports

a. The Board noted the following summaries from its Committees:
b. Audit and Risk Assurance Committee (15 October 2020)
i) the work of the committee and assurance sought to identify, manage and mitigate
risk and internal controls
ii) substantial items on the Board agenda in relation to the Risk Management Strategy,
Board Assurance Framework and Corporate Risk Register, and proposals for
amendments to Detailed Delegated limits
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iii) concerns with regards fire safety and improvements to the estate, noting actions already underway, infection control and appraisal compliance
iv) review of the internal audit plan, noting further consideration by the executive and a
further meeting of the committee to consider an updated plan to take into account
recent priorities and risks
v) Chairs of committees comprise the Audit and Risk Assurance Committee
c. Finance and Performance Committee (26 October 2020)
i) no issues to escalate to the Board by exception
ii) considered and recommended to the Board a number of items on the Board’s agenda including the Emergency General Surgery business case, the Month 7 to 12 plan,
the Month 6 management accounts, the Innovation Strategy, the performance section of the Integrated Performance Report and the latest update on Care Group Performance Reviews
iii) considered a number of issues that will be considered by Board in Private, including
the Women and Children’s Outline Business Case, noting the escalation in cost and
the need to consider the risk environment in that regard
iv) considered contracts over £1m and recommended them for approval to the Board
v) under delegation, the Committee approved the provision of new vans for mobile
mammography and works relating the installation of a new CT scanner
vi) reviewed and discussed a report on backlog maintenance including requirements for
fire safety
vii) discussed the capital programme
d. Quality Assurance Committee (27 October 2020)
i) much of what was discussed was referred to the Board, including the health and
safety and fire update and expressed concerns about manual handling training
ii) discussed the Ward to Board report which was presented to the Board for information and the quality section of the IPR
iii) in depth discussion of safer staffing, falls and never events
iv) key themes from incident and learning review were reflected in the performance report and discussed in performance review meetings which promoted ownership within care groups
v) received the Emergency Preparedness Resilience and Response Report and the
Annual Compliance Statement, which was included in the Board’s reports pack, and
noted that the Compliance Statement made improvements on the two partially compliant areas reported in 2019; the Trust would make a fully compliant submission in
2020
vi) received the updated CQC Statement of Purpose and noted that the Chief Executive
would sign it as Accountable Officer
vii) received the Senior Information Risk Owner report
e. Joint Quality Assurance Committee (27 October 2020)
i) the impact on quorum due to significant operational pressures on the day of the
meeting and resulting postponement of most items to the November meeting
ii) consideration of the safeguarding report and request for further information on safeguarding training and ensuring it is up-to-date
f. People and OD Committee (28 October 2020)
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i) the refreshing nature of the meeting due to the nature of the items on the agenda,
including endorsing the Library and Knowledge Services Strategy
ii) the brilliant change work within people and OD with a focus on a new recruitment
strategy, HR system reset and internal restructure
iii) noted an update on work relating to equality, diversity and inclusion which was genuinely engaging and impactful
iv) endorsed the Trust’s flexible working guide
v) discussed the medical rostering project
vi) explored areas of concern with regards appraisal and mandatory training compliance
g. The Board discussed:
i) whether the effectiveness of Joint Quality Assurance Committee would be evaluated
in the same way as for the Trust’s other committees (TL); it was confirmed that it
would be
ii) the value of Joint QAC in sharing best practice and learning across the two organsiations (BV)
iii) the need to ensure no duplication between joint QAC, the separate QAC’s and the
new System-wide QAC (KS)
iv) NED challenge (PH, MM): when the issue of medical rostering would be resolve as it
had been ongoing for a number of years. The Director of People and OD confirmed
that it was due to conclude by 31 March 2021
h. The Board resolved to:
i) note the reports from the Committees
ii) note the Ward to Board report
iii) note the Emergency Preparedness, Resilience and Response (EPRR) Core Standards Assurance Process 2020 (per regulation)
QUALITY AND PEOPLE
184.

Freedom to Speak Up Biannual Report

a. The Freedom to Speak Up Guardian, Joanne Burton, introduced this report and the
Board noted:
i) the increase in concerns raised over past six months, which appeared due to the
pandemic and increasing pressure and stress in that regard
ii) excellent promotion of speaking up and the launch of a ‘work in confidence’ app
which staff could use anonymously should they wish
iii) that the Guardian continued to work in an informal way to support colleagues speaking up and followed three simple principles: 1. always thanking someone for speaking up; 2. making a plan to respond and 3. providing regular feedback so the person
feels listened to
iv) the Guardian continued to work closely with organisational development colleagues
to address any cultural issues within teams
v) that 42 Freedom to Speak Up Champions had been trained and the Guardian met
with them on a monthly basis; the meetings generated ideas and shared learning in
a supportive space
vi) training on holding difficult conversations was planned for the Champions
vii) the introduction of biographies for each Champion had been successful with those
wanting to speak up able to select someone they felt they could relate to
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viii)a recent update from the National Guardians Office on new e-learning
ix) that all current live cases had associated actions and the Guardian was assured that
colleagues feel listened to
x) that in the previous week, a doctor had spoken up for the first time which was significant as medical colleagues had previously not spoken up
b. The Board discussed:
i) congratulations to the Guardian and the Champions for the role they undertake and
the impact the Guardian had on the Freedom to Speak Up culture at the Trust and
the resultant impact on patient safety (SP, KE, KS)
ii) the resourcing for the Guardian and the intention to recruit a full time Deputy (KE)
iii) the intent for the RCHT Guardian to work closely with the Guardian at CFT and the
benefits thereof (KOK)
iv) positive national feedback on the work the Guardian had undertaken (RA, KE)
v) thanks to the Guardian for her work and emphasised how seriously the Board takes
it (MM)
c. The Board resolved to:
i) receive the report and note the issues raised
ii) agree to receive the reports straight to Trust Board in future
20.184 Guardian of Safe Working Hours Quarter 2 Report
a. The Guardian of Safe Working Hours, Dr Jon Stratton, introduced this report and the
Board noted:
i) the quarter two report from the Guardian of Safe Working Hours which was a regulatory requirement
ii) all junior doctors were able to raise exception reports or talk with the Guardian about
issues related to their work or performance
iii) very few exception reports had been generated during quarter 2 and there were no
new significant issues since the last report
iv) this may have been in part to an increased number of junior doctors, due to more locums in post, able to share the workload
v) the most significant outlier with regards exception reporting was cardiology due to an
issue with one individual that affected another; the issue had not been reported until
September due to IT problems and was now resolved
vi) progress made on the challenges with 1 in 3 working, with the Emergency Department and Medicine as outliers; the expectation that by April, Medicine would be
largely addressed
vii) the vacancies position as set out in section 3.6.3 of the report noting the areas of
concerns with regards allocation of registrar posts by the Deanery and anticipated
pressure on the medicine registrar rota from the New Year
viii)a current lack of administrative support to the Guardian due to a previous solution
being unsustainable and the request made to the Deputy Medical Director and Director of People and OD to resolve
ix) that rest areas for junior doctors was important to the British Medical Association and
the current lack of suitably facilities at the Trust due to space limitations; the Trust
was to re-review the use of sleep PODs with the Interim Director of Estates
b. The Board discussed:
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i) NED challenge (SN): whether junior doctors could help in other parts of the system.
The Guardian confirmed that there was a limited to redeployment for junior doctors in
order to protect their training
ii) the positive impact of the Guardian’s work, the strength of relationship he has with
the junior doctors and his ability to advocate for them (GD)
iii) the importance of ensuring the Guardian has appropriate and consistent administrative support and the steps being taken to address the current short fall (GD, KE, KS)
c. The Board resolved to:
i) note and discuss the quarter 2 assurance report
ii) note and recognise the work being achieved by HR and the Deputy Medical Director
in resolving the weekend working issue
d. The Board agreed the following action:
i) Medical Director to ensure the issue with regards administrative support raised by
the Guardian for Safe Working Hours is resolved
185.

Scheme of Delegation – proposed changes

a. The Company Secretary and Deputy Director of Finance introduced this report and the
Board noted:
i) that apart from a few typographical changes, the main changes related 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)
ii) the changes had been considered and recommended for approval to the Board by
Audit and Risk Assurance Committee
b. The Board discussed:
i)

NED challenge (PH): whether there was any national guidance for Director’s of Finance on
detailed delegation limits and, if yes, whether the proposed changes were in line with those.
The Strategic Advisor for Finance to the Chief Executive confirmed that there was no such
national guidance but that the proposed changes were in line with his experience in other
organsiations

c. The Board resolved to
i) approve the proposed changes to Detailed Delegation Limits as set out
ii) 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
186.

Risk Management Strategy and Policy

a. The Director of Integrated Governance introduced this report and the Board noted:
i) the revised strategy and policy had been considered and recommended to the Board
for approval by the Audit and Risk Assurance Committee
ii) the strategy reflected the new pledge with regards Covid-19
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iii) the Equality Impact Assessment had been updated in relation to the pandemic
iv) the risk appetite would be reviewed again at a Board Informal in early 2021
v) work was underway with colleagues across the Trust to develop risk management
skills and improve risk management culture as a result
b. The Board discussed:
i) the risk of artificial risk inflation to as a reverse incentive to try to pursue investments
and the need to ensure rigour of triangulation of evidence and consistency of risk
scoring (e.g. through performance review meetings and investment review) in that
regard (TL, MM, KOK)
ii) that strategic decisions taken at points in time may escalate risk and the related importance of context, balanced judgement and risk management in that regard; for
example, the balance between financial risk and the risk of harm to patients (KS)
iii) the gap between risk appetite and risk exposure (RSt)
iv) the frequency of review of risk appetite to ensure it actively reflects the changing operational context of the organisation (KS)
v) the role of internal audit in mapping against the Trust’s risk strategy and strategic
risks (SN)
vi) the opportunity to map risks to Freedom to Speak Up to identify the ‘silent’ areas of
the organisation and instigate proactive conversations (KS)
vii) NED challenge (PH): whether non-clinical risks were as represented in the Trust’s
approach to risk management as clinical risks. The Director of Integrated Governance reported that the Risk Manager now works closely with the Interim Director of
Estates and Chief Operating Officer to identify those risks in a more timely way than
before
a. The Board resolved to
i) approve the changes to the Risk Management Strategy and Policy, including Risk
Appetite
b. The Board agreed the following actions:
i) Director of Integrated Governance to present at future Board Informal on a cultural
improvement programme with regards the organsiational approach to risk
ii) Director of Integrated Governance to bring a review of Risk Appetite and the BAF to
quarterly Board Informal’s
20.187 Board Assurance Framework and Corporate Risk Register
a. The Director of Integrated Governance introduced this report and the Board noted:
i) a comprehensive review of the risk management strategy and risk appetite had been
undertaken in November 2019 and was further reviewed at the Board informal in July
2020 in light of the pandemic
ii) section 5 of the Corporate Risk Register (CRR) outlined the current extreme risks to
the Trust related to the pandemic and the RTT position, Emergency Department
overcrowding and inadequate fire safety arrangements; the risk regarding fire had
been written pre the Grenville ward fire on 25 October 2020
iii) the changes to the Board Assurance Framework (BAF) including amendment of the
financial risk to reflect the impact of Covid-19
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iv) that a full discussion of the BAF and CRR had been undertaken at Audit and Risk
Assurance Committee and further assurance provided outside of the meeting with
regards the application of risk appetite to the risk rating
v) the BAF and CRR were reviewed quarterly
vi) the CRR would be updated in light of the discussion around the BAF
vii) the fire risk on the CRR (7868) was scored at 20 and did not take into consideration
the effect of the recent fire
b. The Board discussed:
i) NED challenge (RSt): how risk appetite translated onto the Trust’s prioritisation of
risks, particularly those matters that required escalation to the Board. The Director of
Integrated Governance confirmed that the items on the BAF and CRR were those
that were of highest priority to the Trust and the context within which it was operating
ii) NED challenge (KS): risk ID 6418 in the CRR with regards elective recovery/referral
to treatment was scored at 20 however the previous performance assurance provided by the Acting Director of Operations suggested mitigations were being impactful.
The Director of Integrated Governance agreed to review the risk score outside of the
meeting with the Acting Director of Operations
iii) NED challenge (MM): whether the risk relating to fire should be escalated from the
CRR to the BAF. The Director of Integrated Governance confirmed that there was a
risk relating to health and safety on the BAF (risk 7492) with a risk score of 16, which
had been increased from the last review of the BAF however did not taken into account recent events
iv) NED challenge (RSt): BAF risk 7024 in relation to growing the Trust’s reputation for
R&D was scored at 6 and could potentially be relaxed as there was a moderate risk
appetite
v) NED challenge (PH, MM): the importance of reflecting the dynamic nature of risk in
reports to the Board. The Director of Integrated Governance would ensure the request was actioned for future reports
vi) the importance of having regular considerations of risk at the Board meeting particularly with regard mitigations for risks relating to patient care and staff mental health
(SN)
vii) the frequency of reports to the Board, agreeing to a quarterly review at Board Informal’s and then through to formal Board meetings, with a structured plan for a deep
dive on particularly risks (KS)
c. The Board resolved to:
i) approve the changes to the current strategic risks following executive review in
August and September 2020
ii) note the changes made to the corporate risk register, as approved by Executive
Board
iii) note the current position on the top rated risks on the corporate risk register
iv) consider the timing for any proposed changes to risk management methodology
d. The Board agreed the following action:
i) Director of Integrated Governance to reflect the dynamic nature of risk is articulated in the BAF and CRR reports to the Board
ii) Director Integrated Governance and Acting Director of Operations to review risk
on recovery to determine whether the score of 20 was still appropriate given the
positive performance
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187.

Board Calendar of Meetings, Glossary of Terms and Work Programmes

a. The Company Secretary introduced this report and the Board noted the requirement per
Standing Orders for the Board to set its calendar of meeting for the future financial year
by the end of November.
b. The Board resolved to:
i) approve the Calendar of Meetings for financial year 2021/22
ii) note the work programme which set out the forward plan of business
188.

Questions from the Public

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 (Jasmine Paul): Hello, I am currently 18 weeks pregnant with my first baby and my 20 week scan is on November 13th. For my 12 week scan I had to attend
this alone and I am happy to see that changes have been made to the 12 weeks
scans to allow partners to attend. My question is will you be making changes to the
20 week scan and will my partner just miss out again? I understand it is because of
Covid-19 however the process behind it makes little sense. I live with my partner and
with precautions in place feel he could attend and that it is detrimental to not only my
mental health and well-being but his as well as bonding.

•

Answer (Joint Director of Nursing, Midwifery and AHPs): The Joint Director of
Nursing, Midwifery and AHPs (KOK) thanked Jasmine for her question and acknowledged how difficult the visiting restrictions were, especially for women and their partners expecting babies. KOK explained that the ability to now allow a partner for a 12
week scan was positive and required a lot of rearranging to safely house the sonographer, the mother-to-be and the partner. She further explained that despite best efforts it was not yet possible to facilitate at this stage a partner attending with a mother-to-be for the 20 week scan. This was due to the fact that maternity was housed in
an old building fabric meaning it was not possible to protect the sonographer, the
mother-to-be and her partner, undertake all the cleaning required and enable track
and trace for everyone who would come through. The hope had been to relax the restrictions but due to the second lockdown and increasing case numbers this was not
possible. Steps were taken to encourage video calling to enable the partner to be
there virtually, and Jasmine was encouraged to talk with her midwife about this or directly to KOK to facilitate this for her partner. The Chief Executive further noted the
importance of reducing the footfall to the hospitals to limit contact between people
and as such limit the spread of Covid-19

189.

Evaluation of Effectiveness of the Meeting

a. The following comments were received by Board members:
i) What worked well:
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•
•
•
•

robust, detailed and transparent discussion focused on assurance, despite
heavy agenda
virtual meeting worked well
informative and productive meeting with good pace and engagement
mature level of discussion

ii) Even more effective if:
• navigation in the reports pack could be improved and navigating large
pack was difficult
• in relation to point one, whether papers could be shortened or a steer provided on what was essential to read and what was to note
• track changes could be confusing for people accessing papers later on
and whether uploading of final versions would be possible/appropriate
post-discussion
• members of the public could be consulted on what they thought of the effectiveness of the meeting
• for Board members, it would improve the experience of the meeting if all
cameras were on as the main camera shot of those in the room is too distant to make out faces (noting that members of the public would have a
slightly different view due to the way Teams Live operates)
b. It was reported that 31 people at a height had accessed the live stream at any one time
during the meeting, with steady engagement of 20-25
c. The Board agreed the following action:
i) Company Secretary to consider how to:
• regularly seek feedback from members of the public on their view of the effectiveness of the Board meetings
• improve the presentation of the meetings for Board members in terms of
camera views; and
• consider how to improve the navigation of the reports packs

Date of Next Meeting: Thursday 3 December 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
TRUST BOARD IN PUBLIC ACTION LOG
Min Ref

Action

Lead

Status

Due date

Update

20.171 di)

Matters Arising: Director of Integrated
Governance to bring a report back to the
Board focusing on the quality improvement
actions following the cluster of never events

Director of
Integrated
Governance

Proposed complete

Dec-20

Update November 2020: On agenda for 3 December Trust
Board

20.174 di)

Covid-19 Response Update: Chief Executive
to update the Board on the work of the
Planned Care Board at the next meeting

Chief Executive

Proposed complete

Dec-20

Update November 2020: update included in the Chief
Executive's report to the Board

Nov-20

Covid-19 Response Update: Chief Executive
to request the Director of Communications
20.174 dii) assist in identifying ways to promote the
Trust's performance to help maintain public
confidence

20.177 di)

Biannual Strategic Report: Director of People
and OD to explore how mandatory training
rates can be split by face-to-face and online
training

Chief Executive

Proposed complete

Nov-20

Update November 2020: RCHT Communications have
plans to initiate A Big Conversation with both staff and the
public in the New Year. We feel we have so much to talk
about but have been restricted in the past by lack of capacity
to be as pro-active as the opportunity offered.
However now, additional resource is being deployed to
specifically look at how we can reach all sectors in our NHS
and public community to make sure everyone is aware about
the work and plans of the Trust.
Stakeholder mapping software has been procured to track
our public relations and other external engagement to ensure
we can identify any groups we are failing to connect with.
We are planning weekly briefing sessions for the media and
key stakeholders in the New Year and are currently having
dummy runs of these to fine tune the collection of our news
and information from all parts of the Trust and the wider NHS
community and to prepare the material for distribution
through all channels.
Our IT and video comms colleagues are exploring
community 'Teams' engagement following the success of this
in Trusts elsewhere in the country where live community
Q&As have attracted thousands of participants.

Director of People
and OD

In progress

Feb-20

Update November 2020: To be scheduled to report on to
the next POD Committee
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KEY:
Action complete or proposed complete
Action in progress
Action overdue/incomplete
TRUST BOARD IN PUBLIC ACTION LOG
Min Ref

Action

Lead

Status

Due date

Update

Dec-20

Update November 2020: We have reviewed the ambition
and believe it remains appropriate, in light of the fact that our
status as an NHS Trust limits our ability to generate income.
However, it will be important to review this ambition postintegration with CFT, as we should then be a Foundation
Trust and may want to be more ambitious.

Feb-20

Update November 2020: To be scheduled to report on to
the next POD Committee

20.178 di)

Innovation Strategy: Director of Strategy and
Performance to review the ambition of
doubling income from £4k to £8k within the
Innovation Strategy

20.181 di)

Integrated Performance Report: Director of
People and OD to clarify the numbers that
underpin the 90% occupational health
referrals to People and OD Committee

20.184 di)

Guardian of Safe Working Hours: Deputy
Medical Director to ensure the issue with
regards administrative support raised by the
Guardian for Safe Working Hours is
resolved

Deputy Medical
Director

Propsoed complete

Dec-20

Update November 2020: as part of the POD restructure
band 3 administrative support has been identified to support
the Guardian of safe working hours in his role, supplementing
the support already provided from the medical staffing team
for the junior Doctors contract and data analysis.

20.186 di)

Risk Management Strategy and Policy:
Director of Integrated Governance to
present at future Board Informal on a
cultural improvement programme with
regards the organsiational approach to risk

Director of
Integrated
Governance

In progress

Jan-20

Update November 2020: Date to be arranaged with
Company Secretary

Director of
Integrated
Governance

In progress

Jan-20

Update November 2020: Date to be arranaged with
Company Secretary

Director of
Integrated
Governance

Proposed complete

Nov-20

Update November 2020: Will be inlcuded in future reports

Risk Management Strategy and Policy:
Director of Integrated Governance to bring a
20.186 dii)
review of Risk Appetite and the BAF to
quarterly Board informals
Board Assurance Framework and Corporate
Risk Register: Director of Integrated
20.187 di) Governance to reflect the dynamic nature of
risk is articulated in the BAF and CRR
reports to the Board

Director of Strategy
Proposed complete
and Performance

Director of People
and OD

In progress
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KEY:
Action complete or proposed complete
Action in progress
Action overdue/incomplete
TRUST BOARD IN PUBLIC ACTION LOG
Min Ref

Action

Board Assurance Framework and Corporate
Risk Register: Director Integrated
Governance and Acting Director of
20.187 dii)
Operations to review risk on receovery to
determine whether the score of 20 is still
appropriate given the positive performance

20.189 ci)

Evaluation of the meeting: Company Secretary
to consider how to:
• regularly seek feedback from members of
the public on their view of the effectiveness
of the Board meetings
• improve the presentation of the meetings
for Board members in terms of camera
views; and
• consider how to improve the navigation of
the reports packs

Lead

Status

Due date

Update

Director of
Integrated
Governance

Proposed complete

Dec-20

Update November 2020: Risk reviewed with Interim Director
Of Operations and has been reduced to 16 in light of current
improvements against current trajectories.

Dec-20

Update November 2020: Feedback from members of the
public is encouraged at every meeting and some members of
the public have emailed the Company Secretary direct. We
will seek to add a short survey monkey after the December
meeting as a pilot which members of the public could
complete. While meeting fully virtually, Board members will
be able to see each other when camera's are on which
should improve the overall experience. When we move back
to meeting part physcially/part virtually we will ask Board
members 'in the room' to turn on their laptop cameras. The
main camera will still be used for the public view as it is of
higher quality. Agenda packs have been amended to
included page numbers across the whole pack and
streamlined thumbnails to enable easy links to agenda items.
The Company Secretary is also actively challenging on
length of papers and the necessity of appendices to try to
reduce the overall length of packs. The agenda lists the
items that are for approval, discussion and to note.

Nov-20

Update October 2020: The reflections from the team will
reported into the November Quality Assurance Committee
report.
Update November 2020: submitted to November 2020
Quality Assurance Committee and report from quality summit
(where those teams who had a never event were present) on
agenda for 3 December Board meeting

Company
Secretary

Proposed complete

Oct-20

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

Proposed complete

Page 40 of 288
KEY:
Action complete or proposed complete
Action in progress
Action overdue/incomplete
TRUST BOARD IN PUBLIC ACTION LOG
Min Ref

20.163 di)

Jul-20
Jun-20
May-20
Apr-20
Mar-20
Feb-20

Action

Learning from Deaths: Medical Director to
enhance learning disability training for
doctors

Lead

Medical Director

Status

In progress

Due date

Dec-20

Update
Update October 2020: Medical Director to update the Board
at the December meeting
Update November 2020:
1. Learning Disability and Autism Lead in the Safeguarding
team provides two study days a year for health professionals
professionals and this will include communications targeted
at Doctors and supported by the Medical Director
2. More training required and actions being taken to provide
more training for doctors on the importance of detailed TEP
information;
3. LD team undertaking a review of all TEPs in place at the
Trust for a person with a Learning Disability and/or Autism to
identify any inappropriate TEP forms, then work with the
individuals to make improvements;
4. LD team working with Primary Care and Kernow Clinical
Commissioning Group (CCG) to look at the adequacy of
TEPs in the Community and to work with colleagues to
prevent this happening;
5. Inappropriate TEPs to be used in training as examples;
6. Easy Read materials produced for patients when TEPs are
being discussed;
7. LD team working with Learning and Disability regarding
online mandatory LD training pack.
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KEY:
Action complete or proposed complete
Action in progress
Action overdue/incomplete
TRUST BOARD IN PUBLIC ACTION LOG
Min Ref

20.34

Dec-19
Nov-19
Sep-19
Jul-19
Jan-19

Action

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.

Lead

Medical Director

Status

In progress

Due date

Update

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 roster by March 2021. Update on rostering
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Chief Executive’s Report: Trust Board in Public – December 2020
1.
2.
3.
4.

Covid-19 vaccination deployment strategy and operational readiness
Planned Care Board
System People Strategy
Cornwall IT Services Award

1.

Covid-19 Vaccination Deployment Strategy and Operational Readiness

There are several potential vaccines for COVID-19 in the later stages of phase III
trials. If one or more is approved and authorised as safe and effective by the
Medicines and Healthcare Regulatory Authority (MHRA), we want to begin
vaccination, fully deploying whatever scale of supply may be available.
Latest advice available to us indicates that the very earliest the first vaccine will be
approved is early December. Conditions for a successful deployment include:
•

Vaccinating population cohorts at highest risk guided by the Joint Committee
for Vaccinations and Immunisation (JCVI) interim guidance.

•

Vaccinating through delivery channels that can ensure patient safety and
vaccine integrity, whilst minimising wasted doses.

•

Operationally feasible deployment methods that can be used within the set
timeframe.

Delivery models – there are defined three defined deployment models:
a) NHS Trusts.
b) Large scale vaccination sites.
c) Community/primary care led.
The supplies, estate and workforce required for each of these models will be known
shortly. As a system we are working with our regional team to define the most
appropriate combination of models required to deliver the vaccine for our local
population, based on local need.
We will have a plan to vaccinate our workforce. We will continue to work with our
STP/ ICS partners to ensure sufficient workforce is available at each vaccination site.
Every year the NHS rolls out the annual flu vaccination programme and last year
nationally we vaccinated over 15 million people over the winter season. We are now
being asked to ramp up our COVID vaccination efforts. Given the potential time gap
required between receiving a flu vaccine and a Covid vaccine, it is vital that we
successfully complete our staff flu vaccination programme by the end of November.
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Vaccine allocations – vaccine allocations will be managed centrally. Allocations will
be based on the priority cohorts recommended by the JCVI. The provisional
prioritisation for COVID-19 vaccines can be found at:
https://www.gov.uk/government/publications/priority-groups-for-coronavirus-covid19-vaccination-advice-from-the-jcvi-25-september-2020/jcvi-updated-interim-adviceon-priority-groups-for-covid-19-vaccination.
Estates – over the coming weeks, we will work with system partners, especially local
government and local resilience forums, to identify accessible premises to deliver
community/primary care led vaccinations (these should not displace or disrupt sites
currently being used for Test and Trace). Considerations will be given to accessibility
for all citizens, coverage of both rural and urban areas, hosting of roving models,
utilisation of existing infrastructure and appropriate deployment models for staff.

2.

Planned Care Board

The Planned Care Board was held on 17 November 2020 and as well as covering
standard agenda items in relation to current position and recovery plan progress,
there were also a number of specific discussions including:
•
•
•
•
•

Peninsula Critical Care Capacity
MSK/Orthopaedic activity
Outpatient Transformation
New Models of Care
Pathology

Actions agreed include to:
•
•
•
•

Review procedures regarding carpel tunnel.
Consider all alternative capacity options in relation to orthopaedics.
Review rollout of ICE tool.
Presentation at next Planned Care Board with regard to a comprehensive
workforce plan to support New Models of Care.

Jemma Edge from University Hospitals Plymouth (UHP) expressed her thanks to
RCHT; UHP did their first cystectomy patient at RCHT on 16 November and reported
the procedure went very well and wishes to express her appreciation to RCHT for
their help and support.
The next Planned Care Board meeting is to be held on 15 December 2020 and will
incorporate an update on the Embrace programme.

3.

System People Strategy

https://doclibrarycioshealthandcare.cornwall.nhs.uk/DocumentsLibrary/CIOSHealthAndCare/Transfor
mationBoardMeetings/Minutes/2021/202010/NHSPeoplePlan.pdf
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Proud to care joint recruitment campaign – Our first system joint recruitment
campaign commenced for care support workers on 6 November using the proud to
care Cornwall website. There has been an excellent response to the campaign with
an increase of website traffic of 1,726%, with 1,146 new users and a reach of 34,122
people across 1,404 engagements so far.
The telephone triage service is currently being manned by volunteers from across
the system, offering a 7day a week service (9am-9pm). The care support worker
campaign will continue until 31 January 2021 across a variety of different media.
Work is due to start shortly for the next campaign targeting nursing and AHP’s roles
due to commence early in the New Year.
Covid vaccination programme - RCHT, CFT and the training hubs are involved in
the delivery of training for vaccinators. Recruitment for vaccinators to support the
mass vaccination programme. Contact is being made with appropriate staff who
have left/ retired within the last year. A further option to use both Newquay airport
for a vaccination safe space and furloughed staff to potentially be trained as
vaccinators is being explored if training can be provided to non-experienced care
people.
Collaborative bank – work is underway to staff additional bed capacity with agreed
increases in designated care homes. Kernowflex is currently recruiting for Covid
vaccinators and to provide additional staffing support as part of our workforce winter
plan provision.
DWP partnership – There are two different support programmes we have in place
with system partners across Cornwall. The first is aimed at young people (aged 1624 years) called kickstart. The second programme is aimed at adults who are
unemployed and those recently made redundant due to Covid-19.
The catchment for kickstart is young people on universal credit (UC) currently there
are circa 5,000 young people across CIOS that meet that criteria, there are also
other on job seekers allowance or other benefits not receiving UC. The Kickstart
scheme runs until 31 December 2021. Our European Social Fund (ESF) bid
submission commits to 100 roles across the partners. There is an ability to put
further submissions in if we utilise all the places.
First cohort of new to care colleagues have joined our programme and have
undertaken the initial training into support worker roles to support the need for more
care support workers across all care settings.

5. Cornwall IT Services Award
Our Cornwall IT Services has been Highly Commended in the HTN Awards 2020
under the category of “Partnership of the Year” for their work with our system
partners during the Covid pandemic. Well Done – we are very proud of you all.

Kate Shields
Chief Executive
December 2020
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Page 45 of 288

Executive Summary
Meeting:
Report Title:
Author:

Executive Lead:

Trust Board in Public
Date:
03.12.20
Integrated Performance Report –
Agenda
8
October Data
Item:
Justine Mills – Trust Performance Officer
Jo Davis – Associate Director, Commissioning, Performance and
Intelligence
Thom Lafferty – Director of Strategy and Performance

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.
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

X

X

Purpose of the Report
Approve
Discuss
X
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:
This relevant Key Performance Indicators from the Integrated Performance Report
have been considered by the Finance and Performance Committee and Quality
Assurance Committee’s AC, FPC and POD committees.

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 Trust Board Assurance framework and the
narrative and data within the report provides information on risks that occur in the
delivery of our services.
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Recommendations and reasons
The Board is recommended to note and discuss the report

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.

Executive Summary for IPR: November Report on October Data
This report covers the Trust’s performance against our key indicators which are categorised
under Brilliant Care, Brilliant People and Brilliant Improvement. In all cases more detail is
available in the relevant section of the report.
Brilliant Care: October has continued to be a challenging month operationally for the Trust,
as emergency activity has returned to levels only slightly lower than last year whilst COVID19 restrictions and pathway changes remain in place. Operational flow in and out of the
Emergency Department (ED) has been challenging with reduced bed capacity within the
Trust and system-wide, resulting in ambulance delays and reduced ED 4 hour standard
performance. The importance of our Covid precautions has been a priority with regards to
patient flow. A strict process remains 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
remains maintaining our Covid security.
In terms of inpatient flow, an increase in length of stay is evident during October, partly
contributed to by a reduction in medically optimised patients as more long stay patients
have been discharged. Actions to improve flow are being taken, including extending the
opening hours of the discharge lounge 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. The same day/medical admission
ward (SDMA) has at times needed to be utilised as overnight inpatient space due to
insufficient medical discharges each day; SDMA has subsequently been ring-fenced to
ensure future issues are mitigated. The action to ring-fence the stroke ward for stroke
patients has been completed; however an unexpected increase in stroke patients and acuity
resulting in demand above capacity meant that performance on stroke pathway indicators
worsened. 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
2
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making significant improvements such as maximising same day emergency care and
utilising clinically led discharge to facilitate safe early discharges, so that patients are able to
be discharged as soon as their active, acute treatment has been completed.
Two more ‘never events’ occurred in October, in addition to the 6 which have occurred over
the past six months. In response to these events, the Chief Executive called an internal
Quality Summit where a number of additional actions have been agreed to support the
improvements required to prevent these from happening again. An increase in serious
incidents has also occurred; the number of falls has increased, though moderate/severe
harm falls have reduced (all of these elements are within standard variation levels). It has
been noted within the regional South West Falls Group that this is a national issue,
potentially contributed to by increased frailty resulting from coronavirus restrictions. An
internal patient safety team response has been developed to improve performance and
reporting in this area. Delays in responding to complaints have also increased, which is
being addressed through a comprehensive action plan and ensuring the Trusts’ Complaints
Team is fully rostered. Pressure ulcer incidence rates continue to reduce along with
continued work in relation to gram-negative bacteraemia, which has resulted in sustained
improvement. Mortality related measures have continued to increase gradually, though
these remain below national benchmarks.
Three new measures have been introduced in this months’ IPR iteration showing actual
versus planned nursing hours for both registered and unregistered nurses within acceptable
limits, and care hours per patient day. These will be benchmarked in future reports.
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 69 to 74%, benchmarking positively nationally. The position against previous
years’ activity levels for the new national NHS aims shows that elective and diagnostic
activity is meeting recovery trajectories, whilst daycase recovery has slipped slightly
although activity levels continue to grow. Whilst there has also been an increase in
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 92.9% of patients with cancer
being treated within the 62 day target. Breast two week waits is becoming an area of
pressure, therefore Consultant Radiologists are supporting the cancer one-stop clinics
rather than routine breast clinics. We are also providing some mutual aid to Peninsula
partners.
Brilliant Improvement: The Trust financial position is on plan with the revised COVID
financial regime achieving a deficit of £0.9m and with income £0.3m ahead of plan: 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.
3
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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. Funding via HIP2 is
being explored.
Brilliant People: Staffing numbers increased by 43 in month overall, mostly in agency
staffing. Vacancy rates continue to reduce within our medical and registered nursing posts,
with nursing vacancies expected to reduce further over the next 6 months following a
successful overseas recruitment process. An increase in unregistered nursing post
vacancies is evident in month however the Trust has run a successful generic HCA
recruitment event to backfill. Agency spend continues to remain well within the planned
budget despite a small increase in agency usage during October. Sickness absence
remains steady.
The Trust continues to face significant difficulties in improving mandatory training including
health and safety, moving and handling, as well as appraisal compliance, with both social
distancing requirements and increased operational pressures continuing to have an adverse
impact throughout October. The Learning and Development team have started to increase
the volume of mandatory training available via our virtual platform MS Teams where elearning is not appropriate, whilst our People Partners continue to work with our Care
Groups to find a solution to protecting time and demand and capacity issues for appraisals.
Appended to the IPR is the COVID-19 dashboard. Although numbers of patients admitted
with covid-19 remained minimal in October, this dashboard demonstrates the broader
workforce and financial impacts of COVID-19, in addition to the operational impacts
discussed above.
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Strategic Objectives & Pledges

STRATEGIC OBJECTIVE
Brilliant Care
(Reviewed by Quality Assurance
Committee)

Brilliant Improvement
(Reviewed by Finance and
Performance Committee)

Brilliant People
(Reviewed by the People and OD
Committee)

Pledge RAG key:
Red

PLEDGE
We provide care that is consistently safe and avoids harm
We are open and honest with people about their care
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
We provide an environment that is clean and welcoming
We celebrate achievement and will create a culture that enables continuous improvement
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 ensure that everyone has the capability to pursue quality and improvement for our patients
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 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 have an open, inclusive and partnership approach to working with our brilliant people
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)

Amber

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

Green

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.

1

Page 51 of 288

Executive Summary
See exec summary on word based front sheet

2

Page 52 of 288
Strategic Objectives: Summary Scorecard

Strategic Objective

Brilliant Care
(Reviewed by Quality Assurance
Committee)

Brilliant Improvement
(Reviewed by Finance and
Performance Committee)

Brilliant People
(Reviewed by the People and
OD Committee)

Metric
Serious incidents (monthly)
Patients who met the criteria and were screened for sepsis - ED
Patients who met the criteria and were screened for sepsis - other admitting
areas
Patients who met the criteria and were screened for sepsis - Inpatients
Infection control: C-difficile cases
28 day re-booking breaches (monthly)
Treliske ED attenders - 4 hours arrival to discharge, admission or transfer
Cancer treated within 62 days target
RTT Incomplete - % within 18 weeks

20_21 Target/
Standard

19/20

Jul-20

Aug-20

Sep-20

Oct-20

Variation

YTD 20/21

6
90.00%

9
82.25%

12
100.00%

7
100.00%

10
#N/A

13
in arrears

+3
#N/A

8
100.00%

90.00%

100.00%

100.00%

100.00%

100.00%

in arrears

0.00%

100.00%

90.00%
64
7
95.00%
85.00%
92.00%

100.00%
82
9
71.51%
85.58%
85.51%

100.00%
5
0
80.63%
94.20%
52.90%

100.00%
9
4
77.55%
94.21%
62.47%

100.00%
10
3
65.02%
92.90%
69.02%

in arrears
5
5
65.49%
in arrears
73.92%

0.00%
-5
+2
+0.47%
-1.31%
+4.90%

100.00%
42
10
80.51%
88.51%
64.87%

96.21%
7
93.17
9.69
1.80
25.8

63.44%
285
93.76
10.30
3.26
6.5
0.0
n/a
8.90%
74.60%
86.90%
3.76%

66.37%
282
in arrears
10.40
2.93
9.5
0.0
n/a
8.04%
76.30%
85.70%
3.55%

72.12%
332
in arrears
10.40
3.68
13.8
0.0
n/a
8.10%
76.30%
84.80%
3.80%

81.00%
389
in arrears
10.30
4.58
15.6
0.9
6.9
8.20%
76.00%
83.90%
3.93%

Proportion of patients receiving one of the 15 key diagnostic tests within 6 weeks

99.00%

RTT waits over 52 weeks for incomplete pathways
SHMI
Crude Mortality
Agency spend vs plan (£m)
Capital spend against plan (£m)
Year to date financial position
Year end forecast financial position
Staff turnover
% Appraisals completed of eligible staff
% Mandatory training completed
% Sickness absence

1

8.6
16.2
0.9
7-11%

95.00%
90.00%
3.75%

9.26%
78.77%
89.15%
4.43%

+8.88%
+57
+0.59
-0.10
+0.90
+1.77
0.9
+0.10%
-0.30%
-0.90%
+0.13%

Sparkline

59.95%
389
93.76
10.24

8.61%
76.24%
86.59%
3.89%
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Brilliant Care
We provide care that is consistently safe and avoids harm

Number of Pressure ulcers
25.0

Oct-20
7

Hospital acquired pressure ulcer incidence rates have been below target for 14 months. The new target from
April 2020 is 10% reduction across the Health community. There has been an increase in deep tissue injuries
and these incidents, are to be discussed at the next pressure ulcer workstream meeting in order to explore
further and share learning.

20.0

15.0
10.0
5.0

Oct-18
Nov-18
Dec-18
Jan-19
Feb-19
Mar-19
Apr-19
May-19
Jun-19
Jul-19
Aug-19
Sep-19
Oct-19
Nov-19
Dec-19
Jan-20
Feb-20
Mar-20
Apr-20
May-20
Jun-20
Jul-20
Aug-20
Sep-20
Oct-20

0.0

VTE- Number of preventable HAT
3.5

Oct-20
0

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 October 2020.

3.0
2.5

2.0
1.5
1.0

0.5
Oct-18
Nov-18
Dec-18
Jan-19
Feb-19
Mar-19
Apr-19
May-19
Jun-19
Jul-19
Aug-19
Sep-19
Oct-19
Nov-19
Dec-19
Jan-20
Feb-20
Mar-20
Apr-20
May-20
Jun-20
Jul-20
Aug-20
Sep-20
Oct-20

0.0
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Brilliant Care
We provide care that is consistently safe and avoids harm

All patient falls
140.0

Oct-20
113

130.0
120.0

110.0

Disappointingly the number of falls continues to rise along with the number of falls per 1,000 occupied bed
days. Further to the South West Falls group discussion on the 5 November 2020 it was noted that this is not a
localised problem but has been noted to be occurring nationally. The consensus from the group was that the
cause of the rise in inpatient falls is in relation to the national coronavirus restrictions, which in turn have led
to increased frailty within our society.
Themes identified from the recent thematic reviews include: toileting which accounts for approximately 30%
of all falls,; patients with dementia 20%, patients with delirium who have no history of dementia 10%, 20% of
patients medically safe to leave acute hospital, risk assessments, care plans and post falls huddles not being
completed.

100.0
90.0
80.0
70.0

Recommendations from the thematic review have been incorporated into the joints falls improvement plan.

60.0
50.0

Further work is underway to consider whether staffing levels have contributed to this increase and why the
number of falls increase on a Wednesday.

Oct-18
Nov-18
Dec-18
Jan-19
Feb-19
Mar-19
Apr-19
May-19
Jun-19
Jul-19
Aug-19
Sep-19
Oct-19
Nov-19
Dec-19
Jan-20
Feb-20
Mar-20
Apr-20
May-20
Jun-20
Jul-20
Aug-20
Sep-20
Oct-20

40.0

Moderate/Severe harm falls
9

Oct-20
2

Two falls resulting in moderate harm were reported in October. The patients involved sustained fractured
necks of femur. Both cases are currently being investigated.

8
7
6
5
4
3

2
1
Oct-18
Nov-18
Dec-18
Jan-19
Feb-19
Mar-19
Apr-19
May-19
Jun-19
Jul-19
Aug-19
Sep-19
Oct-19
Nov-19
Dec-19
Jan-20
Feb-20
Mar-20
Apr-20
May-20
Jun-20
Jul-20
Aug-20
Sep-20
Oct-20

0
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Brilliant Care
We provide care that is consistently safe and avoids harm

Never events
3.0

This indicator has a national target.
Oct-20
2

2.0

There were two Never Events reported in October. One occurred in Dermatology wherein a patient who
required multiple biopsies and an excision of a lesion had a lesion biopsied in error. The patient was informed
of the incident and an apology was given at the time the mistake was identified.
On 18 September a patient underwent laparoscopic stoma formation for colitis. The patient had requested
an end stoma and the surgeon had agreed to perform this. In error the surgeon performed a loop stoma
instead of an end stoma.

1.0

In response to a cluster of eight Never Events at the Trust within six months, the Chief Executive called an
internal Quality Summit where a number of additional actions have been agreed to support the
improvements required to prevent these from happening again.
Oct-18
Nov-18
Dec-18
Jan-19
Feb-19
Mar-19
Apr-19
May-19
Jun-19
Jul-19
Aug-19
Sep-19
Oct-19
Nov-19
Dec-19
Jan-20
Feb-20
Mar-20
Apr-20
May-20
Jun-20
Jul-20
Aug-20
Sep-20
Oct-20

0.0

Serious incidents
25

20
15
10
5

Oct-18
Nov-18
Dec-18
Jan-19
Feb-19
Mar-19
Apr-19
May-19
Jun-19
Jul-19
Aug-19
Sep-19
Oct-19
Nov-19
Dec-19
Jan-20
Feb-20
Mar-20
Apr-20
May-20
Jun-20
Jul-20
Aug-20
Sep-20
Oct-20

0

There were 13 Serious Incidents reported. The SIs for October are as follows:
Oct-20
13

2020/18656: Patient fall (Emergency Department)
2020/18776: Patient fall (Trauma Unit 1)
2020/18908: Patient fall (Wellington)
2020/18916: Treatment delay (Neurophysiology)
2020/18926: Child safeguarding (Emergency Department)
2020/19196: Patient fall (Theatre Direct)
2020/19215: Treatment delay (Tintagel)
2020/18004: Patient fall (Kerensa)
2020/19612: Never Event – Incorrect consent (Trelawney Theatre 9)
2020/20355: Fire (Grenville)
2020/20644: Unexpected admission to the Neonatal Unit (Delivery Suite)
2020/20650: Never Event – Wrong site surgery (Dermatology)
2020/20657: Injury caused to staff member (Same Day Medical Assessment Unit)
Investigations into all incidents are underway.
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Brilliant Care
We provide care that is consistently safe and avoids harm

Serious incidents breached
SIs breached

70

60
50

This indicator has a national target.

Oct-20
7

9 SI reports were due with KCCG in September 2020, of which only 2 met the 60 day deadline. Of the
outstanding 7, three were submitted to the KCCG by 5 November and the remainder are expected to be
submitted before the end of November with one exception in which an extension has been sought. An
internal patient safety team response has been developed to improve performance in this area.

40
30

20
10
Oct-18
Nov-18
Dec-18
Jan-19
Feb-19
Mar-19
Apr-19
May-19
Jun-19
Jul-19
Aug-19
Sep-19
Oct-19
Nov-19
Dec-19
Jan-20
Feb-20
Mar-20
Apr-20
May-20
Jun-20
Jul-20
Aug-20
Sep-20
Oct-20

0
-10
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Brilliant Care
We provide care that is consistently safe and avoids harm

This indicator has a national target.

Sepsis Audit - ED
Screened

Standard

Aug-20

Antibiotics within 1 hour

100.0%
90.0%
80.0%
70.0%
60.0%
50.0%
40.0%
30.0%
20.0%
10.0%
0.0%

Screened

100%

Antibiotics within 1 hr

89%

Emergency Department Sepsis screening is identified via a monthly audit which is typically reported two
months in arrears. This audit identifies all patients within the month being audited that were diagnosed with
potential sepsis. The department are currently reporting 3 months in arrears due to a lack of ringfenced
administration which should be resolved with existing recruitment plans, however the department have
already started the auditing process for October, therefore timely data is expected for next months' IPR
iteration.

The Sepsis Improvement Group continue to meet on a regular basis to review progress with plans.The junior
doctors are running a QI project to train the " Sepsis Doctors" to give the first dose of tazocin when this is
needed.

Sep-20

Jul-20

Aug-20

Jun-20

Apr-20

May-20

Mar-20

Jan-20

Feb-20

Dec-19

Oct-19

Nov-19

Sep-19

Jul-19

Aug-19

Jun-19

Apr-19

May-19

August data is now available within this months' iteration. The audit in August was based on 56 patients, all
were screened for sepsis. In August an audit of the recording of urine output within 4 hrs of diagnosis was
also audited and this was 89%.

Sepsis Audit- other admitting areas
Screened

Standard

Sep-20

Antibiotics within 1 hour

100.0%
90.0%
80.0%
70.0%
60.0%
50.0%
40.0%
30.0%
20.0%
10.0%
0.0%

Screened

100%

Antibiotics within 1 hr

#N/A

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 September, none of the 15 patients audited had a diagnosis of sepsis.

Sep-20

Aug-20

Jul-20

Jun-20

May-20

Apr-20

Feb-20

Mar-20

Jan-20

Dec-19

Nov-19

Oct-19

Sep-19

Jul-19

Aug-19

Jun-19

Apr-19

May-19

Due to the introduction of automatic sepsis screening on eObs, all patients are now screened meaning that
we are at 100% compliance.

The Quality Improvement Project (QIP) was reviewed by the Deputy Medical Director and the lead Sepsis
Nurse has contacted the Care Groups to ask for any data that they may be holding and names of people who
would be willing to be the workstream leads. A meeting will be held to review the driver diagram. 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 to the
Deteriorating Patient Group.
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Brilliant Care
We provide care that is consistently safe and avoids harm

Sepsis Audit- Inpatients
Actual

Standard

Antibiotics within 1 hour

100.0%
90.0%
80.0%
70.0%
60.0%
50.0%
40.0%
30.0%
20.0%
10.0%
0.0%

Sep-20
Screened

100%

Antibiotics within 1 hr

100%

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 September, 4 of the 50 patients audited had suspected sepsis. They all had antibiotics within an hour of
diagnosis of potential sepsis.

Sep-18
Oct-18
Nov-18
Dec-18
Jan-19
Feb-19
Mar-19
Apr-19
May-19
Jun-19
Jul-19
Aug-19
Sep-19
Oct-19
Nov-19
Dec-19
Jan-20
Feb-20
Mar-20
Apr-20
May-20
Jun-20
Jul-20
Aug-20
Sep-20

Paediatrics - The meeting scheduled for the 12th of November to discuss the way forward with PEWS and the
sepsis screen was unfortunately cancelled. A new date will be organised as quickly as possible.
Neonates - At present there is no data available for Neonates. This should be available next week.
Avoidable Harms Surgery - Sepsis is part of this online ‘surgery’ that is held every week. The purpose of it is to
allow people access via teams to the leads of the avoidable harms workstream, so that they are able to ask
questions.

Medicine reconciliation
100.0%

This indicator has a national target.
Oct-20
93.00%

In October, 93% of patients received a completed medicine reconciliation, achieving target.

95.0%

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.

90.0%
85.0%
80.0%
75.0%
70.0%
65.0%
Oct-18
Nov-18
Dec-18
Jan-19
Feb-19
Mar-19
Apr-19
May-19
Jun-19
Jul-19
Aug-19
Sep-19
Oct-19
Nov-19
Dec-19
Jan-20
Feb-20
Mar-20
Apr-20
May-20
Jun-20
Jul-20
Aug-20
Sep-20
Oct-20

60.0%
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Brilliant Care
We provide care that is consistently safe and avoids harm

ED safety checklist compliance

Oct-20
93.00%

100%

90%
80%
70%
60%
50%
40%
30%
Oct-18
Nov-18
Dec-18
Jan-19
Feb-19
Mar-19
Apr-19
May-19
Jun-19
Jul-19
Aug-19
Sep-19
Oct-19
Nov-19
Dec-19
Jan-20
Feb-20
Mar-20
Apr-20
May-20
Jun-20
Jul-20
Aug-20
Sep-20
Oct-20

20%

This indicator has a local target. The compliance of the patient safety check list has shown a reduced
performance with 93% compliance compared to 95% during September.
Areas of decline:
- Pain scored 76%, down from 90% in September. It is suspected that the volume of patients and not being
able to off load ambulances on several occasions has contributed to these figures. This has been raised at the
band 7 meeting and a plan is in place for the Nurse In Charge (NIC) to spot check whilst on shift.
- ECG recorded within 15 mins of arrival was 69%, a small increase from 68% last month. This is suspected to
be due to the volume of patients at any one time and not being able to off load ambulances. 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.
- Sepsis Bundle total completion was 57%, down from 64% last month. This will be raised at the sepsis QIP
meeting for action plans.
- Safety checklist compliance is 93%, down from 94% the previous month. The Department are working with
Nervecentre to show checklist completion 'at a glance' and challenge individuals at point of care.

This indicator has a local target.

ED safety checklist: Pain Score assessed hourly

Oct-20
76.00%

120.0%
100.0%

In October 76% of patients in ED had their pain score assessed hourly, which is below the 80% target. This is
thought to be due to overcrowding in the department. The NIC will be completing spot checks on each shift,
and an audit will be undertaken to determine who are not complying with this requirement.

80.0%

60.0%
40.0%
20.0%

Oct-20

Sep-20

Aug-20

Jul-20

Jun-20

May-20

Apr-20

Mar-20

Feb-20

Jan-20

0.0%
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This indicator has a local target.

ED Quanta audit: Documentation

Oct-20
96.00%

100.0%
90.0%

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.

80.0%
70.0%

60.0%

For September, the ED department achieved 99%, an improvement of 10% and achieving target.

50.0%

For October, the ED department achieved 96% for documentation, achieving the standard.

40.0%

Oct-18
Nov-18
Dec-18
Jan-19
Feb-19
Mar-19
Apr-19
May-19
Jun-19
Jul-19
Aug-19
Sep-19
Oct-19
Nov-19
Dec-19
Jan-20
Feb-20
Mar-20
Apr-20
May-20
Jun-20
Jul-20
Aug-20
Sep-20
Oct-20

30.0%

ED safety checklist: Vital Signs Measured as per NEWS
Score
100.0%

This indicator has a local target.
Oct-20
94.00%

This indicator was previously reported via the Quanta audit, and is no longer collected.

95.0%

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.

90.0%
85.0%
80.0%

In October, ED reported 94% compliance, against an 80% target.

75.0%
70.0%

Additionally, ED is currently reporting 100% for vital signs being measured on admission and 100% for NEWS
recorded on admission.

65.0%
Oct-20

Sep-20

Aug-20

Jul-20

Jun-20

May-20

Apr-20

Mar-20

Feb-20

Jan-20

60.0%
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This indicator has a national target.

MRSA
2

Actual

Tolerance

Oct-20
0

Zero MRSA bacteraemia attributed to the Trust were reported in October.

1

Oct-18
Nov-18
Dec-18
Jan-19
Feb-19
Mar-19
Apr-19
May-19
Jun-19
Jul-19
Aug-19
Sep-19
Oct-19
Nov-19
Dec-19
Jan-20
Feb-20
Mar-20
Apr-20
May-20
Jun-20
Jul-20
Aug-20
Sep-20
Oct-20

0

MSSA cases
7

Two MSSA bacteraemia were reported during October, which is within normal variation.
Oct-20
2

6
5
4

3
2
1
Oct-18
Nov-18
Dec-18
Jan-19
Feb-19
Mar-19
Apr-19
May-19
Jun-19
Jul-19
Aug-19
Sep-19
Oct-19
Nov-19
Dec-19
Jan-20
Feb-20
Mar-20
Apr-20
May-20
Jun-20
Jul-20
Aug-20
Sep-20
Oct-20

0
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This indicator has a national target.

C.Difficile cases

Oct-20

Tolerance

14

Cdiff Cases
Tolerance

12

5
5

5 cases of C. difficile were reported in October which is a reduction by 50% on the previous month and is
within the monthly tolerance.

10
8
6
4
2

Oct-18
Nov-18
Dec-18
Jan-19
Feb-19
Mar-19
Apr-19
May-19
Jun-19
Jul-19
Aug-19
Sep-19
Oct-19
Nov-19
Dec-19
Jan-20
Feb-20
Mar-20
Apr-20
May-20
Jun-20
Jul-20
Aug-20
Sep-20
Oct-20

0

C.Difficile tolerance
Actual 19/20

90

Tolerance 20/21

Oct-20
Cdiff cumulative
Tolerance

Actual 20/21

80
70

This indicator has a national target.
45
42

To date two lapses of care have been identified one relating to review of proton pump inhibitors and one
relating to antibiotic prescribing. Both being actioned by the relevant Care Group.
The Consultant Nurse for Infection Prevention and Control has now commenced in post and will undertake a
'fresh eyes' view of current practices which is anticipated will be completed by the end of December. This
review will inform further learning.

60
50
40
30
20
10

Apr-21

Feb-21

Mar-21

Jan-21

Dec-20

Nov-20

Oct-20

Sep-20

Jul-20

Aug-20

Jun-20

May-20

Apr-20

0

13

Page 63 of 288

Brilliant Care
We provide care that is consistently safe and avoids harm

Gram negative bacteraemia total
14

Four Gram-negative bacteraemia were reported in October, all were E.Coli bacteraemia and are under
review. Of those reviewed to date the source of one is unknown; one is the urinary tract not catheter related
and one bowel.
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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.
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Rolling HSMR by non-weekend/weekend
120

Non-weekend
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100
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Weekend
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105.49

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, is slowly increasing, however remains within normal variation when compared to the position
seen nationally which is an increasing trend (national average currently above 100 at 104.4).
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The overall rolling 12 months HSMR increased during the Covid-19 period by 2.54 points, increased
by 2.18 in July, and a futher 2.33 points in August. Overall, the HSMR remains below the latest
national benchmark 104.04, and below the South West average of 101.37 (the threshold is 100 lower is better).
Excess deaths by diagnosis are being investigated. Initial findings show an increase in deaths for
patients with cancer, falls leading to fractures and head injuries, and cardiovascular and
cerebrovascular disease.
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HSMR and SMR
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SMR
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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 from April 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.
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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 93.76 (+1.27 compared
to June), 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
Crude mortality

12

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).

Oct-20
10.3

The Crude Mortality trend for RCHT has seen a slow increase over the past 3 months, with a decrease
of -0.1 for September bringing the Trust to 10.3. As this follows historic trend, albeit at a higher level,
the Trust is therefore expecting crude mortality to increase further over the next 3 months.
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* excluding transfers from TRAMU(MAU) 1&2, TRAEC,TRCDU, TRSDEC, TRSDMA, TRMAA,
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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 October, the number of
patients being transferred between wards between 8pm and 8am excluding admitting areas decreased from
Septemberr 893 to October 870 (-23). Transfers that exclude the admitted areas have increased from 357 to
372 (15). 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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Actual vs Planned Registered Nurses (hours)
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% Actual vs Planned Registered Nurses hours

93.88%

Planned vs actual registered nurse hours remain within acceptable limits. Recruitment to substantive
staff remains key priority to reduce the vacancy gap. A number of international recruits have been
welcomed in the Trust over the last two months and have completed their initial induction period.
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120%
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Planned vs actual unregistered nurse hours remains within acceptable parameters. Reduction in bed
numbers within trauma and rebasing of establishment has reduced the requirement for specialling.
Consolidation of substantive posts against their recurrent specialling budget the UET Care Group will
also improve this position once recruitment is complete.
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Care Hours Per Patient Day

Oct-20
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CHPPD

This is a new indicator in this report to comply with the National Quality Board Safe Staffing
requirements. Benchmarking of this indicator will be provided in future reports.
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This indicator has a national target.

Duty of candour compliance

Oct-20
65.00%

100%
90%

Compliance for Duty of Candour for September is currently 75%. with 4 out of 30 incidents being
followed through to completion.

80%

The Head of Patient Safety, Risk and Patient Engagement is restarting the training of Duty of Candour
Champions with a view to ensuring that there are colleagues embedded in all teams with knowledge
and experience of undertaking Duty of Candour.
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This indicator has a national target.
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47.00%

The number of complaints responded to within the agreed timescale has dropped to 47% for October, as a
result of 19 of 38 responses breaching. This is very disappointing and has been highlighted to the Complaints
team and Care Group Governance Managers and Heads of Nursing.
No Care Groups responded to 100% of their complaints on time; St Michaels Hospital did not close any
complaints in October.
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Following a detailed deep dive into this a comprehensive action plan has been created to address this fall in
performance, and performance will improve with the addition of apprentices in the General Surgery and
Cancer, and Specialist Services and Surgery Care Groups, and a Complaints Team at full roster.
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Dissatisfied complainants
10
9

There were three dissatisfied complainants in October which have been reopened:
- One for General Surgery and Cancer as a result of an unsuccessful local resolution meeting requiring further
investigation - this is still ongoing and also involves the Urgent, Emergency and Trauma Care Group.
- One for Specialist Medicine where the complainant had further questions following receipt of their initial
investigation response; an LRM has been organised to resolve this.
- The final reopened complaint was for the Urgent, Emergency and Trauma Care Group due to further
questions following receipt of initial response and not being happy with the information provided. This is still
under investigation.
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This indicator has a local target.
Oct-20
3

The PHSO have provided their recommendations following investigation of a General Surgery and Cancer
Care Group Investigation, and have set the Trust actions to complete by January 2021. The complaint itself is
regarding CT scanning of patients over 50, and the actions are related to review of clinical decision making for
this age group in relation to CT imaging for bowel pain.
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This indicator has a local target.

Total number of complaints
160

Informal Complaints

Oct-20

Formal Complaints
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Formal complaints
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Informal complaints
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There were 23 formal complaints received in October - three less than September, and 122 informal
complaints - an increase of 13 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 October were: Admissions and Discharges,
Communication, and Clinical Treatment.
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The top three themes in relation to informal complaints were: Communication, Clinical Treatment and
Appointments.
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Total compliments
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The total number of compliments received and recorded in October was 288.
Oct-20
288

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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28 day re-booking breaches & urgent operations
cancelled more than once
Breaches

Urgent More than Once

Breaches
Urgent >1

1.8%

5
0

There were 5 breaches of the 28 day rebooking standard in October compared with 14 in the same month
last year. Two breaches were due to insufficient time with complex cases taking longer than expected (one
rebooked for November, the other has been completed), one was lack of equipment (hole in kit problem for
the second time, to mitigate the Trust has requested this particular kit comes in a tin), one needed to be
listed under a specific consultant, and the fifth was due to positive covid in the patients' home. With Covid,
there is very little flexibility with accommodating patients due to 3 day isolation and swabbing restrictions.
Three patients were day cases, and all bar the covid-related cancellation 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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Percentage Cancellations on same day
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The Trust is within target for the sixth month in a row. This has been achieved alongside the surgical template
working at full capacity and procedure numbers back at pre COVID levels.
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.
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Every on the day cancellation risk is highlighted to the ACCT 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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This indicator has a national target.

ED & MIU (from July17) attenders - 4 hours arrival to
discharge, admission or transfer

Oct-20
85.09%

System performance against the emergency 4 hour access standard has dropped further from 86.15% to 85.09%, and
therefore not compliant with the 95% standard.

100.0%

ED attendances were down -6.9% (-476) compared to Sep'20, and down -19.8% (-1,593) compared to Oct'19. All
emergency arrivals were down -6.2% (-489) compared to Sep'20, and -20.8% (-1,956) lower than October last year.
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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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This indicator has a national target. Type 1 ED performance for October at Treliske was 65.49% (29.51% below target) and
WCH performance 96.1%. There were 8 OPEL 4 days (6 in a row), 12 OPEL 3 days, 7 OPEL 2 days and 3 OPEL 1 (green) day
during October. 165 heralded patients from Think 111 were streamed from Treliske ED to MIUs during October. The majority
of breach reasons were attributed to patients awaiting a bed (45.85%), waiting for Specialist review (11.78%), and waiting
diagnostics (12.15%) - the impact of which resulted in 12.84% 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 (4,152 hours delay) and
patients waiting for specialist review (1,016 hours delay).
Actions to be undertaken are:
- Continue to develop Trust wide Quality Improvement Delivery Board APD programme board (flow in, through, out), GM's
and input from CD's and Speciality leads
- Due to infection control, identify a seperate discharge lounge area ED patients can wait in for transport
- Focus on not using SDMA as overnight inpatient ward, as this negatively impacts on the next days' medical take which is
pushed into ED resulting in further ED crowding and reduced capacity
- Scope out project plans to introduce rapid Covid-19 swabbing within ED in conjunction with Pathology (historically some
patients waiting in ED for swab)
- 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
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Ambulance delays -% waiting over 15 minutes
45.0%

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 37.07% to 39.19%, the highest the Trust has
experienced in 24 months. Ambulance conveyances were 2.9% higher than same period last year, with an increase of 5.8% 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, with continued focus on the need to stream patients away from ED and
use alternative options. Time to triage was 89.88% for ambulance patients (+2.7% improvement on September), 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
- Revision of handover SOP, along with a flow chart and audit undertaken by both ED and SWAST to ensure both teams are
following process
- 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 transport availability for MIUs with system partners to avoid unecessary patient
conveyance to ED
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This indicator has a local target. There were 9 over 60 minute ambulance breaches during October, and the number of
over 30 minute delays increased from 28 to 59. 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, where for the second month in a row SDMA (direct
medical take ward) was used as escalation for inpatient capacity on 14 occasions (and therefore full).
Where ED capacity is full, the highest acuity patients are prioritised and pulled into the department first, and lower
acuity patients remain waiting on ambulances. ED clinicans triage patients on the back on an ambulance, and where
appropriate or available, treatment also starts on the back of the ambulance for patients waiting to be transferred into
the department.
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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.
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ED attenders who left without being seen
6.0%

This indicator has a national target.

Oct-20
0.96%

5.0%

In September, 0.96% of patients attending either ED or UCC left without being seen – this remains well within the 5%
standard. The latest available national figure was 1.72% in June.
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'.
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The Emergency Department Digital Integration (EDDI) Project is working with Think 111 to be able to book patients into
the ED department and is going live on 2nd December, 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 further reduce attenders leaving ED without being seen.
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95th percentile, time to initial assessment (mins)
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This indicator has a national target.
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During September, the 95th percentile wait for time to initial assessment (triage) decreased from 23 minutes to 20
minutes, remaining above target due to increasing demand of ambulance conveyance with lack of flow from the RATs
area (rapid access and treatment) due to overcrowding caused by lack of flow from the department downstream, as
well as periods of surge. Whilst this is outside the 15 minute target, this is considerably lower than the 33 minutes
reported in October 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.
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MDT, Consultant led, 2 hourly board rounds continue 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.
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The first phase of ED building work (Resus expansion from 3 to 6 spaces) was completed by end of October and is ready
for use. The next phase of ED building work has commenced 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,
providing flow downstream does not continue to hamper the department.
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Median time from arrival to treatment (mins)

This indicator has a local target. Median time from arrival to treatment in ED improved by 15 minutes to 52 minutes,
compared to the previous month (67). 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, however clinicans working in the
back of ambulances has helped mitigate long treatment times.
Actions taken:
- 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.
- Daily review and validation of reported delays - Execs need to actively push Care Groups 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), progress has not yet been made however an investment paper will be going to Ops Board in
November
- 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 Medica l
teams is secured.
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This indicator has a national target. There were 38 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 202
to 268.
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 remain issues with capacity resulting in a backlog of patients
waiting for external care and therefore cannot be discharged, combined with higher acuity and longer length of stays, 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 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. Likewise, the utilisation of SDMA for overnight inpatients
on 14 occasions, resulted in medical take having nowhere to go other than via ED.

The actions already highlighted for bed capacity apply to this issue. There is a need for Care Groups to action undertaking
criteria led discharges and discharging earlier in the day.The Trust is focusing on APD (aggregated patient delay) to identify
key actions and areas / streams that are blocked to reduce delays. For October, APD information shows 4,152 (+604) hours
are attributable to patients waiting for an inpatient bed (4.8 hour avg per patient), 1,016 (+227) hours waiting for a specialist
review (4.6 hour avg), 696 (+151) hours waiting for diagnostics (3 hour avg), all impacting on capacity in ED. ED admission
avoidance breaches increased to 93 hours, evidencing ED undertaking SDEC work.
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IUC (111): Calls answered within 60 seconds
100.0%

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.

Oct-20
81.39%

The number of calls answered within 60 seconds was below the target of 95% with 81.39% achieved in
October, an improvement on 56.05% reported in September.
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The fast implementation of 'Think 111 First' resulted in continued issues with staffing during September,
which was resolved mid-October. Work underway continues to rectify call-handling and call transfers to
minimise these delays. During the month 111 had a further 16.5% reduction in calls received, from 699,450
to 584,319. 'Think 111 First' is having a positive impact system-wide, with self-referral to ED and MIU
departments lower than pre-Think 111.
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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.
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Urgent
Routine

28.56
95.13

Average time for routine clinical assessments remains outside the 60 minute standard at 95.13 minutes
166.95 minutes, however 271.82 minutes quicker than September due to IUC successfully triaging and
signposting patients to appropriate areas, combined with usual patient calls increasing back to typical levels
pre-Covid and the resolution of staffing issues. The reduction in delay answering calls within 60 seconds has
had a postive impact on average times to assessment, and is expected to continue to improve. Average
urgent assessment also remains outside the standard (20 minutes) at 28.56 minutes, 32.23 minutes, however
3.67 minutes shorter than September due to triaging and signposting combined with the resolution of
staffing issues. The reduction in delay answering calls within 60 seconds has had a postive impact on average
times to assessment, and is expected to improve.
IUC are continuing to work on improving performance and maintaining times within the standards, whilst
maintaining increased volume of calls.
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IUC (111): Increased validation of calls

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.
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Attended ED disposition
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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. 95.04% of calls ending with a transfer to 999 disposition (i.e. transfer to
SWASFT) were validated, +1.92% higher than September.
Of those advised to attend ED/UCC/MIU, 99.86% 98.91% were validated, +0.95% higher than September. Both have
been stable for the last 9 months.
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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 deterioration in backlog performance in October with 73.84% completed within 24 hours of
discharge compared to 73.97% in September 2020. For in month discharges, 50.52% of discharges in October had a
summary completed within 24 hours, with 76.43% completed in month within and outside of the 24 hour time frame,
resulting in 23.57% of in month e-discharge summaries being added to the backlog. (-1.03% fewer than September).
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. A software template issue for some specialties has been resolved within CITs. A SOP has been
finalised, and a quick reference guide is being shared with the Doctors. First Discharge Summary templates for common
diagnosis have been created and are in use within an initial trial.
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Morning discharges (between 6am and 12pm)
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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. The Trust is also looking
to employ Discharge Co-ordinators into the wards to faciliate timely discharges.
The pre-COVID actions to support early flow continue to be re-instated, and discharge performance continues to form
part of the COVID briefings to senior leaders at the start of each week. Care continue to develop 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. 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, and the discharge lounge
opening for longer hours when flow dictates need.

9.0%

Average LOS

This indicator has a local target. Morning discharge performance improved from 10.08% in September to 10.62%,
remaining considerably lower than the Trust target of 30%.

Oct-20
3.56

This indicator has a local target. Overall, average length of stay (LOS) deteriorated further in October, with an average
of 3.56 days per patient, compared with 3.3 days average over the past two years. Whilst this is below Oct'19 (3.64) and
we expect average LOS to increase over time to align back to normal averages, this is concerning heading into Winter
with a Covid-19 related reduction of 55 beds.
Increases in average LOS are attributable to non-elective care due to higher acuity, with 3.62 days (overall average
reduced due to elective care), which is +0.33 days compared to Sep’20, and +0.05 compared to Oct’19. The proportion
of non-electives with a LOS less than 48 hours has decreased month on month this financial year, with 59.3% of non elective activity having a LOS less than 48 hours, compared to 61.6% in Sep'20 and 62.4% in Aug'20 (60.0% Oct'19).
Specialties with LOS increasing (compared to both last month and same month previous year) are Critical Care (+4.37
days vs last month), Eldercare (+3.13 vs last month), General Medicine (+0.8), ENT (+0.7) and Respiratory (+0.2).
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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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% Same day area discharges within 24 hours
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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 October, 5.09% of emergency inpatients admissions
were treated within a designated same day area location within 24 hours, therefore not achieving the 33.3% national
target, and 1.54% lower than September.
During October, the designated SDMA ward was used 14 times overnight as inpatient space due to insufficient medical
discharges each day, reducing the capacity for SDEC patients the following morning, resulting in the medical take and
SDEC patients being redirected to the Emergency Department, creating ED blockages and increased demand within ED
capacity. Performance will not recover until our SDEC areas are utilisted appropriately only for patients suitable for
SDEC care and expected medical take. Due to Covid-19 ward restrictions, the Trust currently cannot always treat
patients within the right locations. Within the Trust, 35.7% of emergency inpatients were treated within 24 hours in
October (down from 38.6% in September and 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 areas were used appropriately.
This is being picked up within the Trusts' wider QIDB flow programme.
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Cancer 2 week wait
100.0%

Sep-20
98.80%

This indicator has a national target. Cancer metrics are reported two months in arrears. The Trust met the
93% standard with 98.8% of cancer patients being seen within 14 days during September 2020.
The Trusts' ability to see patients within the first 7 days remains at pre-Covid performance, and Specialties
are now actively managing capacity and frequency to increase the proportion of patients seen in the first
seven days to support both the 28 day and 62 day standards.
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90.0%

All teams are now required to provide a five day booking window to allow for an element of patient choice
which will still enable 80% compliance with the seven day local target. The booking office is escalating when
they are unable to book patients within seven days.
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Cancer treated within 31 days target
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This indicator has a national target. The Trust met the 96% standard with 98.5% of cancer patients being
treated with 31 days during September 2020.
This has been maintained throughout the year, however it continues to be monitored via the weekly
operational meeting which manages cancer and RTT, and detailed patient level escalation processes remain
in place through the weekly action boards with specialties. 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. Mutual aid to neighbouring providers during the second Covid-19 wave may impact on our
ability to maintain this standard
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Cancer treated within 62 days target
100.0%

Sep-20
92.90%

This indicator has a national target. Cancer metrics are reported two months in arrears. The Trust met the
85% standard in September 2020, with 92.9% 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.
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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.
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This indicator has a national target. Cancer metrics are reported two months in arrears. The Trust met the
90% standard in September 2020, with 100% of cancer patients being treated with 62 days. For August, zero
patients were on the pathway, therefore there were no breaches and performance was nil.
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With the reinstatement of the screening programmes, the activity numbers will remain very low for at least a
few months. The suspension to the service during the first Covid-19 wave 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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100.0%

2WW suspected cancer patients, treated within 104
days of referral

The Trust has maintained performance on this indicator with September performance at 100% against a
target of 100%. The Cancer Alliance has set a maximum threshold of 4% of total PTL size; the Trust is
sustaining and achieving less than 1%.
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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.
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This indicator has a national target, of 75% and is new for financial year 2020 -21.
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The Trust has been shadow monitoring this new measure for over 24 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.
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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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Incomplete pathways
Actual

Trajectory

Oct-20
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Standard

30000

All but 5 of the 53 treatment functions improved in October (an improvement of 8). This was in part due to reduced
numbers of pathways passing beyond 18 weeks because of the routine referral pause in April, an increase in admitted
clock stops as the available theatre template increased, and an increase in non-admitted clock stops due to a reduction
in clinic cancellations. Treatment functions worsening are Upper Gastrointestinal Surgery, Neruology, Rheumatology,
Paediatric Clinical Immunology and Allergy, Paediatric Neurology, and Paediatric Metabolic Disease (all three Paediatric
specialties have between 10 and 2 patients each).
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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.
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The number of incomplete pathways over 18 weeks decreased for September by 1,462 from 8,227 to 6,765 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 1,831 breaches (76 fewer than September), followed by Oral Surgery with 1,126
breaches (-226), ENT with 679 breaches (-173), Ophthalmology with 568 breaches (-244), and Urology with 568
breaches (-78).
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The overall RTT waiting list has increased by 25, from 26,750 to 26,775. It is expected this will slowly continue grow as
GP's continue to refer. Whilst the PTL continues to increase slightly, the Trust has reduced the over 18 week backlog by
4.8%(-1,276). This position is being closely monitored daily.

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. With the move of Trauma back to the
TR site from SMH to enable SMH to return to elective orthopaedic operating to recover their position, issues remain
around supporting the Trauma rota resulting in outpatient clinic cancellations for Orthopaedics.
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Proportion of patients receiving one of the 15 key
diagnostic tests within 6 weeks
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Areas of concern are Colonoscopy (41.4%, up 6.5%), Gastroscopy (45.1%, up 11.1%), Urodynamics (48.5%, up 1.3%),
Sleep Studies (57.1%, up 35.1%) and Audiology (56.2%, up 1.8%). Endoscopy is steadily increasing with strict infection
control guidance. Both Colonoscopy and Gastroscopy hare on plan to achieve 90% by Dec'20. Audiology are recruiting a
locum to clear backlog. Sleep studies continue to recover due to switching on all clinics. The Urology service have
recruited a GP with special interests, and are converting from a consultant led to nursing led model which will increase
capacity combined with running additional clinics in November.
CT continues to be the biggest area of focus by way of imaging recovery (92%), 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 +97% and overall, diagnostic Imaging are sitting at 96.2%, 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.
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RTT waits over 52 weeks for incomplete pathways

This indicator has a national target. Diagnostics performance improved on September position (72.12%) to 81.0% in
October.
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389

This indicator has a national target. The figure reported here is an un-validated position. The number of 52 week waits
is currently 389 for September (+57).
43 were initially cancelled due to Covid-19, 17 were rebooked, of which 9 have been delayed due to patient choice - 4
of those have been rebooked for November and December. 42 were booked and were not attended (DNA/patient
choice/patient unwell). 188 of these breaches are under Orthopaedics, 96 under Urology, 23 ENT, 21 General Surgery,
17 Ophthalmology, 10 Oral Surgery, 9 Vascular, 8 Cardology, 6 Upper GI Surgery, 5 Colorectal Surgery and 3 under
Gastroenterology.
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The number of 52 week waits are expected to increase further during November 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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RTT incomplete - % within 18 weeks
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Standard

Trajectory
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Oct-20
73.92%

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 69.02% to 72.92% (+3.9%) due to an increase in admitted and non-admitted
activity, resulting in fewer 18 week breaches during October, and better than the national average of 60.6%
(Sep'20). The Trusts' 92nd centile waiting time has improved to 38 weeks overall, better than the latest
national 92nd centile increasing position shown at 43.7 weeks (Sep'20). It should be noted that nationally the
average mean waiting time is reducing, however longest waits are increasing. 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
September.
The Trust continues to investigate 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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Inpatient Elective Activity
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For inpatient electives, providers are expected to achieve at least 90% of last year's activity for both
overnight electives and outpatient/ day case procedures (increased from 80% in September). This assumes
no significant impact from Covid-19.
For inpatient electives, 6% more activity was achieved in October this year compared with the same month
last, so the requirement was met.

0%

Elective Daycase Activity
7,000

This was a new indicator last month. It shows progress against the recovery activity requirements as set out
for the NHS in terms of Covid phase 3.
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This was a new indicator last month. It shows progress against the recovery activity requirements as set out
for the NHS in terms of Covid phase 3.
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Specialties achieving particular low percentage activity compared to the same month last year were
Endocrinology (38%), Diagnostic Imaging (41%), Vascular (42%), and Nephrology (51%). All specialties have
recovery plans in place which are being driven weekly through the Executive-led RTT meetings.
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Outpatient Activity
20/21
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This was a new indicator last month. It shows progress against the recovery activity requirements as set out for the NHS
in terms of Covid phase 3.
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This continues to prove challenging, although activity volume continues to increase month on month, compared to last
year activity reduced from 90% to 83%.

60%
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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.

50%

At a specialty level in terms of activity (looking only at specialties delivering only 500 or more appointments per month
in 2019/20), Orthodontics (56%), Neurology (59%), ENT (64%) and Respiratory Medicine (71%) are the specialties
showing the greatest reduction. Orthoptics and Audiology also show similar percentages but will not be counted in any
assessment of the consultant delivered element of the requirement.
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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 enable Care Groups
to increase the amount of activity which is delivered by methods other than face to face.

Feb-21

Mar-21

Jan-21

Dec-20

Oct-20

Nov-20

Sep-20

Aug-20

Jul-20

Jun-20

Apr-20

0%
May-20

0

Diagnostics Activity
20/21
16000
14000

19/20

20/21 %
120%
100%

12000
10000
8000
6000

80%
60%
40%

4000
2000
0

This was a new indicator last month. It shows progress against the recovery activity requirements as set out for the
NHS in terms of Covid phase 3.
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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 was brought online with
outsourced capacity from The Endoscopy Group in September and October (last year’s activity was exceeded in both
months), with the opening of the 5 th room programmed for November. Audiology (42%) was the lowest compared with
the same month last year, with clear recovery actions in place and monitored through the weekly Exec -level RTT
meeting.
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Net emergency readmissions within 28 days
7.5%

Oct-20
4.50%

This indicator has a local target. Net emergency readmissions within 28 days decreased further from 4.9% in
September to 4.5% in October. This is now below the Trusts' internal challenging target of 4.8% (which is
what we want to achieve), and is a continued improved position compared to other comparable months.

7.0%

The General Managers for each of the medical care groups continue to review of every patient readmitted
within 28 days of their discharge, and meet to discuss themes and learning to develop improvement plans to
put in place. The details of these patients re-admitted within 28 days are then reviewed by clinicians to access
the key learning points and opportunities to make changes for the future.
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NOF patients operated on within 36 hours
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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 85.71% in September to 86.67% in October,
achieving the 80% target.
Theatre staffing has been consistent over the last month. Theatre capacity has remained at 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 increased the bed capacity in SMH however patients need to be post-op and
medically fit to transfer off the trauma wards to create capacity - the SOP has been reviewed. Community
beds for higher level care patients are difficult to obtain and this is causing bed blockages on the wards.
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Stroke unit within 4 hours
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Stroke patients spending 90% of their time on stroke
unit
100.0%
90.0%

Oct-20
67.78%

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.
Stroke ward has been ringfenced during October resulting in no medical patients blocking beds, however October continued
to see an above average demand on the Acute Stroke Service at RCH and within the community. There were 484 Stroke bed
days utilised in October; 145 above the wards' 6 monthly average. The average length of stay in October increased to 5 days
per patient, from 3.78 (6 monthly average), indicating higher acuity. Additionally, there were circa 20 additional stroke
patients in October compared to previous 3 monthly average, and 17 additional strokes compared to same month last year.
This demonstrates that the demand on the service continues to be exacerbated with more stroke patients needing
treatment and higher acuity levels, resulting in more patients waiting for stroke beds to become available. This has
additionally led to Stroke patients being outlied throughout the hospital, primarily on AMU. 40 patients did not arrive to the
stroke unit within 4 hours. The most common reason for delay was due to no stroke bed availability, compounded by
increased flow into RCH and slower flow out to the CPFT community hospitals for rehabilitation (CRCH and Bodmin) due to
no medically appropriate patients. Actions to be undertaken are: Service Manager has contacted Karen Kay at the CCG for
an update and review of the intervention with system partners; it was agreed that Stroke patients would be prioritised as per
last update. This will also be escalated at the next Stroke Mortality Board. The ward team are in daily contact with both
settings from a flow perspective. The ward Sister has implemented a recording system of outlying patients for us to
understand better the severity of the current situation, as this data is not currently available retrospectively.

This indicator has a national target. October performance has been hampered by a significant number of outliers across the
site due to flow in and out of the hospital. There were 7 stroke outliers alone on 19 th October 2020, as the stroke ward was
full with Stroke patients. As the action above states, this situation is being monitored manually within the department to
ensure that the severity of the outlier issue is determined for future quality purposes. In order to mitigate, the ward team
are in constant touch with the Site Office and the outlying wards to ensure patient care is maintained to as high a standard
as possible.
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Stroke patients receiving CT scan within 12 hours
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This indicator has a national target. The Trust has increased its target to align with the national average, now
95%.
7 patients did not receive a CT scan within 12 hours of clock start in October. Only one patient has a reason
recorded in Capture Stroke which was due to the patient not being admitted as a query stroke. It is unusual
for the team not to enter the reasons into the Stroke database - this is unusual practice and is under
investigation.

90.0%

Actions to be undertaken are:
Service Manager has challenged the Stroke Nursing team to provide information on the remaining patients
for review on what could have been done better for these patients. Ongoing data quality will be reviewed
and managed accordingly in line with departmental expectations.
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Stroke swallow screening within 4 hours
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This indicator has an internal target. An improvement of 12.2% on the previous month can be seen. This has
triggered the Standard Operating Policy (SOP) to be reviewed at both the Stroke Business and Governance
meeting, as well as the ED Business and Governance meeting as the impact will be across both services. Four
patients missed the screening target as they were too unwell (not medically fit), with the remainder due to
organisational reasons with the most common reasons being due to delayed diagnoses of stroke and lack of
ED support due to training and capacity needs. All of the previous month’s actions are still ongoing or have
been completed. The current month (as at 13.11.2020) is also showing an additional improvement of 7%,
bringing performance back in line with average levels. It is anticipated that this metric will improve further
still once the SOP is fully operational, and additional ED training has been facilitated.
Actions to be undertaken are:
A further progress and review meeting has been scheduled with the Stroke Service Manager, Matron, and
Ward Sister for 17.11.2020 to review previously set actions.
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Stroke dysphasia assessment 72 hours
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This indicator has a local target. 8 patients out of 48 eligible were not seen within 72 hours. This did not meet
the local target of 90%. The Therapies team suffered from absences within the workforce during October and
are undergoing recruitment initiatives to improve upon overall therapies performance.
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Document library - % documents expired
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This indicator has a local target. At the start of October 2019 there were 74 documents out of date on the
Trust document library and 12 months later there are 34 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.
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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.
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For October, the 34 out of date documents were reflected as:
Documents over 6 months out of date: 16 documents
Documents between 3 to 6 months out of date: 2 documents
Documents up to 3 months out of date: 16 documents
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Short notice outpatient clinic cancellations
450
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This indicator has a local target. October position is an improvement on September with 301 short notice
cancelled clinics compared to 366, however further work is needed. Areas of concern for short notice
cancellations are Trauma & Orthopaedics (78), Cardiology (31), Dermatology (22) ,Vascular Surgery (19) and
Breast Surgery (14).
A proportion of cancelled clinics are due to changing clinic type from face-to-face to virtual, and vice versa. The
Trust is currently determining how we can identify such changes to exclude as these clinics are not truely
cancelled (just a change in contact type) which the Trust has not experienced pre-Covid. For T&O,
cancellations occurred due to Consultant cover required for the Trauma service, therefore capacity reduced in
outpatients for Orthopaedics (same consultants) - these are unavoidable. Dermatology late planning is being
addressed by the Care Group. There has been reduced capacity in Breast due to Consultant Radiologists
supporting the cancer one-stop clinics for the Breast two week pathway.
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All true clinic cancellations have to be agreed by General Managers and signed off by the Deputy COO / COO.
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% of outpatient non face to face appointments
attended
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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 October, Trust performance was 38.09%. A reduction in telephone appointments is
evident, however video consultation appointments continue to increase. It is anticipated this will improve
during November.
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.
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Head and Neck specialties are an issue as the majority will need to be physically seen, however regionally
RCHT is benchmarking favourably for the conversion of non-face to face appointments in Gastroenterology,
Dermatology and Rheumatology. It is expected performance will improve during the second wave of Covid-19.
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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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Patients on the follow-up waiting list 1 month
past their to be seen date
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Oct-20
12,490

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 13,516 to 12,490 (-1,026).
Challenged specialties in particular continue to be Opthalmology (which remains most significant in terms of
numbers with 3,269, ENT, Diabetic Medicine, Rheumatology, Orthopaedics, Neurology, Endocrinology,
Orthodontics, Orthoptics, Cardiology, Paediatric Audiology, Urology, Hepatology, Dermatology and
Respiratory (all over 200).
The number of patients waiting more than one month continues 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. Two locums are in place for Opthalmology to clear the backlog. Patch-testing for
Dermatology is now back up and running, and is being prioritised within the specialty for the longest waiters.
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 over the next few months. Endocrinology expect an improvement during November with increased
outpatient clinic capacity.
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Stranded patients (LOS >7days)
300
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This indicator has a local target. The number of patients with a length of stay greater than 7 days
during October 2020 (defined nationally as 'stranded'), is currently 193 (6 lower 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.
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A small number of patient discharges have been delayed due to Covid, as there is limited 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.
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Super stranded patients (LOS >21days)
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This indicator has a local target. During October, the Trust had on average 67 patients with a length
of stay greater than 21 days (defined nationally as 'super stranded'). This is below 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.
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A small number of patient discharges have been delayed due Covid as there is limited community
resources that can care for a Covid positive patient in Cornwall.
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Viewpoint responses

Mitie cleaning scores
Low risk

Significant risk

High risk

97.00%
95.00%

This indicator has local targets. There has been consistent feedback over the past year, and continues
to reflect positively on how Clean, Safe and Welcoming our Hospitals are, with response rates for all
three questions remaining above standard.

95.00%

Oct-20
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Apr-20
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Feb-20

Jan-20

Dec-19

Nov-19

Oct-19

Standard

Jul-20

Welcoming

Jun-20

Safe

May-…

Clean
100.0%
90.0%
80.0%
70.0%
60.0%
50.0%
40.0%
30.0%
20.0%
10.0%
0.0%

Oct-20
Clean environment
Safe environment
Welcoming
environment

This indicator has a local target, and is reported two months in arrears.
Sep-20
Very high risk

100%
95%

Low risk
Significant risk
High risk
Very high risk

95%
98%
95%
98%

The average monthly cleaning score for September for all areas meet the compliance thresholds.
Extra focus on the monitoring of in-patient areas with key stakeholders and our Mitie colleagues
continues.
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Brilliant Improvement
We make good use of the resources that are available to us

Total staffing FTE
7000

Agency

Bank

Total staff numbers increased during October to 6,038 FTE (from 5,995, +43). Within this, the number of
substantive staff increased by 4 FTE, bank decreased by 7 FTE, and agency increasing by 46.

Oct-20

Substantive

Bank
Substantive
Agency

6000
5000

248
5660
130

The implications and associated actions are summarised in the commentary on subsequent charts.
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0

Agency spend - actual v plan (£m)
Actual

10.000

Oct-20
4.58

Plan

9.000

This indicator has a national target. Accumulative agency spend in October (month 7) was £4.57m against a
cumulative budget of £8.6m, an underspend by £4.03m 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

CIP % delivery at year end
Actual

Oct-20
67.00%

Plan

100%

The Phase 3 Financial Plan includes a CIP target of £2.2m which has only been recently issued to the Care
Groups and Corporate Departments
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CIP delivery - Forecast year end CIP that is recurring
(%)
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Brilliant Improvement
We make good use of the resources that are available to us

Pay / non pay expenditure -cumulative (£m)
300

Non pay expenditure

Pay expenditure

Non pay expenditure plan

Pay expenditure plan

Oct-20
Pay
166.70
Non pay
108.20

250

Cumulatively pay of £166.7m is £0.7m under plan. The Trust now has a budget for Covid-19 expenditure.
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.

200
£ms

This indicator has a local target. Non-pay spend is cumulatively £0.7m over plan, primarily due to additional
clinical supplies and drugs related to an increase in activity.

150
100
50

Oct-20

Sep-20

Aug-20

Jul-20

Jun-20

May-20

Apr-20

0

Income against plan (£m)
Actual

Oct-20
287.90

Plan

350.00

This indicator has a local target. In the Phase 3 Financial Framework the Trust continues to receive block
payments from all Commissioners. In addition to this ‘block’ income the Trust in now in receipt of a budget
for Covid-19 expenditure. Overall, income is £0.3m ahead of plan.

300.00

200.00
150.00
100.00
50.00
Oct-20

Sep-20

Aug-20

Jul-20

Jun-20

May-20

0.00
Apr-20

£ms

250.00

50

Page 100 of 288

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

Capital spend against plan (£m)
Actual

Oct-20
15.60

Plan

18.00
16.00

This indicator has a national target. Month 7 cumulatively has capital spend of c£15.6m spent against a plan
of £16.2m - an underspend of £0.6m. 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.

14.00

£ms

12.00

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.
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Year to date financial position
Actual

Oct-20
0.91

Plan

This indicator has an internal target. For month 7, the year to date financial position is a deficit of £0.9m, and
is on plan. The Phase 3 Financial Plan for the second half of the financial year is a deficit of £6.862m.
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Brilliant Improvement
We make good use of the resources that are available to us

This indicator has a national target. The Trust is forecasting to be on-plan which is a deficit of £6.862m.

Year end forecast financial position
Actual

Oct-20
6.86

Plan
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0
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5
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Brilliant Improvement
We ensure that everyone has the capability and capacity to pursue quality improvements for our patients

160

Number of Trained Quality Improvement
Ambassadors in the Trust

This indicator has a local target.
Oct-20
140

140
120
100
80
60

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 October 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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0

100.00%

% of colleagues who have completed in house QI
training

90.00%
80.00%
70.00%

This indicator has a local target.
Oct-20
83.70%

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.

60.00%

Additional sessions as requested of the Being Brilliant Improvement Module were delivered
throughout October. This is now being revised into a bitesize virtual module for staff to access. The
QI team are additionally providing training to our Clinical Preceptees. Bespoke Training numbers for
October were not available at present.
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Brilliant Improvement
We use innovation and digital technology to improve the quality, experience and cost of our care

This indicator has a local target.

Number of live innovations

Oct-20
40.00

45.00
40.00
35.00

Innovation activity reduced significantly during the COVID-19 outbreak but is now once again
increasing. There are currently 40 live innovations from across the Trust.
An updated Innovation Strategy has been presented to board and will be launched in the next
quarter.

30.00
25.00
20.00

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

Enabling
Programming
2

Delivery performance
(progress of strategy)
2

This indicator has a local target. The digital strategy is comprised of four elements:

Finance
2

Engagement

Oct-20
2.00

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, eNotes

Finance – Currently exploring funding via HIP2, however other funding sources also being explored

2

Engagement - Initial discussions underway with the Trust Strategic Partner to in place to increase
engagement
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Brilliant Improvement
We are growing the Trust’s national reputation for excellence in research and development

Number of patients recruited to trials

Oct-20
2137

3,500
3,000

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 2,137 patients have been recruited by the Trust to network adopted clinical trials against
a target of 1,649, therefore this KPI has been achieved.
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0

Income generated by RD&I

Sep-20
319,576

1,200,000
1,000,000

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 September 2020, RD&I generated £319,576 of income which is a decrease of
£128,908 compared to same month of the previous year, below target by £244k due to the pause
during Covid-19. Good progress has been made during September.
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Brilliant Improvement
We celebrate achievement and will create a culture that enables continuous improvement

ImproveWell Users with a log in
3.50%

This indicator has a local target.
Oct-20
2.87%

3.00%
2.50%
2.00%
1.50%

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 slightly in October. The current
performance shows 184 active users with 6 new users in the last month.
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0.00%

ImproveWell Ideas Submitted
25
20

This indicator has a local target.
Oct-20
6

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.

15

From September to October there has been 6 new improvement ideas submitted. These are being
progressed via local level teams.

10

Re-engaging teams with ImproveWell will be rolled out to St Michaels & WCH as our next pilot areas.
At present this is paused due to the current Covid-19 climate

5
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0

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

Staff turnover

This indicator has a local target. Turnover has increased by 0.1% in month but remains within the Trusts’
acceptable level. Please see below graph and narrative on the number of leavers in month.

Oct-20
8.2%

10.5%

We continue to have a steady, healthy, rate of turnover and are not an outlying Trust nationally.

10.0%
9.5%

There has been some work done to identify HCA hotspot areas of turnover, this has been sent to the People
Partners to follow up with their Care Groups.
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Headcount
250.00

Headcount internal moves

Headcount starters

200.00
150.00

Oct-20
Headcount
starters
Headcount
internal
moves

We welcomed 69 new starters into the Trust during October2020, including a number of international Nurses
whose arrival had been delayed due to COVID.
69

We continue to offer our Kernowflex colleagues the opportunity to move to hard to fill or specialist
substantive roles to fast track appointments, so far we have support 115 moves.
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Brilliant People
We are true to our values and create a brilliant place to work

Headcount Leavers

Headcount leavers- Permanent contracts
80.00

Headcount leavers - Fixed term contracts

70.00

60.00
50.00
40.00

Oct-20
Headcount
leavers Permanent
Headcount
leaversFixed term

We have seen an increase in leavers in a month, with 29 colleagues on permanent contracts leaving the Trust
and nine of our fixed term colleagues.
29

We continue to see the trend of our international Nurses leaving after approximately one years’ service with
us. On speaking with them their main reason for moving is to be closer to family who live elsewhere in the
UK, a decision that has been exacerbated by the COVID pandemic lockdowns.
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We have seen a small increase of 0.4% in our total vacancies during October2020.

Vacancy gap %
Total Vacancies

Total Registered Nurses

Oct-20
Total Medical Staff

25.0%
20.0%

Total
vacancies
Total
registered
nurses

7.9%
10.1%

We have 489 WTE vacancies across the Trust, an increase in 27 WTE from September. The reason for the increase is in
the significant increase of B2 unregistered vacancies: We have 75 WTE vacancy recorded in month, an increase of
45.06 WTE from last month.
However, we have seen a decrease in our B5 registered workforce, from 179 WTE last month to 154 WTE, a reduction
of 14 WTE.

15.0%

Total medical
1.0%
staff

10.0%

We have recently run a successful generic HCA recruitment event, and Care Groups continue to run their own in order
to reduce our HCA vacancy gap.
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Brilliant People
We are true to our values and create a brilliant place to work

Staff friends & family survey:
Recommend the trust as a place to receive care
% Staff Recommend Trust as a Place to Receive Care

Standard

Oct-20
79%

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.

100.0%
90.0%

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.

80.0%
70.0%

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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30.0%

Staff Friends & Family Survey
Recommend the Trust as a Place to Work
% Staff Recommend Trust as a Place to Work

Oct-20
66%
Standard

100.0%

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 it is usually more reliable though may be lower than that of the rest of the year.

90.0%

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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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. And are plan a thank you
December for teams to show recognition to each other.

55

Page 110 of 288

Brilliant People
We make sure colleagues receive feedback to know how they are doing

Our appraisal rate has decreased marginally in month but 0.3%.

% Appraisals completed of eligible staff

Oct-20
76.0%

85.0%

Each of our Care Groups has an appraisal trajectory with the People Partners supporting our managers in
working to meet the locally set improvement targets.

80.0%

However, with increased pressure on our services one of the first things to be lost is management time for
our Ward Leaders which they would use to carry out appraisals. Care Group teams continue to work on
identifying ways to protect time of our leaders to enable them to proactively and positively manage their
teams.
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100.00%

Pulse survey - % who say my immediate manager
gives me clear feedback

Oct-20
64%

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.

90.00%
80.00%
70.00%

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. Plans include a central area for results to be viewed by the
organisation, and publicising them in trust bulletins and Care Group comms.
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30.00%

The manager’s passport continues to be delivered with 'how to deliver feedback' being delivered in the
Culture and Leadership module. The module is under development and is expected to be moved onto the
team platform for December.
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Brilliant People
We provide development to help colleagues learn and grow

This indicator has a local target of 90%.

% Mandatory training completed

Oct-20
83.9%

92.0%
90.0%
88.0%
86.0%
84.0%
82.0%

Measures are in place to identify additional training facilities to enable us to deliver increased moving and handling
practical training. 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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4.00%

% of apprenticeships being undertaken by RCHT
colleagues

Mandatory training compliance has remained in a downward trajectory since the outbreak of Covid -19 in March 2020.
The limitations through social distancing measures has significantly reduced room capacity. The lack of rooms to carry
out the required practical moving and handling training has reduced moving and handling level 2 compliance from
above 85% to 67%, combined with all staff, both clinical and non-clinical, now expected to undertake practical moving
and handling training. Attendance at the face to face sessions has also been compromised due to increase operational
pressures, and is anticipated to remain compromised throughout the second Covid-19 wave.
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 the L&D team are aiming to increase the mandatory
training available via MS Teams. End of Life Training via teams commenced this month.

Oct-20
3.47%

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.
The marked increase in apprenticeships are due to September starts, however it is expected the number of
apprentices will reduce next month due to completions of EPA’s in September and October and awaiting
results, and will rise again in January 2021 with new cohorts of RND and NA apprentices.
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Brilliant People
We provide an environment that supports colleague safety, heath & wellbeing

% Sickness absence
5.5%

This indicator has a local target.
Oct-20
3.93%

5.0%

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 gradually through September and
October to 3.93%. This movement reflects normal seasonal fluctuations in sickness absence levels.

4.5%

It is therefore likely that our sickness absence will mirror the incidence of local COVID cases. As we move
toward a potential local second wave we can see the number of isolating colleagues and confirmed positive
cases rising amongst staff. This will be mitigated through the continued work of contact tracing and
associated testing. We expect a further rise when we begin to test all asymptomatic staff as per government
instruction in late November as we identify additional positive cases.

4.0%
3.5%

3.0%
2.5%
Oct-18
Nov-18
Dec-18
Jan-19
Feb-19
Mar-19
Apr-19
May-19
Jun-19
Jul-19
Aug-19
Sep-19
Oct-19
Nov-19
Dec-19
Jan-20
Feb-20
Mar-20
Apr-20
May-20
Jun-20
Jul-20
Aug-20
Sep-20
Oct-20

2.0%

16
15
14
13
12
11
10
9
8
7
6
5
4
3
2
1
0

Riddor reporting rose to 27 last month. Of those, 6 RIDDORs were staff related to occupational dermatitis.
Oct-20
6

Monitoring dermatitis continues with support provided by the Occupational Health team.

Oct-18
Nov-18
Dec-18
Jan-19
Feb-19
Mar-19
Apr-19
May-19
Jun-19
Jul-19
Aug-19
Sep-19
Oct-19
Nov-19
Dec-19
Jan-20
Feb-20
Mar-20
Apr-20
May-20
Jun-20
Jul-20
Aug-20
Sep-20
Oct-20

Confirmed cases of occupational dermatitis
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Brilliant People
We provide an environment that supports colleague safety, heath & wellbeing

Number of RIDDOR reports
35

Riddor reporting rose to 27 last month.
Oct-20
27

30

Of those:
6 RIDDORs were staff related to Dermatitis - Monitoring dermatitis continues with support provided by the
Occupational Health team

25
20

One was in relation to a fire which took a service out of action for more than 24 hours

15

9 were in relation to patient falls
10

11 staff incidents where there were 7 days or more sickness reported.

5
Oct-18
Nov-18
Dec-18
Jan-19
Feb-19
Mar-19
Apr-19
May-19
Jun-19
Jul-19
Aug-19
Sep-19
Oct-19
Nov-19
Dec-19
Jan-20
Feb-20
Mar-20
Apr-20
May-20
Jun-20
Jul-20
Aug-20
Sep-20
Oct-20

0

FTE Sick Days Lost to Stress Related Absence
2,500.00
2,000.00
1,500.00

This indicator has a local target.
Oct-20
2137

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 with currently 2,137 days lost in month (small decline on previous month).
During the Winter Wellbeing campaign 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.

1,000.00
500.00

The PFA’s, EAP and in-house counselling provision continue.
Apr-19
May-19
Jun-19
Jul-19
Aug-19
Sep-19
Oct-19
Nov-19
Dec-19
Jan-20
Feb-20
Mar-20
Apr-20
May-20
Jun-20
Jul-20
Aug-20
Sep-20
Oct-20

0.00
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Brilliant People
We provide an environment that supports colleague safety, heath & wellbeing

This indicator has a local target of 90%.

% compliance with Health and Safety Mandatory
training

Oct-20
74.40%

86.00%
84.00%

Compliance with Health and safety training continues to decline. Discussion continues with the
health and safety team regarding virtual provision of this training.

82.00%

80.00%
78.00%
76.00%
74.00%
72.00%
70.00%

100.00%

Oct-20

Sep-20

Jul-20

Aug-20

Jun-20

Apr-20

May-20

Mar-20

Jan-20

Feb-20

Dec-19

Oct-19

Nov-19

Sep-19

Jul-19

Aug-19

Jun-19

May-19

68.00%

Pulse survey - % who say my immediate manager
takes a positive interest in my wellbeing

Oct-20
69%

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

90.00%
80.00%
70.00%
60.00%
50.00%

40.00%
Oct-20

Sep-20

Aug-20

Jul-20

Jun-20

May-20

Apr-20

Mar-20

Feb-20

Jan-20

Dec-19

Nov-19

Oct-19

Sep-19

Aug-19

Jul-19

Jun-19

May-19

30.00%

There are a number of initiatives being undertaken in the quarter for managers to promote:
- November is our wellbeing month: There have been online sessions which have proved popular
with most being fully booked. Sessions include 'Finding Calm in the Chaos: Managing Anxiety and
Mastering a Calm Mind Set', and 'Communicating Well When People Are Under Pressure and
Preventing the Winter Blues During COVID'.
-Other initiatives include Flu Jabs, cycle safety tips, promoting physical activities and offers and
gardening tips.
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Brilliant People
We provide great leadership and support to help colleagues be the best they can be

Pulse survey - Total number of responses

Oct-20
1085

3,500.0

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.

3,000.0

2,500.0
2,000.0

During the break period for the staff survey we plan to review areas with low engagement rates and
work with them, and form a plan to increase engagement. Early plans include a central area for
results to be viewed by the organisation, and publicising them in trust bulletins and Care Group
comms.

1,500.0
1,000.0

500.0
Oct-20

Sep-20

Jul-20

Aug-20

Jun-20

Apr-20

May-20

Mar-20

Jan-20

Feb-20

Dec-19

Oct-19

Nov-19

Sep-19

Jul-19

Aug-19

Jun-19

May-19

0.0
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Brilliant People
We create a safe environment so colleagues feel supported to speak up

Number of FTSU issues raised with guardians
30.00

Oct-20
9

25.00
20.00

This indicator has a local target. During October, a total of 9 Freedom to speak up concerns have
been raised: 7 concerns were brought directly to the Guardian and 2 have been raised on our
anonymous app – ‘work in confidence’. During October concerns were brought to the Guardian from
a variety of colleagues including junior doctors which is encouraging as this group are often very
reluctant to speak up, not just within RCHT but nationally. The main themes in October were
relationship and cultural issues.
During October a number of colleagues have been referred to the Guardian from our team of trained
Freedom to Speak up Champions. As October was 'Speak up month', the Guardian and champions
have held various information sessions across all three sites to promote speaking up. The Guardian
continues to work closely with the Organisational Development team, Governance team and
Corporate Nursing team regarding ongoing cultural improvement work, with a focus on themes
raised by colleagues.

15.00
10.00

5.00
0.00
May-19
Jun-19
Jul-19
Aug-19
Sep-19
Oct-19
Nov-19
Dec-19
Jan-20
Feb-20
Mar-20
Apr-20
May-20
Jun-20
Jul-20
Aug-20
Sep-20
Oct-20

The National Guardians Office have released a 3 tier training programme: Speak up, Listen up, and
Follow up. Speak up will be available for all staff to complete on ESR in the near future. Listen up and
Follow up have not been release as yet and are aimed at middle and senior managers.

% of staff grievances Finalised within 8 weeks
100%

Oct-20
100%

The compliance rate for grievances closed in the month of October is 100%. There were 4 grievances
closed in month, and all were also closed within the CQC specified 6 week timescale.

90%
80%

70%
60%

50%
40%

30%
20%
10%
Apr-19
May-19
Jun-19
Jul-19
Aug-19
Sep-19
Oct-19
Nov-19
Dec-19
Jan-20
Feb-20
Mar-20
Apr-20
May-20
Jun-20
Jul-20
Aug-20
Sep-20
Oct-20

0%
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Brilliant People
We have an open, inclusive and partnership approach to working with our brilliant people

% of female staff band 7+ and BAME staff band 6 & 7
70.00%
% Female Staff B7+

% BAME staff B6&B7

60.00%
50.00%

Oct-20
Female staff
band 7+
BAME staff
band 6&7

40.00%

59.50%

People Partners have requested the breakdown of the workforce by speciality and department for
these two factors which will enable them to identify areas which are successfully appointing females
and BAME colleagues in the appropriate ratios so lessons can be learned and shared with areas that
are less successful.

2.70%

30.00%
20.00%
10.00%
0.00%
Jun-20

Jul-20

Aug-20

Sep-20

Oct-20

% staff who have chosen not to declare their sexual
orientation or disability status
Sexual orientation

Disability status

23.00%
22.00%
21.00%

Oct-20
Sexual
orientation
Disability
status

21.40%

Care Groups are now being tasked with reporting on the non-disclosure rates for disability and sexual
orientation. Initial action plans have been produced by CG People Partners with ideas of how to
increase the confidence in the workforce declaring their personal characteristics by highlighting the
benefits and support that is available. This requires a culture change and it will take time to realise.

19.00%

20.00%
19.00%
18.00%
17.00%

16.00%
Jul-20

Aug-20

Sep-20

Oct-20
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NB: Unvalidated KPI returns are paused between April and June 2020 (i.e. not submitted nationally).

We are open and
honest with
people about
their care

We provide care that is consistently safe and avoids harm

Pledge

Metric

Number of pressure ulcers
VTE- Number of preventable HAT
All patient falls
Moderate/Severe harm falls
Never events
Serious incidents (monthly)
Serious incidents breached
Patients who met the criteria and were screened for sepsis - ED
Patients who met the criteria and were screened for sepsis - other admitting areas
Patients who met the criteria and were screened for sepsis - Inpatients
Sepsis patients who met the criteria and received antibiotics within an hour - ED

20_21
Target/
Standard
12

0
6
0
90.00%
90.00%
90.00%
90.00%

19/20

Jul-20

Aug-20

Sep-20

Oct-20

Variation

YTD 20/21

11
3.00
99
2
0
9
3
82%
100%
100%
68%

6
0
90
4
2
12
3
100%
100%
100%
89%

9
0
95
4
0
7
2
100%
100%
100%
89%

9
0
107
7
2
10
5
#N/A
100%
100%
#N/A

7
0
113
2
2
13
7
in arrears
in arrears
in arrears
in arrears

-2
0
+6
-5
0
+3
+2
#N/A
0.00%
0.00%
#N/A

9
0
89
3
8
8
3
100%
100%
100%
88%

Sepsis patients who met the criteria and received antibiotics within an hour - Other admitting areas

90.00%

90%

100%

100%

#N/A

in arrears

#N/A

94%

Sepsis patients who met the criteria and received antibiotics within an hour - Inpatients
Medicine reconciliation
ED safety checklist
ED safety checklist audit: Pain Score assessed hourly
ED Quanta audit: Documentation
ED safety checklist audit:Vital Signs Measured as per NEWS Score
Infection control: MRSA

90.00%
80.00%
97.00%
80.00%
90.00%
80.00%

95%
84.42%
91.17%

75%
91.00%
100.00%
94.00%
#N/A
93.00%

86%
90.00%
98.00%
83.00%
89.00%
93.00%

100%
88.00%
94.00%
90.00%
99.00%
100.00%

in arrears
93.00%
93.00%
76.00%
96.00%
94.00%

+14.30%
+5.00%
-1.00%
-14.00%
-3.00%
-6.00%

86%
91.71%
96.86%
87.00%
#REF!
94.57%
0

0

Infection control: MSSA
Infection control: C-difficile cases

64

77.10%
1

0

0

0

0

0

31

3

0

1

2

+1

7

82

5

9

10

5

-5

42

Gram negative bacteraemia total

69.00

5

3

5

4

-1

31

Rolling 12 month HSMR

91.30

95.83

98.16

in arrears

in arrears

+2.33

94.576
101.02

Rolling 12 month HSMR by weekend

94.86

101.97

105.49

in arrears

in arrears

+3.52

Rolling 12 month HSMR by non-weekend

90.10

93.84

in arrears

in arrears

+1.90

92.464

SHMI

92.37

95.83

95.74
in arrears

in arrears

in arrears

+3.46

93.1675

SMR

92.67

88.00

89.00

in arrears

in arrears

+1.00

87.2

Crude Mortality
Transfers between 8pm-8am excluding admitting areas

9.69

10.30

10.40

10.40

10.30

-0.10

10.242857

412

342

297

357

372

+15

313

All transfers between 8pm-8am
Actual vs Planned Registered Nurses (hours)

1055

884

835

893

870

-23

770

83.18%

84.57%

89.39%

93.88%

+4.50%

86.28%

Actual vs Planned Unregistered Nurses (hours)

97.06%

94.22%

90.27%

90.22%

-0.05%

91.13%

Care hours per patient day

10.3

9.9

9.0

9.2

+0.2

11.5

Duty of candour compliance

100.00%

100.00%

100.00%

100.00%

100.00%

65.00%

-35.00%

95.00%

Complaints responded to within agreed timescale

100.00%

71.42%

65.00%

87.00%

82.00%

47.00%

-35.00%

75.57%

Dissatisfied complainants

3

4

0

2

2

3

+1

1

Sparkline

60
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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).

rovide clinically effective care, which minimises delay and the amount ofWe
time
provide
peoplecare
have
that
to spend
is consistently
in our care
safe and avoids harm

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

Pledge

Metric

20_21
Target/
Standard

19/20

Jul-20

Aug-20

Sep-20

Oct-20

Variation

YTD 20/21

Total number of formal complaints

30

41

31

25

26

23

-3

22

76
608

84
316

84
228

109
179

122
288

+13
+109

77
240

Total number of informal complaints
Total compliments
28 day re-booking breaches (monthly)
Percentage of cancellations on the same day
ED & MIU (from July17) attenders - 4 hours arrival to discharge, admission or transfer
Treliske ED attenders - 4 hours arrival to discharge, admission or transfer
West Cornwall ED attenders - 4 hours arrival to discharge, admission or transfer
Ambulance delays - % waiting over 15 minutes
Ambulance delays - over 30 minutes
Ambulance delays - over 60 minutes
ED attenders who left without being seen
95th percentile, time to initial assessment (mins)
Median Time from Arrival to Treatment (mins)
12 hour trolley waits
IUC (111): Percent of calls answered within 60 seconds
IUC (111): Average time to clinical assessment -Routine
IUC (111): Average time to clinical assessment - Urgent
IUC (111): Increased validation of calls with an initial disposition of ‘attend ED’
IUC (111):Increased validation of calls with an initial category 3 or 4 ambulance disposition
% eDischarge summaries complete within 24hrs from March 19
% eDischarge summaries complete within 24hrs in month
% eDischarges and correspondance completed in month
Discharges between 6am and 12pm
Average LOS
% Same day area discharges within 24 hours
Cancer 2 week wait
Cancer treated within 31 days target
Cancer treated within 62 days target
Percentage receiving first definitive treatment within 62 days of urgent referral from national
screening service
2WW suspected cancer patients, treated within 104 days of referral
Referral to diagnosis within 28 days - 2WW
Referral to diagnosis within 28 days - screening
Referral to diagnosis within 28 days - Breast symptomatic

7

9

0

4

3

5

+2

10

0.80%
95.00%
95.00%
95.00%
23.00%
43
1
5.00%
15
50
0
95%
60.00
20.00
90%
90%

1.04%
89.18%
71.51%
97.73%
32.43%
80
8
1.51%
30
62
202
76.01%
64.91
20.66

0.48%
92.91%
80.63%
98.77%
31.91%
38
1
0.87%
18
43.16
0
87.80%
97.52
37.88
99.31%
95.41%
73.53%
51.27%
72.79%
11.01%
2.93
6.42%
98.60%
98.70%
94.20%

0.43%
91.37%
77.55%
97.32%
29.82%
45
1
0.91%
19
54.45
0
74.05%
166.95
44.97
98.58%
95.03%
73.67%
54.89%
75.12%
10.22%
3.36
5.63%
97.79%
98.76%
94.21%

0.61%
86.15%
65.02%
96.93%
37.07%
28
2
1.26%
23
66.67
14
56.05%
138.16
32.23
98.91%
94.12%
73.97%
53.60%
75.40%
10.08%
3.31
6.63%
98.80%
98.50%
92.90%

0.60%
85.09%
65.49%
96.10%
39.19%
59
9
0.96%
20
52
38
81.39%
95.13
28.56
99.86%
96.04%
73.84%
50.52%
76.43%
10.62%
3.56
5.09%
in arrears
in arrears
in arrears

-0.01%
-1.06%
+0.47%
-0.83%
+2.12%
+31
+7
-0.30%
-4
-15
+24
25.34%
-43
-4
+0.96%
1.92%
-0.13%
-3.08%
+1.02%
+0.54%
+0.25
1.54%
+1.01%
-0.26%
-1.31%

0.54%
92.30%
80.51%
98.03%
31.00%
26
2
0.83%
17
41
53
76.48%
94.06
30.98
99.17%
94.93%
73.82%
52.71%
75.18%
10.65%
3.08
5.53%
98.33%
98.35%
88.51%

30.00%
3.30
33.30%
93.00%
96.00%
85.00%

76.09%
54.82%
78.31%
10.69%
3.47
17.69%
96.08%
98.40%
85.58%

90.00%

80.51%

0.00%

0.00%

100.00%

in arrears

+100.00%

53.19%

100.00%
80.00%
80.00%
80.00%

96.52%

98.80%
90.60%
44.40%
100.00%

98.84%
83.60%
84.48%
100.00%

100.00%
82.80%
56.80%
100.00%

in arrears
in arrears
in arrears
in arrears

+1.16%
-0.80%
-27.68%
0.00%

97.87%
83.38%
44.84%
99.86%

Sparkline

61

We provide an
our health and
environment
care system to
We provide
harm clinically effective care, which minimises delay and the amount of time
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NB: Unvalidated KPI returns are paused between April and June 2020 (i.e. not submitted nationally).

community

We work with

Pledge

Metric

20_21
Target/
Standard

19/20

Jul-20

Aug-20

Sep-20

Oct-20

Variation

YTD 20/21

RTT incomplete - % within 18 weeks
Incomplete pathways

92.00%

85.51%
25,210

52.90%
26,654

62.47%
26,506

69.02%
26,750

73.92%
26,775

+4.90%
+25.00

64.87%
26,039

Proportion of patients receiving one of the 15 key diagnostic tests within 6 weeks

99.00%

96.21%

63.44%

66.37%

72.12%

81.00%

+8.88%

59.95%

RTT waits over 52 weeks for incomplete pathways- UNVALIDATED
Inpatient Elective Activity
Inpatient Daycase Activity
Outpatient Activity
Diagnostics Activity
Net emergency readmissions within 28 days
NOF patients operated on within 36 hours
Stroke patients spending 90% of their time on stroke unit
Stroke unit within 4 hours
Stroke patients receiving CT scan within 12 hours
Stroke patients receiving swallow screening within 4 hours
Stroke dysphasia assessment 72 hours

0
1
1
1
1
4.80%
80.00%
90.00%
70.00%
95.00%
90.00%
90.00%

7
851
5539
44894
12525
5.87%
75.00%
81.74%
63.06%
96.33%
77.24%
92.57%

285
589
3901
35841
11836
5.70%
82.98%
93.51%
72.97%
97.30%
89.04%
95.65%

282
742
3997
32262
11361
5.50%
75.61%
85.00%
76.19%
95.24%
82.76%
88.46%

332
799
4852
38726
12097
4.90%
85.71%
91.67%
57.58%
97.06%
59.38%
96.00%

389
979
5147
40420
12312
4.50%
86.67%
67.78%
54.02%
91.95%
71.60%
84.21%

+57
+180
+295
+1694
+215
-0.40%
+0.96%
-23.89%
-3.55%
-5.10%
+12.23%
-11.79%

389
599
3489
32412
9926
5.54%
88.17%
84.13%
70.26%
95.52%
79.78%
91.62%

Document library - % documents expired

5.00%

8.69%

3.20%

2.90%

3.10%

3.20%

+0.10%

3.69%

Short notice outpatient clinic cancellations
Percent of outpatient appointments attended that are non F2F

76

122

416

386

366

301

-65

314

50%

7.88%

48.24%

39.32%

39.39%

38.09%

-1.31%

48.10%

5797

13,892

14,690

13,516

12,490

-1026

13,346

Patients on the follow-up waiting list 1 month past their to be seen date
Stranded patients (LOS >7days)

216

216

162

173

203

193

-10

152

Super Stranded patients (LOS >21days)

75

72

51

54

75

69

-6

50

Viewpoint responses

75%

1

1

1

1

1

1

1

Mitie cleaning scores

Sparkline

in arrears

62
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Appendix 2: Brilliant Improvement Summary Dashboard

Pledge

Metric

20_21
Target/
Standard

Total staffing utilised (FTE)

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

Agency spend vs plan (£m)
CIP % delivery at year end
CIP delivery - Forecast year end CIP that is recurring (%)
Pay expenditure
Non pay expenditure
Income against plan (£m)
Capital spend against plan (£m)
Year to date financial position
Year end forecast financial position

8.6
100%
167.5
107.60
287.70
16.20
0.91

19/20

Jul-20

Aug-20

Sep-20

Oct-20

Variation

YTD
20/21

5,660

5,860

5,931

5,995

6,038

+43

5789

1.80

25.80
1.24
1.24

3.26
N/A
N/A
93.60
66.10
160.60
6.54
0.00
n/a

2.93
N/A
N/A
117.70
74.40
202.50
9.50
0.00
n/a

3.68
N/A
N/A
142.50
91.40
245.50
13.83
0.00
n/a

4.58
67%
27%
166.70
108.20
287.90
15.60
0.91
6.9

+0.90
#VALUE!
#VALUE!
+24.20
+16.80
+42.40
+1.77
+0.91

135

135

140

140

140

0

140

Number of QI ambassadors

140

% of colleagues who have completed in house QI training

80%

100.00%

65.35%

79.92%

83.70%

+3.78%

83.70%

Number of live innovations

5

37

35

35

40

+5

34.5714

2

2

2

2

1075

1726

2016

2137

+121

2137

88,928

106,867

319,576

in arrears

+212709

319,576

2.23%
2

2.83%
5

2.86%
6

2.87%
6

+0.01%
0

2.87%
6

Progress against digital strategy
Number of patients recruited to trials
Income generated by RD&I
Improve Well users with a log-in
Improve Well ideas submitted

1694

3247

563,862 1,025,209
80%
19

2.47%
12

Sparkline
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Appendix 3: Brilliant People Summary Dashboard

Pledge

Metric

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

Staff turnover
Headcount starters
Headcount internal moves
Headcount leavers -Permanent
Headcount leavers- Fixed term
Staffing FTE: Agency
Vacancy gap: Total vacancies
Recommend the Trust as a Place to Work
Recommend the trust as a place to receive care
% Appraisals completed of eligible staff

We make sure colleagues receive feedback to know how they
are doing
Pulse survey - % who say my immediate manager gives me

20_21
Target/
Standard
7-11%

19/20

Jul-20

Aug-20

Sep-20

Oct-20

9.00%
55%
65%

9.26%
93
108
33
15
202
10.63%
74%
82%

8.90%
42
97
19
51
31
7.40%
66%
79%

8.04%
144
200
18
54
85
7.30%
66%
79%

8.10%
79
33
22
8
84
7.50%
66%
79%

8.20%
69
67
29
9
130
7.90%
66%
79%

+0.10%
-10
+34
+7
+1
46
+0.40%
0%
0%

8.61%
96
71
24
20
70
8.19%
67%
80%

95.00%

78.77%

74.60%

76.30%

76.30%

76.00%

-0.30%

76.24%

64%

64%

64%

64%

0%

+64%

86.90%

85.70%

84.80%

83.90%

-0.90%

86.59%

2.64%

2.62%

2.77%

3.47%

+0.70%

2.67%

4.43%
2
8

3.76%
9
22
2,136

3.55%
1
15
2,009

3.80%
9
17
2,168

3.93%
6
27
2,137

+0.13%
-3
+10
-31

3.89%
8
19
2,094

89.15%

77.20%

75.40%

75.30%

74.40%

-0.90%

76.81%

69%

69%

69%

69%

0%

70%

clear feedback
% Mandatory training completed

90%

% of apprenticeships being undertaken by RCHT colleagues

2.30%

% Sickness absence
Confirmed cases of occupational dermatitis
Number of RIDDOR reports
FTE Sick Days Lost to Stress Related Absence

3.75%

% compliance with Health and Safety Mandatory training

90%

89.15%

Variation YTD 20/21 Sparkline

We provide development to help colleagues learn and grow

We provide an environment that supports colleagues safety,
health and wellbeing

Pulse survey - % who say my immediate manager takes a
positive interest in my wellbeing

1,589
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Pledge

Metric

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

Pulse survey - Total number of responses

We create a safe environment so colleagues feel supported to
speak
up a brilliant place to work
We are true to our values and
create

Jul-20

Aug-20

Sep-20

Oct-20

1085

1085

1085

1085

0.00

1166

16

11

8

9

+1

13

100%

100%

85%

100%

+15.00%

87%

75.0%

60.20%

60.10%

60.00%

59.50%

-0.50%

59.50%

Number of FTSU issues raised with guardians

3

% of staff grievances resolved within 8 weeks

100%

% of female staff that are band 7+
We have an open, inclusive and partnership approach to working
with our brilliant people

20_21
Target/
Standard

19/20

96%

Variation YTD 20/21 Sparkline

% of BAME staff that are band 6 & 7

2%

2.30%

2.50%

2.80%

2.70%

-0.10%

3%

% staff who have chosen not to declare their sexual
orientation

10%

22.10%

21.80%

21.70%

21.40%

-0.30%

21.40%

% staff who have chosen not to declare their sexual
orientation or disability status

10%

18.60%

18.90%

19.00%

19.00%

0.00%

19.00%
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Appendix 4: Abbreviation Glossary

CEO
FUW
NIHSS
DOSA
SI
SHMI
YTD
RTT
DTOC
HSCIC
HSMR
FTE
SRO
ECIP
HAT

– Chief Executive
– Follow up waiting
– NIH Stroke Scale
– Day of surgery admission
– Serious Incident
– Summary Hospital Level Mortality Indicator
– Year to date
– referral to treatment
– delayed transfer of care
– Health and Social Care Information Centre
– Hospital Standardised Mortality Ratio
– Full time equivalent
– Senior Responsible Officer
- Emergency Care Improvement Programme
Hospital acquired thrombosis

Symbol key:
Measure shows a decline in performance over the previous 3 month period.
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.
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.
Straight dark red lines within a graph indicate either KPI average or the KPI standard.
Light blue lines within a graph indicate a local trajectory.

65
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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 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. This dashboard shows the current status
and prevalence of COVID-19 and its direct impact
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. They show that 61% of admissions, and
68% of in hospital deaths, have been male, with
the risk of death increasing with age (23/47
patients over 85+ have died, compared with
42/111 from 65-84 and 12/84 under 65).
In October and early November, 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. An increase in
inpatients is expected in November.
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.

Page 127 of 288

COVID-19 Finance and Workforce KPIs
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Executive Summary
Meeting:
Report Title:
Author:
Executive
Leads:

Trust Board in Public
Finance Report – Month 7

Date:
Agenda
Item:
Adam Wheeldon, Deputy Director of Finance
Karl Simkins – Strategic Financial Advisor to the CEO
Adam Wheeldon, Deputy Director of Finance

03.12.20
9

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.
Brilliant Improvement - 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 31
October 2020.

Consultation – other meetings discussed with and outcome of discussion:
The financial position is reported each month to the Trust Board and Finance and
Performance Committee. The paper presented on the Month 7 financial position
reports a £0.9m deficit which is on plan. There is no need for consultation on the
report.

Summary of key points
As at 31 October 2020 the Trust is reporting a £0.9m deficit which is as planned.
The Trust held cash of £41m at 31 October. This is much higher than normal due to
the cash advances being received in advance of each coming month.
To date the overall capital spend is £0.6m below plan. The internally funded
programme (Capital Departmental Expenditure Limit – CDEL) is expected to be fully
spent by the year end.
There are specific risks in relation to some non-CDEL schemes which could
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necessitate a request to re-profile funding across years and more information will be
known on these risks next month as the Health Infrastructure Plan 2 (HIP2) spend is
finalised and the PRU scheme is progressed.
What is the key question(s) for the meeting to consider?
Is the Trust Board clear on the financial position of the Trust?

Key risks
From a revenue perspective the Trust has a £0.9m deficit which is on plan. The key
risk is that costs in relation to the Trust’s response to Covid will be higher than plan
as the plan is set on low levels of Covid. Linked to this, should levels of Covid be
higher, the Trust risks not delivering activity targets and losing income through the
Elective Incentive Scheme.
From a capital perspective, the capital programme is being reviewed to release
contingency for investment in fire related works.
There are risks in relation to underspend on Non-CDEL schemes although more
work is required in November to finalise the plans for the Health Infrastructure Plan 2
(HIP2) spend is finalised and the PRU scheme before re-assessing these risks.

Recommendations and reasons
The Trust Board is asked to note the financial position for the period to 31 October
2020

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.

2
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Finance Report – Month 7

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 31 October 2020.

2. Background and Links to Previous Papers
2.1.

The financial position is reported each month to the Trust Board and
Finance and Performance Committee. The paper presented on the Month 7
financial position reports a £0.9m deficit which is on plan.

3. Finance report
Revenue expenditure
3.1.

The Trust delivered a breakeven position to 30 September within the month
1-6 financial framework in place for the first half of the year.

3.2.

The financial framework has changed for the second half and, in October,
the Trust Board approved a £6.9m deficit plan for the rest of the year.

3.3.

As at 31 October 2020 the Trust is reporting a £0.9m deficit which is as
planned.

3.4.

Overall expenditure increased by £0.2m month compared to September
and is forecast to further increase as the Trust delivers its elective and
outpatient plans. Care Groups were £0.1m underspend compared to plan in
month.

3.5.

Agency expenditure increased from £743k in September to £891k in
October. The budget going forward is to spend a similar amount each
month and so, to deliver activity levels at best value, bank and overtime
spend will need to increase. Both dropped between September and
October. Medical overtime payments stayed at a similar level to
September.

3.6.

The financial plan has a £2.2m savings target with a requirement for £368k
in October. The actual savings delivered were slightly lower at £338k.
Capital expenditure

3.7.

The capital programme is £59m for 2020-21, a significant programme
compared to previous years.

3
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3.8.

To date the overall capital spend is £0.6m below plan. However, the
internally funded programme (Capital Departmental Expenditure Limit –
CDEL) is expected to be fully spent by the year end.

3.9.

Non-CDEL funding relates to specific projects and initiatives, such as the
Lowen / MRI building and Women and Children’s Hospital. This makes up
two-thirds of the overall programme.

3.10. As at Month 7, the overall Non-CDEL programme is reporting as being
broadly on track although there are delays to the Progressive Recovery
Unit (PRU) scheme (value in year of £12.3m) and the likely need to access
additional funding for the Lowen / MRI scheme (£8.1m). Work is ongoing to
assess all of the very fast-paced programmes and to work with NHSEI to
profile the funding into the right financial year.
3.11. More information will be available next month as the Health Infrastructure
Plan 2 (HIP2) spend is finalised and the PRU scheme is progressed.
3.12. There are no material changes to the capital programme to report or seek
approval for this month.
Balance sheet
3.13. The Trust held cash of £41m at 31 October. This is much higher than
normal due to the cash advances being received in advance of each
coming month.
4. Public Dividend Capital (PDC) Borrowing
4.1.

Section 18 of the Trust’s Standing Orders requires the Director of Finance
to advise the Trust on any proposed new borrowing.

4.2.

The table below shows the approval status of the PDC to be drawn down
during the year.
PDC value
(£000)

Project
Confirmed and paperwork received
Lowen / MRI
Critical Infrastructure risk
ED Resus
HIP 2 Advance
Breast Screening
Nervecentre HSLI Funding
Covid capital (Apr and May)
Covid captal (Mar)
Adapt and Adopt schemes (note 1)
Women & Children - demolition of Lowen Ward and Cardiology
Progressive Recovery Unit
Critical Care
Expected to be finalised during the year
Women & Children - advance project fees
Peripheral Sites - advance project fees

4.3.

8,103
1,726
2,800
4,475
11
41
2,875
238
800
743
12,300
4,317

Approval route for borrowing
Approved via business case
Approved October 2020
Approved via business case
Approved via business case
Approved October 2020
Approved October 2020
Approved October 2020
Approved October 2020
Approved October 2020
Approved October 2020
Approved November 2020
Approved November 2020

2,376 Approved November 2020
273 Approved November 2020

No additional Public Dividend Capital has been made available this month
and so no approval is sought this month.

4
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5. Executive Summary
5.1.

The Trust delivered a breakeven position for the period to 30 September
within the interim financial framework

5.2.

The financial framework has changed for the second half and, in October,
the Trust Board approved a £6.9m deficit plan for the rest of the year.

5.3.

As at 31 October 2020 the Trust is reporting a £0.9m deficit which is as
planned.

5.4.

The Trust held cash of £41m at 31 October. This is much higher than
normal due to the cash advances being received in advance of each
coming month.

5.5.

The capital programme is £59m for 2020-21, To date the overall capital
spend is £0.6m below plan. The internally funded programme (Capital
Departmental Expenditure Limit – CDEL) is expected to be fully spent by
the year end.

5.6.

There are specific risks in relation to some non-CDEL schemes which could
necessitate a request to re-profile funding across years and more
information will be known on these risks next month as the Health
Infrastructure Plan 2 (HIP2) spend is finalised and the PRU scheme is
progressed.

6. Areas of Risk
6.1.

From a revenue perspective the Trust has a £0.9m deficit which is on plan.
The key risk is that costs in relation to the Trust’s response to Covid will be
higher than plan as the plan is set on low levels of Covid. Linked to this,
should levels of Covid be higher, the Trust risks not delivering activity
targets and losing income through the Elective Incentive Scheme.

6.2.

From a capital perspective, the capital programme is being reviewed to
release contingency for investment in fire related works.

6.3.

There are risks in relation to underspend on Non-CDEL schemes although
more work is required in November to finalise the plans for the Health
Infrastructure Plan 2 (HIP2) spend is finalised and the PRU scheme before
re-assessing these risks.

7. Link to Trust Objectives and Corporate/Board Assurance Framework Risks
7.1.

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.

7.2.

The capital risk is monitored through Pledge 3.2 and risk 7855. This
considers the availability of capital funding for investment. The risk score is
currently 12.

5
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8. Governance
8.1.

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.

8.2.

The Trust also has statutory requirements to operate within its Capital
Resource Limit and Cash Resource Limit. The Trust has not previously
breached these requirements and does not expect to in 2020-21.

9. Responsibility
9.1.

The Director of Finance is responsible for this report. In her absence, the
report has been prepared by the Deputy Director of Finance and the
Strategic Financial Advisor to the CEO and Trust Board.

10. Recommendations
10.1. The Trust Board is asked to note the financial position for the period to 31
October 2021.
11. Next steps
11.1. The financial position will be reported to the Trust Board each month.

6
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Executive Summary
Meeting:
Report Title:

Charitable Funds Committee
Review of Charity Risk Register

Author:

Sarah Gould, Financial Controller
Stephen Hocking, Charitable Funds Accountant
Adam Wheeldon, Deputy Director of Finance

Executive Lead:

Date:
Agenda
Item:

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.
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.

17.11.20
09
(Board
agenda
10i)

X

X

Purpose of the Report
Approve
X
Discuss
Note
The purpose of this report is to remind the Committee of the Trustee’s responsibility
for risk management and to bring before the Committee the Charity’s Risk Register
showing the major risks identified.

Consultation – other meetings discussed with and outcome of discussion:
The Risk Register was last considered the Charitable Funds Committee at its
meeting held on 11 June 2019.
The Register is a “live” document and is reviewed and maintained on an on-going
basis.

Summary of key points
The report sets out the Trustee’s duty in relation to risk management and identifies
the major risks facing the Charity; it further sets out the approach taken to the
identification and quantification of such risks.
The appendix provides the detail of the Charity’s current Risk Register including the
main controls and assurances.

What is the key question(s) for the meeting to consider?
Is the content of the Risk Register appropriate and complete?
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Are the associated scored and the identified controls/assurances correct?

Key risks
Appendix sets out the Charity Risks under the following categories:
• Governance and management
• Operational
• Finance
• External Factors
• Fundraising

Recommendations and reasons
The Committee is recommended to:
• Consider and approve the content of the Risk Register; and
• Approve the associated scoring and the identified controls/assurances.

Equality and Diversity
Statement

Not applicable

Environmental
considerations

No direct implications

2
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1.

Purpose
1.1.

The purpose of this report is to remind the Committee of the Trustee’s
responsibility for risk management and to bring before the Committee the
Charity’s current Risk Register showing the major risks identified for
consideration and approval.

2. Background and Links to Previous Papers
2.1.

The Guidance Document, Charities and risk management (CC26),
published by the Charity Commission for England and Wales states that
“Charity trustees should regularly review and assess the risks faced by
their charity in all areas of its work and plan for the management of those
risks. Risk is an everyday part of charitable activity and managing it
effectively is essential if the trustees are to achieve their key objectives
and safeguard their charity's funds and assets”.

2.2.

In addition it is a “legal requirement - charities that are required by law to
have their accounts audited must make a risk management statement in
their trustees' annual report confirming that '...the charity trustees have
given consideration to the major risks to which the charity is exposed and
satisfied themselves that systems or procedures are established in order
to manage those risks.' (Charities (Accounts and Reports) Regulations
2008)

2.3.

Previous reports have set out the Trustee’s responsibilities for risk and the
risks identified, set out guidance on the matter and sought to promote
discussion to agree the risks that the Charity faces.

2.4.

The Charity generates additional income from investing its cash balances,
the variability of returns on invested funds is considered to be the Charity's
major financial risk. The variability of returns on investments in world stock
markets over time has demonstrated the volatility of investment activities
and the associated risk. This risk has been increased by “Brexit” and the
potential impact of the Covid-19 pandemic.

2.5.

Fund managers have been employed by the Trustee to mitigate this risk.
The Charity’s investments are managed by Barclays Investment Solutions
Limited (formerly known as Barclays Wealth), who manage a discretionary
portfolio designed to balance risks and rewards. In addition, to provide
resilience in the event of a down turn in investment valuations, gains and
interest on the unrestricted proportion of the Charity’s funds are held in the
General Fund.

2.6.

Procedures are in place to review the investment policy, investment
valuations are regularly monitored and as a minimum an annual review is
undertaken with the Charity’s investment managers.

3. Executive Summary
3
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Identification of Risk
3.1.

The Charity will face some level of risk in most of the things it does. An
essential question when considering risk is whether or not we can continue
to meet the needs of beneficiaries now and in the future.

3.2.

Risk can be defined as ‘the chance of something happening that will have
an impact on objectives and can be measured in terms of likelihood and
severity’.

3.3.

Risk, also, needs to be considered in terms of the wider environment in
which the Charity operates. The financial climate, society and its attitudes,
the natural environment and changes in the law, technology and
knowledge will all affect the types and impact of the risks that the Charity
is exposed to.

Risk Register
3.4.

The Charity currently holds a Risk Register, the contents of which are set
out in the Appendix to this report.

3.5.

The risks considered to affect the Charity have been identified under the
following classifications:
• Governance and management
• Operational
• Finance
• External factors
• Fundraising

3.6.

Risks have been assessed against a 5x5 matrix, the same matrix as is
used by the Trust. (Licensed by the NHS Executive from the Australia/New
Zealand Risk Management Standard AS/NZ 4360:1999 for use within the
NHS)
Likelihood

Severity
1
2
3
4
5
3.7.

1
1
2
3
4
5

2
2
4
6
8
10

3
3
6
9
12
15

4
4
8
12
16
20

5
5
10
15
20
25

Accessing the risk using this process allows the Trustee to identify and
prioritise risks that may prevent the Charity achieving its objectives.

Evaluating actions to be taken on the risks
3.8.

Where major risks are identified, the Trustee needs to make sure that
appropriate action is being taken to manage them. This review should
include assessing how effective existing controls are.
4
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3.9.

For each of the major risks identified, Trustee will need to consider any
additional action that needs to be taken to manage the risk, either by
lessening the likelihood of the event occurring or lessening the impact if it
does.

Periodic monitoring and assessment
3.10. It is recognised that risk management is a dynamic process. The Risk
Register is, therefore, a “living document” and kept under continual review
by management to ensure that new risks are identified and addressed as
they arise.
3.11. This report is intended to provide the Trustee with assurance that
appropriate risk management procedures are in place and to provide the
opportunity for the review of the major risks to which the charity is exposed
and the existing controls.
Next Steps
3.12. Following consideration by this Committee, the Risk Register will be
updated, as appropriate, monitored on an on-going basis and updated to
reflect any newly identified risks, changes in risk status or changes in
mitigating activity.
3.13. The register will be presented for review by this Committee on a quarterly
basis.

4. Conclusion
4.1.

This report has high-lighted the Charity’s responsibilities in respect of risk
management, set out the Charity’s approach, the identification and
qualification of risk and provided the opportunity to re-examination and
address the risks currently facing the Charity.

5. Recommendations
5.1.

It is recommended that the Committee:
(i)

Consider and approve the content of the Risk Register; and

(ii)

Approve
the
associated
controls/assurances.

5

scoring

and

the

identified
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Charitable Funds Risk Register
Objects
For any charitable purpose or purposes relating to the National Health Service
KEY: L = Likelihood, S = Severity
Risk

Impact

Main
Controls/
Assurances

Governance and management
The Charity
The needs The Charity is
lacks direction,
of the
governed by a
strategy and
beneficiarie Committee
forward
s, which
made up of
planning
include
experienced
patients
Non-Executive
and staff,
and Executive
are not fully Directors of
addressed. the Hospital
Trust.
A New Charity
Strategy was

Curre
nt
score
(L x
S)

Gaps in
controls/
Assurance
s

Actions to Responsib
be taken to ility
address
gaps

Date of
Review

Monitorin
g Process

Retain
ed
Risk

(3x3)
9

Charity
Strategy
Implementa
tion Plan
has not yet
been
finalised.

Agree
Charity
Strategy
Implementa
tion Plan

Novemb
er 2020

Reports to
Committee
.

(3 x 3)
9

Charitable
Funds
Committee
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Risk

Impact

Main
Controls/
Assurances

Curre
nt
score
(L x
S)

Gaps in
controls/
Assurance
s

Actions to Responsib
be taken to ility
address
gaps

Date of
Review

Monitorin
g Process

Retain
ed
Risk

(1x3)
3

None
identified

None
identified

Charitable
Funds
Committee

Novemb
er 2020

Annual
audit

(1 x 3)
3

(2x3)
6

Monitor
public
awareness

Agree
Charity
Strategy

Director of
People and
OD

Novemb
er 2020

Reports to
Committee
.

(2 x 3)
6

adopted in
March 2020.
Charitable
funds are not
managed as
distinct from
exchequer
funds.

Charity
unable to
pursue its
own
agenda
and
interests.
Decisions
may not be
based on
relevant
considerati
ons.
Impact on
reputation.

Operational
Competition
from other
healthcare

Reduced
fundraising
potential

Separate
Charitable
Funds
Committee
established to
deal with
matters
relating solely
to charitable
funds.
Those
charged with
Governance of
the Charitable
Fund have an
understanding
of the laws
relating to
Charities.
A New Charity
Strategy was
adopted in

7

Page 141 of 288

Risk

Impact

charities

Main
Controls/
Assurances

March 2020.
Reduced
public
profile

Finance
Inability to have
sufficient liquid
cash to meet
short term
funding
requirements.

Inability to
meet
funding
commitmen
ts.

Curre
nt
score
(L x
S)

Gaps in
controls/
Assurance
s

Actions to Responsib
be taken to ility
address
gaps

and profile
of charity.

Implementa
tion Plan

Charity
Strategy
Implementa
tion Plan
has not yet
been
finalised.

The Charitable
Fund
Accountant
reviews the
cash position
on a regular
basis and
provides cash
flow
statements to
the Committee
at each
meeting.
Fund Advisers
are required to

(3 x2) Forecast
6
spending
plans
provided by
Fund
Advisers
are not
always
complete
and
accurate.

Monitor
accuracy
and
delivery of
spending
plans each
year

Date of
Review

Monitorin
g Process

Retain
ed
Risk

Novemb
er 2020

Reviewed
on an
ongoing
basis
through
day to day
managem
ent.

(2 x 2)
4

Charitable
Funds
Committee

Deputy
Director of
Finance

Quarterly
reports to
CF Sub
Committee
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Risk

The Financial
Investments
made by the
Charity are
subject to
variability

Impact

Financial
loss
through
inappropria
te or
speculative
investment
Unforeseen
severe
adverse
investment
conditions
Financial
loss
through

Main
Controls/
Assurances

provide
Annual
Spending
Plans to assist
with cash flow
management.
Funds can be
withdrawn to
increase liquid
cash
Engagement
of an external
Fund Manager
Agreed
investment
policy
Regular
performance
monitoring
and
agreement of
risk profile by
the
Committee.

Curre
nt
score
(L x
S)

Gaps in
controls/
Assurance
s

Actions to Responsib
be taken to ility
address
gaps

Date of
Review

Monitorin
g Process

Retain
ed
Risk

(3 x
4)
12

Investment
s carry an
inherent
risk of
volatility.

Position is
constantly
monitored
by external
Fund
Manager.
Annual
review
undertaken
of the
Portfolio’s
risk.

Novemb
er 2020

Quarterly
reports to
CF Sub
Committee

(3 x 4)
12

Deputy
Director of
Finance

9
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Risk

Impact

Main
Controls/
Assurances

Curre
nt
score
(L x
S)

Gaps in
controls/
Assurance
s

Actions to Responsib
be taken to ility
address
gaps

Date of
Review

Monitorin
g Process

Retain
ed
Risk

(3 x
4)
12

Investment
s carry an
inherent
risk of
volatility.

Funds
remain at
Moderate /
Low level of
investment
risk to help
mitigate
against
losses

Deputy
Director of
Finance

Novemb
er 2020

Monthly
review of
investment
balances

(3 x 4)
12

None
identified

Deputy
Director of
Finance

Novemb
er 2020

Annual
audit of the
funds

(1 x3)
3

lack of
investment
advice, lack
of diversity
11 March 2020
World Health
Organisation
declared
COVID-19 a
pandemic.
23 March 2020
Government
placed UK in
“lock-down”.

Likely
significant
impact on
world
markets
and
investment
values.

Investment
markets
remain
relatively
unstable.

September/Oct
ober 2020
Second Wave
The Charity
does not
comply with
donor imposed
restrictions

Investment
review with
Barclays at
Charitable
Funds
Committee
Meeting 12
May 2020.

Repayment
of grant or
donation.
Adverse
effect on

All donations
or grants
received are
carefully
receipted to
ensure they

(1 x3) None
3
identified
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Risk

Impact

Main
Controls/
Assurances

future
relationship
s with
donors and
beneficiarie
s

allocated to
the
appropriate
fund.

Regulatory
action by
the
Charities
Commissio
n.

Curre
nt
score
(L x
S)

Gaps in
controls/
Assurance
s

Actions to Responsib
be taken to ility
address
gaps

(2 x
3)
6

None
identified
although
the ability
to spend
charitable
funds on a

Carefully
monitor the
use of the
funds

Date of
Review

Monitorin
g Process

Retain
ed
Risk

Novemb Quarterly
er 2020 reports on
the use of
the funds

(2 x 3)
6

All legacies
are separately
registered to
ensure
compliance
with the
donors
restrictions/wis
hes.
Audit of
management
of charitable
funds

External factors
The Trust or the
Charity receives
adverse
publicity.

The public
will be less
likely to
donate to
the
Charitable
Fund.

The Charity
benefits from
the Trust’s
experienced
and
professional
Communicatio

Charitable
Funds
Committee

11
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Risk

Impact

Main
Controls/
Assurances

ns Team.

Fundraising
The Charity’s
reputation is
damaged by
inappropriate
fundraising
activities

The public
will be less
likely to
donate to
the
Charitable
Fund.

The Charity
benefits from
a full time
experienced
Fundraising
Manager to
ensure all fund
raising
activities are
appropriate.

Curre
nt
score
(L x
S)

Gaps in
controls/
Assurance
s

Actions to Responsib
be taken to ility
address
gaps

Date of
Review

Monitorin
g Process

Retain
ed
Risk

None
identified

Novemb
er 2020

Fundraisin
g Manager
in place.

(1 x3)
3

wide variety
of items
always
keeps the
risk
relatively
high
(1 x3) None
3
identified

Director of
People and
OD

GDPR
process
review
undertake
n prior
May 2018.
Policies
published
on line.
Quarterly
reports on
the
fundraising
12

Page 146 of 288

Risk

Impact

Main
Controls/
Assurances

Curre
nt
score
(L x
S)

Gaps in
controls/
Assurance
s

Actions to Responsib
be taken to ility
address
gaps

Date of
Review

Monitorin
g Process

Retain
ed
Risk

activities

11 March 2020
World Health
Organisation
declared
COVID-19 a
pandemic.
23 March 2020
Government
placed UK in
“lock-down”.
Ongoing –
Restrictions
September/Oct
ober 2020
Second Wave

As a result
of the
restrictions
the
Charity’s
ability to
raise funds
through
normal
fundraising
activities
are
severely
curtailed.
Participants
in the
planned
London to
Paris Cycle
Ride for
September
2020 are

Loss of
income in the
first few
months
compensated
for by
extraordinary
fundraising
efforts by the
general public
for the NHS.
This may
wane as time
goes by.

(3 x
4)
12

None
identified

Maintenanc
e of
appropriate
presence in
the office.

Director of
People and
OD

Novemb
er 2020

Quarterly
finance
and
fundraising
reports

(3 x 4)
12

Continuing
engagemen
t with
supporters.
Engageme
nt with NHS
Together
Charity
Appeal.
Postponem
ent of
London to
Paris Cycle
Ride until
2021.
13
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Risk

Impact

Main
Controls/
Assurances

Curre
nt
score
(L x
S)

Gaps in
controls/
Assurance
s

Actions to Responsib
be taken to ility
address
gaps

Date of
Review

Monitorin
g Process

Retain
ed
Risk

unable to
raise funds
to support
the event.

14
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Executive Summary
Meeting:

Quality Assurance Committee

Date:

Report Title:

Ward to Board Quarter 2 Report

Agenda
Item:

Author:

Executive Lead:

25.11.20

10v
(Trust
Board)
Louise Dickinson; Deputy Director of Nursing Midwifery and
AHPs Director of Infection, Prevention and Control
Kim O’Keeffe; Deputy Chief Executive Officer RCHT, Interim
Joint Director of Nursing Midwifery and AHPs RCHT / CFT

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.
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

X

X

Purpose of the Report
Approve
Discuss
Note
X
The purpose of this report is to provide a quarterly 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. The last quarterly report was
presented in February 2020 and was suspended during increased COVID-19
Pandemic; activity being replaced by monthly abridged Fundamentals of Care
Reports

Summary of key points
Forty five Hospital Acquired Thrombosis were reported in Quarter 2. To date none
have been identified as being preventable. VTE assessment has decreased slightly
during Quarter 1 to 95%. Prescribing VTE prophylaxis increased to 96% the highest
compliance since the Ward to Board dashboard was introduced.
A designated Quality Improvement Project aimed at reducing HAT and preventable
HAT episodes is currently being finalised the scope of which will include:
1
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•
•

•

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.

The number of falls across the Trust has increased to 285 in Quarter 2 from 219 in
Quarter 1; an increase of 66. The number of falls with moderate / severe harm has
increased from 3 in Quarter 1 to 15 in Quarter 2. This is of increasing concern and in
response the Falls Practitioner has undertaken a thematic review into falls resulting
in moderate/severe harm which occurred from 1 April 2020 – 12 August 2020. 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. This is expected to be available by 1
December 2020.

A number of recommendations have been made as a result of this review and are
now being taken forward as part of the Integrated Falls Improvement Plan.

2
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Four of the in-patient areas triggered the QuESTT tool in Quarter 2. The main
themes include vacancies and sickness which Care Groups continue to action.
Nursing vacancies have gradually reduced over the quarter as new recruits
commenced.
Aspire V4 Ward Accreditation was suspended at the height of the COVID-19
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 2020, twenty five wards have been assessed; scores for twenty one of
these have now been evaluated as follows: one ward received silver accreditation
status, eleven received bronze accreditation status and nine have received white
accreditation status. The Team Leads are in the process of providing feedback to
these areas hence names not being provided in this report.
Due to the increase in the number of wards being allocated white status, a review of
the nine cases is being undertaken by the Deputy Director of Nursing, Midwifery and
Allied Health Professionals on the request of the Joint Director of Nursing, Midwifery
and Allied Health Professionals, in order to identify if there is a specific area where a
renewed focus is required. Preliminary findings indicate that one domain of the
Accreditation Framework – Ward Climate Survey a questionnaire that evaluates
team cohesiveness - has had limited returns from these wards. A 50% return rate is
required to allow appropriate scoring. A review of comments from returns made will
be completed to identify any concerns raised by staff and a renewed focus on the
importance of this element of the accreditation will be carried out in November with
the Clinical Matrons. Feedback on the review will be provided in the next monthly
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.
A further five wards have now undergone the accreditation process and their scores
are currently being collated. Five other wards are due to be completed by the end of
November 2020 and three early in December 2020. The dates for the remaining two
are still to be confirmed. Once all Community Hospital wards have been accredited a
tool for the Mental Health Wards will be developed early in the New Year.
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;
3
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•

A review of the nine wards which have received white accreditation status to
be undertaken by the Deputy Director of Nursing, Midwifery and AHPs at the
request of the Joint Director of Nursing Midwifery and AHPs to identify if there
is a specific area where a renewed focus is required. Preliminary findings
indicate that one domain of the Accreditation Framework – Ward Climate
Survey a questionnaire that evaluates team cohesiveness - has had limited
returns from these wards. A 50% return rate is required to allow appropriate
scoring. A review of comments from returns made will be completed to identify
any concerns raised by staff and a renewed focus on the importance of this
element of the accreditation will be carried out in November with the Clinical
Matrons. Feedback on the review will be provided in the next monthly report;

•

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;

•

Detailed investigation to be completed on all falls resulting in moderate/severe
harm that occurred during September 2020;

•

All Community Hospital Wards to have base line assessment with Aspire
Version 4 by the end of December 2020;

•

Accreditation tool for Mental Health to be completed and available for use by
January 2021.

•

The Operational Workforce Group will continue to meet to oversee workforce
management including rostering, use of temporary staff and recruitment;

•

Currently The Deputy Directors of Nursing, Midwifery and Allied Health
Professionals at the request of the Joint Director of Nursing, Midwifery and
Allied Health Professionals are undertaking a full nursing establishment
review to look at staffing going forward especially in line with the many
changes COVID – 19 has and will continue to bring about;

•

Monthly reports will be submitted to the Executive Quality and Safety Board
and Quality Assurance Committee with a quarterly report to Board.
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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
Increase in the number of falls. A thematic review of all falls resulting in
moderate/severe harm has been completed and findings have been incorporated
into 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.
Increase in the number of areas with White ward accreditation status, further work to
be undertaken to identify themes and further action required. Preliminary findings
indicate that one domain of the Accreditation Framework – Ward Climate Survey a
questionnaire that evaluates team cohesiveness - has had limited returns from these
wards. A 50% return rate is required to allow appropriate scoring. A review of
comments from returns made will be completed to identify any concerns raised by
staff and a renewed focus on the importance of this element of the accreditation will
be carried out in November with the Clinical Matrons.

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.

5
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Nursing Ward to Board Quarterly Exception Report

1. Purpose
The purpose of this report is to provide the Board with a quarterly exception report on the
Nursing Ward to Board Quality Framework by Care Group.
2. Background
2.1 The Nursing 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 Clinical Matrons 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 Joint Director of Nursing, Midwifery and
Allied Health Care Professionals to account for the quality, safety and improvement/s
at a ward level.

The dashboard is reviewed and scrutinised by the Deputy Director/s of Nursing, Midwifery
and AHPs Quality Safety on a monthly basis at the Head of Care Quality Assurance Group
meeting where any concerns or escalations are raised. Reporting templates for Ward
Leaders, Clinical Matrons and Heads of Nursing have been developed to ensure all is
reported uniformly preventing any variance and allow for equitable check and challenge.
The dashboard is an integral component of the Integrated Performance Report and be used
for triangulation with the ASPIRE Ward Accreditation results and Clinical Matron review
reports (Clinical Matron Rounds).
6
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The report provides an overview of performance by Care Group. 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.
During the COVID-19 Pandemic there have been a number of ward moves and changes in
speciality therefore some of the data provided may not be aligned to the Care Group report.
Action is currently being taken to see how this can be addressed for future reporting. There
was a

3. Care Group Performance
3.1 Anaesthetics Critical Care and Theatres (Appendix 1)

3.1.1

Safety
Safety successes include no reported pressure ulcers greater than category 2
during Quarter 2 across the Care Group.
One HAT has been reported within the Care Group during Quarter 2 (September
2020), this is currently being reviewed by the Anticoagulant Clinical Nurse
Specialist to determine if this was avoidable. VTE risk assessment performance
has remained within confidence levels at 90%. Prophylaxis has improved during
the quarter maintaining 100% compliance throughout.
Hand Hygiene has been maintained at 95% compliance.
One healthcare associated infection was reported during Quarter 2 – MSSA
bacteraemia. The source is thought to be line related. Documentation regarding
line care was identified as lacking therefore unable to confirm if all line care was
appropriate. This has been re-iterated to staff using the Hawkeye electronic
platform and spot checks are being undertaken to monitor ongoing compliance.

3.1.2

Workforce
The nursing vacancy rate across the Care Group has fallen again during Quarter
2 with the lowest number of vacancies recorded since the ward to board
dashboard was introduced. The Care Group has over recruited in preparation for
the anticipated expansion.
Critical care and Non-invasive Ventilation upskilling for next COVID-19 peak is
ongoing with colleagues in Cornwall Partnership Foundation Trust (CPFT) and
other Care Groups.
Restructure of the Critical Care Senior Nursing leadership is now complete to
provide increased clinical working and visibility across a seven day roster.
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Appraisal performance across the Care Group has continued to increase with
performance now above 90%.

3.1.3

Patient Experience
Friends and Family response rates have reduced during Quarter 2 due to FFT
paper forms being suspended. Other options for feedback are being reviewed by
the Patient Experience Team such as use of electronic devices and SMS. There
has been a national pause on FFT; however this is expected to recommence
from December 2020.

3.1.4

QUESTT
None of the areas have triggered QUESTT during Quarter 2.

3.2 General Surgery and Cancer (Appendix 2)
3.2.1

Safety
Safety successes include zero pressure ulcers reported greater than category 2
since June 2019. VTE prophylaxis has continued to improve during Quarter 2
reaching 96% compliance in September 2020.
Twenty three falls were reported across the Care Group during Quarter 2 a
reduction on the previous quarter. Two of the falls resulted in moderate or severe
harm one occurring on Theatre Direct and one on St Mawes Ward.
The Care Group has identified that the majority of falls occurred on the Surgical
Admissions Lounge. This was when the wards accommodated medical patients
whose conditions may have increased their risk of falls. 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.
VTE prophylaxis compliance increased at the end of Quarter 2 to 96% and
compliance with the completing of VTE assessments has been above 98%.
Despite this the Care Group has reported 12 hospital acquired VTEs (not yet
validated to determine if preventable). This is an area of concern and current
focus for the Care Group. Multidisciplinary engagement is required to maintain
compliance in this regard and the Surgical Care Practitioners will be leading on
audit and monitoring of VTE compliance across all the surgical wards with
oversight provided by the Care Group Governance Committee.

A Trust wide quality improvement project aimed at reducing HAT and
preventable HAT episodes is underway the scope of which includes:
8
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•

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.

3.2.2

Workforce
Workforce successes include continued successful recruitment across all ward
areas. In particular, the successful recruitment of Band 5 and Band 6 nursing
staff on Headland unit. Training continues which will facilitate the plan to
gradually reduce the agency hours that are currently in place to meet capacity
and demand within the Unit. International nurses have been commencing their
posts within the surgical wards during October 2020. There will be Care Group
representation at the next recruitment day. Ward Leaders continue to speak to
bank staff and students for to encourage them to be part of the future workforce.

Sickness rates have reduced during Quarter 2 from 7.7% at the beginning of the
quarter to 3.8% at the end of the quarter. Ward Leaders and Clinical Matrons
continue to work with the HR People Partner to provide staff with the appropriate
support in order to be able to return to work as quickly and safely as possible.
The number of appraisals completed (although has not met the Trust target of
95%) has been sustained at 92% which is the best position for 12 months.
Actions continue to support Ward Leaders to complete and record PDRs
appropriately. The Care Group is working to a trajectory to achieve the Trust
target.
3.2.3

Patient Experience
The Friends and Family test has been on hold during the COVID-19 Pandemic.
There has been a national pause on FFT; however this is expected to
recommence from December 2020.
Four formal complaints were received by the Care Group during Quarter 2.
Themes include:
•

Poor communication with patient and families especially in relation to
discharge;

•

Delay in administration of analgesia.
9
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Actions taken in response include:
• A dedicated Flow Co-ordinator has been introduced to support with
discharge planning and communication with patients and their families;
• Upskilling nursing staff to ensure they can prescribe analgesia via a
Patient Group Direction.

3.2.4

QUESTT
The Surgical Admissions Lounge triggered the QUESTT early warning tool on
two occasions during Quarter 2. The themes include:
•

New Ward Leader in post;

•

Vacancy rate higher than expected;

•

Unfilled shifts higher than expected;

•

Sickness higher than expected.

The ward has since transferred to the Specialist Medicine Care Group (from
October 2020) and the staffing templates have been reviewed to align with an
acute medical ward. A bespoke recruitment campaign is being developed for the
ward.
3.3 Specialist Medicine (Appendix 3)
3.3.1

Safety
Safety successes include zero pressure ulcers above category 2 reported by the
Care Group during Quarter 2. This has been consistent for 24 consecutive
months.
There has been an increase in the number of falls reported in the Care Group
towards the end of the Quarter with a total of 54 falls reported during this time
(this includes data from SAL which if removed would equate to 36 falls an actual
reduction). With the exception of SAL (already reported on in the General
Surgery and Cancer Care Group section) the majority of the falls have occurred
on Grenville, CIU and Roskear Wards with areas reporting 12, 8 and 7 falls
respectively for Quarter 2. Two of the falls resulted in moderate or severe harm
these occurred on Wellington and Wheal Prosper. The Care Group is taking
action to reduce falls by ensuring thorough skin bundles and falls debriefs are
completed, a low threshold for level enhanced care / 15 minute Care Rounds as
required is embedded. Wellington Ward are working with the Lead Nurse for
Quality and Safety to strengthen the safety huddle process. The expectation is
10
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that this will clearly highlight those patients who are “high” risk of falls, pressure
ulcers and acute deterioration rather than being seen as a tick box exercise.
Thirteen hospital acquired thrombosis (not yet validated to determine if
preventable) were reported by the Care Group in Quarter 2. VTE assessment
has been consistent above 90% in July and September 2020. VTE prophylaxis
dropped to below 90% compliance in the first two months of Quarter 2 but has
since increased to 94% in September 2020. It is not known why this decrease
occurred; this is being further looked into.
The Care Group have seen an increase in the number of infections reported in
Quarter 2. Of particular concern is the nine C.difficile infections reported. Four of
these occurred on Grenville Ward. A meeting was scheduled to take place on 10
November 2020 to review all cases to determine if there are any opportunities for
learning, unfortunately this has had to be postponed due to sickness within the
clinical team and has been re-scheduled for 1 December 2020. All specimens
have been sent to the reference laboratory for ribotyping and to date all have
been different types suggesting cross infection has not occurred.
3.3.2

Workforce
Nursing vacancies were highest on Wellington and Roskear Wards; however
with 5 preceptees joining both wards, they are now near to being fully
established. The Care Group have recruited to a generic Band 5 posts, the
successful candidates have been placed on SAL. There is currently no
substantive Band 7 on SAL however a secondment post has been advertised.
Agency use remains low across the Care Group whilst enhanced controls
remain in place.
Completion of appraisals has dropped during Quarter 2 ending with an 84%
compliance rate in September 2020. This remains a focus for the Care Group
with monthly trajectories in place. Not all appraisals have been recorded on ESR
which is being addressed. Dates are being arranged for outstanding appraisals.

3.3.3

Patient Experience
Nine formal and eleven informal complaints were received by the Care Group in
Quarter 2. The main themes include:
•

Visiting;

•

Communication.

In addition to current communication tools available, in attempt to improve
communication further Wellington Ward are planning to make a video to share
with relatives so that they are able to visualise the ward setting and introduce the
staff.
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The Friends and Family response has been low as per all Care Groups during
this quarter due to limited access to paper forms. Only Roskear Ward has
continued to collect data. Their response rate is 69% and they consistently score
above 93% recommended. Other options for feedback are being reviewed by the
Patient Experience Team such as use of electronic devices and SMS. There has
been a national pause on FFT; however this is expected to recommence from
December 2020.

3.3.4

QUESTT
SAL was the only ward that triggered the QUESTT early warning tool during
Quarter 2 and has been discussed in section 3.2.4.

3.4 Specialist Services and Surgery (Appendix 4)
3.4.1

Safety
Safety successes include zero pressure ulcers greater than category 2 reported
by the Care Group in Quarter 2. This has been a persistent position for over 12
months. The Intensive Support Programme on the Gastro and Liver Unit GLU
has thought to have contributed to this as there has been a drive on pressure
ulcer prevention including promotion of the Care Rounds, the use of skin bundles
and the introduction of post incident debriefs.
The number of falls reported across the Care Group has continued to reduce
with 13 being reported in Quarter 2, none of these were associated with
moderate or severe harm. The post falls huddles have been very effective on the
Gastro and Liver Unit.
VTE assessment continues to be maintained throughout Quarter 2 with 99%
compliance. VTE prophylaxis performance has dropped during Quarter 2 to only
69% compliance. The Care Group are currently investigating as to why this has
occurred.
Hospital acquired infections remain within normal variation in Quarter 2.

3.4.2

Workforce
The nursing sickness rate across the Care Group continues to decrease and is
currently 5.7%. The Head of Nursing and People Partner are co-ordinating
responsive actions within the Care Group and also participating in Trust work
streams from the Operational Workforce Group.
Nursing staff vacancies is 10.91 WTE in Quarter 2 despite the figures reported
on the Ward to Board Dashboard. Ongoing successful recruitment of new
nursing personnel Registered Nurses and Healthcare Support workers
continues.
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Current compliance with appraisals is 82.6%. Significant work is taking place
within the Care Group to ensure that the direction of travel is the correct one.
Key activities include:
•

Weekly reminders and monitoring on a line by line basis;

•

Diarising and scheduling appraisals;

•

Uploading on to ESR.

Support is on hand for any administrative work that is required. Any challenges
to completion are discussed at the weekly Care Group Huddle.

3.4.3

Patient Experience
The Friends and Family response has been low as per all Care Groups during
this quarter due to limited access to paper forms. Other options for feedback are
being reviewed by the Patient Experience Team such as use of electronic
devices and SMS. There has been a national pause on FFT; however this is
expected to recommence from December 2020.

3.4.4

QUESTT
None of the wards triggered the QUESTT early warning tool during Quarter 2.

3.4.5

Intensive Support Programme GLU
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 97 Actions on the current
version. All but three of the actions have been completed. These are all related
to staff retention and include:
•

Work with the nursing team to develop staff rest room resource area;

•

Evaluate Pulse Check Survey Results for GLU;

•

Develop Gastro Study Day for expected new starters and learners.

The Care Group are working to close the remaining 3 actions.
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.
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3.5 Urgent Emergency Trauma and Eldercare (Appendix 5)
3.5.1

Safety
Safety success for the Care Group includes no hospital acquired pressure ulcers
greater than category 2 were reported by the Care Group in Quarter 2.
Unfortunately there has been an increase in falls in Quarter 2 with 118 falls
reported compared to 82 falls reported in Quarter 1. Five of these resulted in
moderate / severe harm and occurred on AMU x2, ED, Phoenix and Tintagel. On
initial review of the cases two incidents relate to the use of appropriate footwear
and red socks. Two of the incidents surround the care of patients with known
dementia / delirium and supervision at night. One patient was transferred after
midnight 3 hours prior to the fall occurring.
Actions being taken by the Care Group include: encouraging the correct use of
falls mats; encouraging meaningful activities with patients; staff to document
changes in patients condition promptly; reviewing staff allocation within wards to
ensure staff are appropriately allocated to patients and the enhanced care policy
regarding provisions of care for those patients requiring level 3 and level 4 care
being re-iterated to all staff.
Nine hospital acquired thrombosis have been reported by the Care Group, not all
have been validated however data to date does not suggest any were
preventable. The number of VTE assessments completed remains within normal
variation and compliance is currently at 98%. VTE prophylaxis is currently at
100% compliance.

3.5.2

Workforce
The nursing vacancy rate across the Care Group is currently at 64.6 WTE. The
Care Group is actively recruiting to their vacancies but are awaiting several
International nurses to arrive over the next few months; this is being tracked
through the 2 weekly staffing meetings and weekly update from recruitment. In
the short-term Kernowflex are supporting the Care Group in providing block
booking and fixed term contracts.
Completion of appraisals has ranged between 82 – 87% compliance within
Quarter 2. Two areas within the Care Group (AMU and SDMA) have met the
Trust target for compliance during this time. The Head of Nursing and the HR
People Person continue to work closely to improve compliance. A spreadsheet
for each ward has been completed along with a monthly trajectory. This is
reviewed on a weekly basis by the HON and Clinical Matron where any
obstacles to completion are raised with solutions to overcome agreed.

3.5.3

Patient Experience
14

Page 162 of 288
The Friends and Family response has been low as per all Care Groups during
this quarter due to limited access to paper forms. Other options for feedback are
being reviewed by the Patient Experience Team such as use of electronic
devices and SMS. There has been a national pause on FFT; a
recommencement date is awaited by NHS England.
There were twenty formal and forty four informal complaints received by the
Care Group in Quarter 2. The main theme of complaints received relates to how
staff communicate with patients and their relatives. Actions being taken in the
Care Group to address this include:

3.5.4

•

More IPADs are available across the Care Group to allow patients to
communicate with their relatives face to face albeit remotely. Some of the
IPADs have been donated by a relative following their relatives stay and
the positive experience they had from using them;

•

A sticker is being trialled on Phoenix and Tintagel, this has been
introduced by a doctor and is added to the notes once there has been
communication with a relative, if a sticker is not present the nurses know
to remind the medical team that the communication still needs to happen
or where appropriate make contact themselves, so far this is providing
very positive and is also able to be evidenced;

•

Where poor communication has occurred this is being shared via a
scenario style learning at Ward Leader meetings to ensure onward
cascade to their own teams;

•

Where the stickers are not yet in use the wards are displaying the posters
provided by the Patient Experience Team on the doors of each bay
indicating whether calls have been made relatives, we have also reissued
the communication prompt and tips on how to deliver bed news to help
staff feel more supported and prepared for difficult conversations;

•

Going forward Discharge Co-ordinators will be utilised more to ensure
effective communication.

QUESTT
Three wards triggered the QUESTT early warning tool during Quarter 2. These
were Phoenix (September 2020), Tintagel (August 2020, September 2020) and
Trauma (August 2020). All have action plans in place to address the main
themes which are:
•

Vacancies higher than expected;

•

Sickness higher than expected;

•

Opening of additional capacity;
15
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3.5.5

•

Appraisals below expected;

•

Increase in complaints;

•

Increase demand on capacity.

Aspire Improvement Plans
Since the Ward Accreditation Programme recommenced; all wards within the
UET care group have been reassessed. Four wards have been awarded White
status. These are:
• Phoenix;
• Tintagel;
• AMU;
• Kerensa.
The wards are in the process of developing their Improvement Plans and
progress against these will be reported in the monthly Ward to Board report.

3.6 Women Children and Sexual Health (Appendix 6)
3.6.1

Safety
Safety successes include VTE assessments have improved during Quarter 2
and are maintained at 94% compliance. Compliance with prescribing prophylaxis
has also improved reaching 100% compliance in July 2020.
Compliance with infection control audits has been maintained above 95% during
Quarter 2.
The number of falls reported remains static with four falls reported by the Care
Group none of which resulted in moderate/severe harm.
One pressure ulcer which is categorised as greater than category two was
reported by the Care Group on Eden Ward. This was categorised as
unstageable initially but on further investigation it has been graded as category
2.

3.6.2

Workforce
The combined nursing/midwifery vacancy for the quarter remains low with
vacancies at 6.4 WTE at the end of the quarter this equates to a vacancy rate of
1.9%.
Nursing and midwifery sickness has seen a slight increase during Quarter 2
ending the Quarter with a sickness rate of 4.3%. Stress related illness appears to
be a theme. The Care Group Management Team continue to have a strong
16
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focus on overall health and wellbeing and work closely with Occupational Health
and People Partners to support staff who are on sick leave.
Appraisals have fallen during Quarter 2 to 71%. There has been a significant
focus in areas where appraisal rates were particularly low. This has included
individuals identified within teams to support the planning of appraisals, and the
provision of administrative support to manage ESR uploading where needed.

3.6.3

Patient Experience
The majority of complaints received in the Care Group during Quarter 2, relate to
visiting in maternity. The Visiting Policy has been reviewed on a monthly basis
(now every two weeks) and further changes have been made to allow partners to
attend the 12 week scan. The Care Group continue to work with Maternity
Voices Partnership during these challenging times.

3.6.4

QUESTT
No areas within the Care Group have triggered on QuESTT this quarter.

4. Conclusion
Forty five Hospital Acquired Thrombosis were reported in Quarter 2. To date none have
been identified as being preventable. VTE assessment has decreased slightly during
Quarter 1 to 95%. Prescribing VTE prophylaxis increased to 96% the highest compliance
since the Ward to Board Dashboard was introduced.

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.
One hospital acquired pressure ulcer greater than category 2 was reported in Quarter 2;
however on further investigation this was a category 2 pressure ulcer.
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The number of falls across the Trust has increased to 285 in Quarter 2 from 219 in
Quarter 1; an increase of 66. The number of falls with moderate / severe harm has
increased from 3 in Quarter 1 to 15 in Quarter 2. This is of increasing concern and in
response the Falls Practitioner has undertaken a thematic review into falls resulting in
moderate/severe harm which occurred from 1 April 2020 – 12 August 2020. 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. It is
expected that this will be available from 1 December 2020.

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;

•

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;
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•

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 since been held on 5
October 2020; actions from this include the Falls Prevention lead working with the
Therapy team to strengthen the process for vision assessment, the Falls
Prevention Lead to liaise with Learning and Development to ensure falls
prevention is added to mandatory training, request therapy representation at the
meetings,

•

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;

•

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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•

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.
Four of the in-patient areas triggered the QuESTT tool in Quarter 2. The main themes
include vacancies and sickness which Care Groups continue to action.
Nursing vacancies have gradually reduced over the quarter as new recruits
commenced.
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 2020, twenty five wards have been assessed; scores for 21 of these have
now been evaluated as follows: one ward received silver accreditation status, eleven
received bronze accreditation status and nine have received white accreditation status.
The Team Leads are in the process of providing feedback to these areas hence names
not being provided in this report.
Due to the increase in the number of wards being allocated white status, a review of the
nine wards where white accreditation status has been awarded is being undertaken by
the Deputy Director of Nursing, Midwifery and AHPs at the request of the Joint Director
of Nursing Midwifery and AHPs to identify if there is a specific area where a renewed
focus is required. Preliminary findings indicate that one domain of the Accreditation
Framework – Ward Climate Survey a questionnaire that evaluates team cohesiveness has had limited returns from these wards. A 50% return rate is required to allow
appropriate scoring. A review of comments from returns made will be completed to
identify any concerns raised by staff and a renewed focus on the importance of this
element of the accreditation will be carried out in November with the Clinical Matrons.
Feedback on the review will be provided in the next monthly 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.
A further five wards have now undergone the accreditation process and their scores are
currently being collated. Five other wards are due to be completed by the end of
November 2020 and three early in December 2020. The dates for the remaining two are
still to be confirmed. Once all Community Hospital Wards have been accredited a tool for
the Mental Health Wards will be developed early in the New Year.
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5. 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;

•

A review of the nine wards which have received white accreditation status to be
undertaken by the Deputy Director of Nursing, Midwifery and AHPs to identify if there
is a specific area where a renewed focus is required. Preliminary findings indicate
that one domain of the Accreditation Framework – Ward Climate Survey a
questionnaire that evaluates team cohesiveness - has had limited returns from these
wards. A 50% return rate is required to allow appropriate scoring. A review of
comments from returns made will be completed to identify any concerns raised by
staff and a renewed focus on the importance of this element of the accreditation will
be carried out in November with the Clinical Matrons. Feedback on the review will be
provided in the next monthly report;

•

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;

•

Detailed investigation to be completed on all falls resulting in moderate/severe harm
during September 2020;

•

All Community Hospital Wards to have base line assessment with Aspire V4 by the
end of November 2020;

•

Accreditation tool for Mental Health to be completed and available for use by January
2020;

•

The Operational Workforce Group will continue to meet to oversee workforce
management including rostering, use of temporary staff and recruitment;

•

Currently The Deputy Directors of Nursing, Midwifery and Allied Health Professionals
at the request of the Joint Director of Nursing, Midwifery and Allied Health
Professionals are undertaking a full nursing establishment review to look at staffing
going forward especially in line with the many changes COVID – 19 has and will
continue to bring about;

•

Monthly reports will be submitted to the Executive Quality and Safety Board and
Quality Assurance Committee with a quarterly report to Board;

•

The Committee is requested to note the content of the report.
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Appendix 1 Ward to Board dashboard Anaesthetic Critical Care and Theatre
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Appendix 2 Ward to Board dashboard General Surgery and Cancer
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Appendix 3 Ward to Board dashboard Specialist Medicine
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Appendix 4 Ward to Board dashboard Specialist Surgery
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Appendix 5 Ward to Board dashboard Urgent Emergency and Trauma
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Appendix 6 Ward to Board dashboard Women Children and Sexual Health
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Executive Summary
Meeting:
Report Title:

Trust Board in Public
Internal Quality Summit Report &
Action Plan

Author:

Naomi Burden, Clinical Lead for Culture Change & Improvement
& Bernadette George, Director Of Integrated Governance
Kim O’Keeffe, Deputy Chief Executive & Director Of Nursing,
Midwifery & Allied Health Care Professionals

Executive Lead:

Kim O’Keeffe, Deputy Chief Executive & Director Of Nursing,
Midwifery & Allied Health Care Professionals

Purpose of
Report

Approve

Endorse

X

Date:
Agenda
Item:

03.12.20
11

Discuss

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.
Brilliant Improvement - Instilling a culture of quality improvement
where everyone feels empowered to make changes for the benefit of
our patients.
Brilliant Care - Working together in a supportive environment to
attract, develop and retain brilliant people.

Note

X

X

X

Summary of other meetings discussed with and outcome of discussion:
Internal Quality Summit 4 November 2020
Reviewed and approved at the Executive Board 18 November 2020
Discussed at the Quality Assurance Committee 25 November 2020
Addresses Trust Board actions 20.171 di) and 20.159 di)
Summary of the report, key points for discussion including any risks:

Whilst acknowledging the improvements made within the organisation, it is time to
revisit the safety culture and ways of working which may have contributed to the
outcome of unintended and unexpected patient harm.
This report aims to outline the findings of a thematic review of safety concerns,
including Never Events which have occurred within the organisation. This is in
addition to the specific actions plans developed within care groups to underpin the
1
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work of specialist teams.
The report advocates a culture of learning, where potential errors are promptly
identified and actions taken to resolve issues. There is a focus on safer ways of
working to reduce the likelihood of error traps through an increased awareness of
patient safety and specific aspects of this such as human factors.
The recommendations made include a longer term look to revisit a programme for
patient safety alongside addressing immediate concerns which have been previously
presented to the Trust Board and were subject to an Internal Quality Summit on the
4 November 2020.
Any widespread programme for improvement must be considered against safety
(including COVID-19 Pandemic secure), organisational capacity to deliver and the
ability to deliver an improved performance given the availability of resources at this
current time.
However, the Trust does have a duty to colleagues and patients to promote and
enable safe and effective care. Despite the current challenges, there is an
opportunity to ensure that patient safety continues to be woven into the fabric of the
organisation to bring a common understanding and improved ways of working to
prevent harm as part of our overall improvement journey to ‘Brilliant’ and our
Strategy to be one of the safest organisation’s in the country.

What is the key question(s) for the meeting to consider?
Does the report and actions identified give a clear way forward to address the
learning from recent Never Events & the Internal Quality Summit.
Recommendation
The Board is recommended to:

1. endorse the need for comprehensive patient safety training programme in the
organisation, and
2. endorse the action plan in appendix 1 of the report and note this will be
delivered where possible in the current climate alongside developing further
prospects for delivery in 2021

Equality and Diversity
Statement

There have been no direct equality and diversity issues
arising from the eight reported Never Events. If the current
themes identified from the thematic analysis and Internal
Quality Summit are not addressed then there is a potential
impact to the people we serve in Cornwall.

Environmental
considerations

There are environmental considerations in ensuring we
maintain a Covid-19 secure environment for our staff and
patients.
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Internal Quality Summit Report & Action Plan
1. Purpose
The Trust has been on an improvement journey over the past two and a half years to
lead, engage and support our staff on our journey to ‘Brilliant’ with patient safety at
the heart of what we do. Our journey of improvement underpinned by our Corporate
Strategy of Brilliant Care, Brilliant People and Brilliant Improvement has engaged
and begun to unite our staff with a sense of purpose. It has also begun to create the
foundations of an improved culture of support, openness, candour and wellbeing,
with a strong focus on safety, quality and culminated in the decision to remove us
from Quality Special Measures in January 2020; a Care Quality Commission rating
of Requires Improvement.
Whilst being disappointed at the time that we were not rated good, we fully
acknowledge that evidence demonstrates that it takes 5 years to embed a culture
change programme. Improvement journeys for Trusts that come out of special
measures are at most risk for ‘going back’ in the first year post exit.
That is now us. After the celebration and bounce of coming out of special measures
earlier in the year and entering the most challenged period ever in the NHS we
witnessed significant safety concerns with 8 Never Events reported and Serious
Incidents occurring where we are not getting the basic principles of safety correct
and sustain the required changes.
At present we are still contending with the continued impact Of COVID 19 Pandemic,
whilst we have not seen the numbers experienced nationally, we continue to work
with system partners in our preparedness for wave two as well as deliver safe care
to patients in Cornwall.
The purpose of this paper looks to address the thematic learning from the Never
Event Incident Investigations competed thus far alongside the outputs from the
Internal Quality Summit held on the 4 November 2020. This is the proposed
organisational response to improving our culture in relation to patient safety.
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2. Background and Links to Previous Papers
A Trust Board Briefing was circulated on the 30 October 2020 outlining the
organisational response to the recent Never Event and Serious Incident/s concerns.
Incorporated were a number of additional actions underway that was previously
presented on the 30 October 2020 where a number of actions were outlined which is
summarised below:
•

The Chief Executive Officer is to meet with the Clinical Teams involved in recent
events to understand the issues underpinning the Never Events;

•

A The Clinical Lead for Culture Change and Improvement in Clinical Practice
commenced in post on the 2 November 2020, and attended the Internal Quality
Summit as part of this new role in drawing together a wider model for developing
an organisational patient safety culture, actively working with clinical teams;

•

A Patient Safety Specialist is still be nominated, as required by the NHS Patient
Safety Strategy;

•

Specific to the local areas where Never Events and Serious Incidents have
occurred there is enhanced general management and nursing leadership
changes within the Emergency Department and an internal Dermatology Quality
Improvement Plan in response to the three Never Events that have taken place in
that speciality.

•

An Internal Quality Summit was held on the 4 November 2020, led by the Chief
Executive Officer.

4
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By taking a thematic approach, we look to identify the common learning between
services. This is an additional step to the support being given at Care Group level
where action plans following root cause analysis investigation are in place as per the
Serious Incident Reporting Policy. Where a completed Serious Incident Review is
not yet completed, initial information captured within 24 hours alongside further detail
discussed in the Internal Quality Summit has been utilised.
The draft report and action plan was discussed and approved at the Executive Board
on the 18 November 2020 and was discussed at the Quality Assurance Committee
on the 25 November 2020. A verbal update on the outcome of that discussion will be
given at the meeting.
1.

Executive Summary

The timing of this paper provides an opportunity for the organisation to begin to
implement the concepts and recommendations within the NHS Patient Safety
Strategy (NHS, 2019). Our review and subsequent recommended actions are
configured into two areas, patient safety culture and secondly, the knowledge held
by teams for safe systems of work.
Patient Safety Culture
Safety culture describes a number of facets which cumulatively create the conditions
for optimum team performance. This includes an environment in which colleagues
feel safe if they speak up to prevent adverse events, that they will be treated fairly
and with respect.
Diversity within teams has a climate of inclusivity and trust; reflective of the flexible
hierarchy where everyone has an equal voice. This is supported by compassionate
leadership which creates the psychological safety and supports team members to
pay attention to each other to provide the support required to be at their best. This
also support the culture of learning, a system focus on learning where errors are
quickly identified and learning shared. Linking all of these aspects is a compelling
vision, that all those within the organization understand good patient safety, it’s
components parts and the purpose of their work in achieving this.
As part of the thematic review, we have sought to consider where we are discussing
patient safety in the organisation and how we enabling a positive culture which
provides optimal conditions for teams leading to reduced likelihood of unintended
harm.
Safe Systems of Work
Safe systems of work describe the processes and procedures designed to eliminate
or minimise risks to safety. These are more commonly seen in high risk areas where
a greater degree of reliability is required. The thematic review looked to identify
opportunities where ways of working across services required a review, the purpose
of this to ensure that appropriate defences and safety net procedures were designed
into any process improvements.
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Thematic reviews of the incidents and discussions at the Internal Quality Summit
have identified the following:
1. Lack of awareness of safe ways of working to avoid error traps;
2. Safer ways of working were not designed into pathways; this resulted in a lack
of safety nets which act as gateways. If certain critical criterion has not been
met, the procedure should be paused until the issue is resolved;
3. Procedures were not stopped when red flag moments occurred. When a red
flag arises, there is a greater risk of adverse events and therefore a need for a
team to pause and review the situation;
4. Good practice which had been developed in some areas of the organisation
had not been shared meaning a disparity in standard ways of working;
5. The practice regarding optimum application of the WHO Safety Checklist was
not consistently embedded within team practices. The checklist is the final
safety net prior to surgical and interventional procedures; it consists of safety
critical communication, actions and feedback loops to reduce risks in theatre/
interventional environments;
6. The mental models affect an individual’s or teams expectations regarding a
situation. Concerns regarding consent require further review, however initial
feedback highlights that a lack of clarity which may a contributory factor to the
absence of a mental model.
The areas identified through the thematic review can be improved by applying
patient safety concepts including human factors (the study of the interaction of
human and systems to understand the impact on safety system design).

Recommendation
It is recommended that areas identified from the thematic review and Internal Quality
Summit are addressed with urgency (see appendix 1), and a longer term plan for a
sustainable patient safety training programme is developed to commence
immediately with continued delivery throughout 2021.
These actions are in addition to the overall Never Event Action Plan being monitored
through the Quality Assurance Committee.
To reduce the risk of unintended or unexpected harm, and improve the conditions in
which teams operate, a programme in patient safety will be developed for delivery
across the organisation. The programme will start at an awareness level but will also
have the flexibility to focus on specific areas, teams or roles as the need arises.
There is an opportunity to build on the courses already in place such as Being
Brilliant, to reinstate shared learning opportunities which have been stood down
during the response to COVID-19 and begin to develop new packages which
complement the specialist skills of our colleagues.
6

Page 193 of 288

A team training day held within Dermatology in December 2020 will act as an
opportunity for the clinical team to work collectively together, have frank and open
discussions and collectively inform future design and delivery. With mechanisms to
hold each other to account, share learning and ensure they have a single narrative
that all team members understand and feel empowered to speak out ‘hold the line’.
The measurable outcomes of the patient safety programme will be realised through:

2.

•

Improved colleague feedback, including specific surveys focused on safety
climate within teams;

•

Reduction in serious incidents, but we would anticipate increased reporting in
no or low harm events;

•

An increased understanding and application of a ‘Just Culture’ which is
encourages speaking up to prevent harm; ‘do the right thing’.

Areas of Risk

4.1: Safety
It is anticipated that a blended approach to learning will be undertaken by
maximizing virtual platforms. A COVID-19 safe assessment will be undertaken for
practical or in person elements to be undertaken.
4.2: Organisational Capacity to Deliver
During the current response to the COVID – 19 Pandemic, clinicians and non-clinical
leaders who were previously involved in aspects of patient safety learning (delivery
or attending) had been diverted to frontline care. Programme planning will be
conducted in a blended approach which includes virtual as well as face to face / work
simulation training utilising social distancing and the required IPAC precautions.
Non- essential tasks will be undertaken by colleagues who are not delivering
frontline services.
All work will be phased, taking into account operational pressures and a discussion
with relevant Care Groups for a Go/No Go agreement. Whilst there would be a need
to efficient with all our available resources, we must not compromise on efficacy of
the programme.
The new role of The Clinical Lead for Culture Change and Improvement in Clinical
Practice will be pivotal in working with the Clinical Teams on the frontline to
understand their current practice, change methodology to implement, engagement,
implement and sustain changes, monitor and share learning. Understanding human
factors, team ethos and engaging staff will be the key to unlocking a ‘climate of
safety’. This is a key component of ASPIRE, our Ward Accreditation process, which
has facilitated monitoring and assurance as opposed to reassurance

7
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4.3: Performance of the Programme
The curriculum will be designed to ensure a layered approach of awareness to
higher levels dependent on indicators such as clinical risk, safety performance and
staff or &/patient feedback. The programme will be evaluated to ensure it is meeting
the needs to teams and the organization. Performance including cultural indictors will
be woven into the design and reported through the Executive Board and Quality
Assurance Committee.

3.

Link to Trust Objectives and Corporate/Board Assurance Framework
Risks
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 four
principal strategic risks aligned to the current issues are outlined below.

•

Brilliant Care: BC 1.1: Provide care that is safe and avoids harm; Risk ID
7013;

•

Brilliant Improvement: BI3.1: Ensure that everyone has the capability and
capacity to pursue quality improvements for our patients; Risk ID 7019;

•

Brilliant Improvement: BI 3.5: Celebrate achievement and will create a culture
that enables continuous improvement; Risk ID 7018;

•

Brilliant People: BP 2.2: Create a safe environment so colleagues feel
supported to speak up; Risk ID 7354.

8
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4.

Governance

The organisation has a legal duty to provide safe and effective care in accordance to
the Health and Social Care Act. There is also a duty to deliver the highest standards
of excellence and professionalism as outlined in the NHS Constitution. We must
provide our colleagues from board to floor with the knowledge, skills and
opportunities to deliver safe care.
The monitoring of the action plan and outputs from the patient safety training
programme will be through the Executive Board and Quality Assurance Committee.

5.

Responsibility

The programme will be overseen by the Director of Integrated Governance in
conjunction with the Clinical Lead for Culture Change & Improvement in Clinical
Practice and the newly appointed Patient Safety Specialist. The programme will be
accountable to the Interim Joint Executive Director of Nursing, Midwifery and Allied
Health Professionals
8.

Recommendations

The Trust Board is invited to:
1. endorse the need for comprehensive patient safety training programme in the
organisation, and
2. endorse the action plan in appendix 1 of the report and note this will be
delivered where possible in the current climate alongside developing further
prospects for delivery in 2021

Name and Title of Author
Naomi Burden, Clinical Lead for Culture Change & Improvement;
Bernadette George, Director of Integrated Governance
Amended and Approved by, Kim O’Keeffe Interim Joint Director of Nursing,
Midwifery and Allied Health Professionals
Date
24 November 2020

9
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Appendix One

Issue
Lack of awareness of safe
ways of working to avoid
error traps.

Procedures were not
stopped when red flag
moments occurred.

Safer ways of working
were not designed into
pathways, this resulted in
a lack of safety nets

Good practice which had
been developed in some
areas of the organisation
had not been shared.
Shared Learning
Opportunities

The practice regarding
optimum application of the
WHO Safety Checklist was
not consistently embedded
within team practices.

Leadership in Safety
Culture

Response
Patient safety including basic
Human factors training to be
added to mandatory training to all
staff to highlight the importance of
safer ways of working.
Red flags to be incorporated into
patient safety training, including
mandatory training to focus on
warning signals and non-technical
skills
Observations have already been
conducted in dermatology. Further
safety climate assessments will be
undertaken in theatres &
interventional areas.

Timeframe
31.12.2020

Lead
Naomi Burden;
Clinical Lead for
Culture Change
& Improvement

31.03.2020

Patient Safety
Specialist

30.01.2020

Training programme for ‘scrub
craft’ to be designed and rolled out
for all scrub / interventional
practitioners which includes
technical and non-technical skills.
Explore peer system to provide
critical friends in theatre and
interventional environments.

30.06.2020

Naomi Burden,
Clinical Lead for
Culture Change
& Improvement /
Patient Safety
Specialist
Patient Safety
Specialist

31.12.2020

Naomi Burden,
Clinical Lead for
Culture Change
& Improvement

Care group shared learning events
to be reinstated virtually.

28.02.2020

Bernadette
George, Director
Of Integrated
Governance

Updated training in the importance
of the WHO checklist to rolled out
to all theatre and interventional
teams.

31.12.2020

Bernadette
George, Director
Of Integrated
Governance

Annual team based training Pilot
with the Dermatology study day 8th
December to inform programme
design

08.12.2020

Bernadette
George, Director
Of Integrated
Governance

Leadership exchange on 16th
December to be used to explore

16.12.2020

Naomi Burden,
Clinical Lead for
10
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Issue

Response
this further

Timeframe

Being Brilliant bitesize curriculum
for patent safety to be re-visited to
ensure skills and expectations of
leadership in safety culture and
safer ways of working are
delivered.

31.12.2020

Build capability to the governance
leads by developing a training
programme to the governance
leads to ensure patient safety
science meets the requirements of
the NHS Patient Safety Incident
Response Framework (PSIRF)

31.12.2020

Explore the issues around consent
from the recent Never Event
diagnostic phase and develop a
comprehensive action plan to
address issues identified

15.12..2020

Allister Grant,
Medical Director

Review outputs from the Internal
Audit Southwest Consent Audit
which is about to commence to
inform organisational learning

30.03.2021

Allister Grant,
Medical Director

Identifying a clinical lead for
consent.

19.12.2020

Allister Grant,
Medical Director

Communication of safety
messages across the
organisation

Review the content, format and
mechanisms for discussing patient
safety in the organisation.

12.12.2020

Design of a patient safety
training programme.

To offer a comprehensive package
from awareness through to
specialist requirements.

Modelling informed
consent process to ensure
a shared model

Lead
Culture Change
& Improvement
Naomi Burden
Clinical Lead for
Culture Change
& Improvement /
Bernadette
George, Director
Of Integrated
Governance
Richenda
Tisdale, Deputy
Director Of
Governance

Naomi Burden,
Clinical Lead for
Culture Change
& Improvement
Commencing Patient Safety
1.12.2020
Specialist.
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Executive Summary
Meeting:
Report Title:
Author:
Executive Lead:

Trust Board in Public
Quality Account 2019/2020

Date:
03.12.20
Agenda
12
Item:
Bernadette George, Director Of Integrated Governance
Kim O’Keeffe, Director Of Nursing, Midwifery & Allied Health
Care Professionals

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.
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

x

x

Purpose of the Report
Approve
x
Discuss
Note
To approve the Quality Account following feedback from external key stakeholders

Consultation – other meetings discussed with and outcome of discussion:
Review with individual authors / operational leads on core narrative
Reviewed by Director Of Integrated Governance
Reviewed by Director Of Nursing, Midwifery and AHP’s
Reviewed and recommended for approval to the Trust Board by the Quality
Assurance Committee, June 2020 and November 2020
Reviewed and recommended for approval to the Trust Board by the Audit & Risk
Committee November 2020
Reviewed by external stakeholders, still awaiting expected 25th November 2020
•
•

Statement from Healthwatch Cornwall - requested
Statement from Council of the Isles of Scilly – requested

Summary of key points
2019/20 quality accounts: providers of NHS services are required to prepare a
quality account by the Health Act 2009 (as amended by the Health and Social Care
Act 2012) and the quality account regulations. Due to Covid-19 amendments have
been made to the requirements this year including a recommended submission date
by the 15 December 2020for uploading to NHS Choices and there has been no
requirement for an external auditor opinion in this reporting year.
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The Quality Account 2019 / 2020 reflects the key achievements in relation to quality
and safety over the year and has been aligned in terms of quality priorities for 2020 /
2021 to the engagement work undertaken with staff and patients in 2019 in relation
to developing the Brilliant Care Strategy and key milestones associated with that and
are:
• Going live as an early adopter of the New National Patient Safety Investigation
Framework
• Carers Strategy
• Implementation Of The Medical Examiners Role
The report has been reviewed both internally and by external key external
stakeholders for commentary. Two remaining stakeholders are expected to give
feedback on the 25th November 2020. No material issues have been raised so far
and positive feedback received on our quality achievements for 2019/2020 and our
quality priorities for 2020/2021.

What is the key question(s) for the meeting to consider?
Does the Draft Quality Account give a fair and accurate reflection of quality
achievements over the year 2019 /2020

Key risks
No material risk identified at this stage and none expected from external stakeholder
review at this stage. In relation to the link to risks on the Board Assurance
Framework/Corporate Risk Register:
• Brilliant Care: BC 1.1: Provide care that is safe and avoids harm; Risk ID 7013
• Brilliant Improvement: BI3.1: Ensure that everyone has the capability and
capacity to pursue quality improvements for our patients; Risk ID 7019
• Brilliant Improvement: BI 3.5: Celebrate achievement and will create a culture
that enables continuous improvement; Risk ID 7018
• Brilliant People: BP 2.2: Create a safe environment so colleagues feel supported
to speak up; Risk ID 7354

Recommendations and reasons
The Board is recommended to approve the draft 2019 /2020 Quality Account to
publish on the NHS website

Equality and Diversity
Statement

Drafted in line with the Trusts Equality & Diversity Strategy

Environmental
considerations

Positive impacts in relation to the environment can be
demonstrated through this report in relation to Outpatient
Transformation.
2
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1. Introduction and Summary
1.1 Chief Executive’s statement on behalf of the Trust Board
The Royal Cornwall Hospitals NHS Trust is a provider of acute, emergency and planned
care services and in 2017 the Trust was put into quality special measures following a
Care Quality Commission inspection. Since that point and continuing through 2019/20,
we have worked incredibly hard to improve the quality and safety of our services for the
people of Cornwall and the Isles of Scilly. All that effort was rewarded by a return visit of
the CQC in December 2019 when inspectors described us as ‘unrecognisable’ and
recognised tangible signs of improvement in so many areas. That resulted in a
recommendation for the Trust to be released from special measures which happened in
April 2019
All our staff have contributed to making our hospitals a very different place to work and
receive care and I am very proud of everything we have worked together to achieve.
There were significant improvements and real achievements to celebrate during 2019/20,
such as improved performance in meeting the 4 hour emergency access standard,
significant improvements in our referral to treatment times and having zero Never Events
in 13 consecutive months. Yet we don’t underestimate that there is still much more to do
whilst we continue to be overall rated as ‘requires improvement’ with key areas for
improvement being within the safe and responsive domains. We have proved what can
be achieved in a relatively short time and we are determined to keep the momentum
going, so we become the safest hospitals to receive care in the country.
We must recognise that at the end of 2019/20 we had to consider and make some
remarkable changes in the way we work across our hospitals and with our partners in
health and social care in response to the Covid-19 pandemic. We have transformed a
number of services at incredible pace including a move to virtual outpatient appointments
and clinics which has been well received by both patients and clinicians.
Providers of NHS healthcare are required to publish a quality account each year, in
accordance with the Health Act 2009. The Quality Account provides assurance to our
patients, the public and commissioners that RCHT is committed to providing the highest
level of care for our patients and evaluates our performance against the three domains
of: patient safety, clinical effectiveness and patient experience. We also describe our
priorities, plans for quality and safety and how these will be measured for 2020/21.
Further information on Quality Accounts can be found on the NHS website.
We continue to be ambitious about our future and strive to improve and aspire to achieve
greater things. We have made huge strides in 2019/20 with quality improvement at the
heart of everything we do so we can become and, remain a brilliant place to work and
receive care.
To the best of my knowledge the information in these quality accounts is accurate.
Kate Shields - Chief Executive
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1.2 What did we say we would do in 2019 /2020?
As part of the Trust Improvement Plan, we made a wide range of commitments in last
year’s Quality Account to improve the quality and safety of the care we provide. This
section sets out an update on the progress made on each of these commitments.
1.2.1 Patient Safety Strategy
Our Patient Safety Strategy is part of the Trust’s Brilliant Care Strategy. In early 2019, we
held a number of roadshows across the trust where we spoke to patients, colleagues and
partners about what Brilliant Care meant to them, using this feedback to inform the wider
Trust strategy.
Building on this feedback, in September 2019 we held Brilliant Care Week, which
coincided with world Patient Safety Day. We used this week to undertake a wide range of
engagement with our colleagues and patients. Part of this engagement included patient
safety conversations, which were held across all of our Care Groups and departments.
As part of the patient safety conversations, we asked staff and patients to complete a
postcard, saying what patient safety means to them, what we do well, and what is
concerning/bothering them. Overall, we received over 1000 comments, which we used to
inform our Brilliant Care strategy.
Nationally, the NHS Patient Safety Strategy was launched in August 2019, which
focussed upon three key areas:
•
•
•

Insight: Improving understanding of safety by drawing intelligence from multiple
sources of patient safety information
Involvement: Equipping patients, staff and partners with the skills and
opportunities to improve patient safety throughout the whole system
Improvement: Designing and supporting programmes that deliver effective and
sustainable change in the most important areas

Patient safety is the avoidance of unintended or unexpected harm to our patients whilst in
our care. At Royal Cornwall Hospital NHS Trust (RCHT), we have an ambition of
becoming the safest hospital in the country, measured through benchmarking of key
safety metrics. The Patient Safety Strategy is integral to the first pillar i.e. safety in our
Brilliant Care Strategy and will focus on the following three areas in 2020/2021:
•
•
•

Continued harm reduction: we have an ambition to reduce this by 50% over the
next three years
Improving Insight
Growing staff knowledge and capability with patient safety

Over the last 12 months we have made a number of improvements in these areas as we
have developed our strategy.
The key improvements made include:
•

Reducing the number of patients waiting more than 52 weeks for their procedure
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•
•
•
•
•

from a high of 518 in 2018/19 to zero in October 2019
9.6% improvement in our Hospital Standardised Mortality Ratio (HSMR) mortality
indicator between November 2018 and November 2019
4.5% improvement in our Summary Hospital-level Mortality Indicator (SHMI)
mortality indicator between October 2018 and October 2019
10% reduction in falls resulting in moderate, severe or catastrophic harm between
February 2019 and February 2020.
66.7% reduction in RCHT acquired pressure ulcers between February 2019 and
February 2020
Only three instances of Hospital Acquired Thrombosis between February 2019
and February 2020 – a decrease of 84.2% from the same period in 2018/19

Patient Safety Information – the key improvement made is:
The Trust has invested in two Patient Safety Investigating Ambassadors who champion
the safety of our patients across the Trust and who work alongside our clinicians to
improve the quality of safety investigations. They support our clinicians to undertake
investigations and ensure that the actions put in place are meaningful and will reduce the
likelihood of a similar incident occurring again. The backlog position of zero remains and
revising the process based on staff feedback is a constant part of the Patient Safety
team’s work.
Staff knowledge and capability - the key improvement made is:
Patient safety featured as Module 2 of the five part Being Brilliant Leadership
programme. The module focus was on facilitating conversations on the importance of
promoting psychological safety, speaking out in relation to patient safety and promoting
civility amongst staff to support enhanced team working. The first 1,000 leaders have
been through the programme, which commenced July 2019.
Our focus for 2020/2021 includes:
•

Early adopter implementation for the new National Patient Safety Investigation
Framework alongside Cornwall Partnership Foundation Trust and Kernow Clinical
Commissioning Group

•

By 2021, we will have Patient Safety Ambassadors in all of our Care Groups

•

Creation of patient safety programme for 2020/2021

•

Delivery of 1000 Brilliant Care Module to over 1000 staff

•

50% of outpatients delivered virtually

•

Full implementation of the front door frailty model across the Cornwall system
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1.2.2 RCHT Outpatient Transformation Programme
Outpatient services are often the first point of contact that most planned care patients
have with our Trust. Getting things right at this stage of the pathway can have significant
benefits in terms of patient safety, quality and cost, and is integral to the overall Trust and
confidence the patient (and their carers) have in the Trust.
The management and delivery of outpatient services is frequently complex, often
requiring the co-ordinated delivery of parallel and/ or sequential process steps by a range
of clinical and non-clinical staff across many disciplines and departments.
We recognise that outpatient transformation is required if we are to deliver our strategic
goal of providing ‘Brilliant Care’, always providing safe, timely, effective, compassionate
and equitable person-centred care.
Our strategic objectives for the RCHT outpatient services are that:
•

We will deliver safe outpatient care in the right place, at the right time, by the right
people

•

We will use our workforce effectively and flexibly to deliver safe, efficient and cost
effective care

•

We will design outpatient services around the needs of our patients to ensure they
are fully engaged in their treatment in a way that enables them to take
responsibility for their own care whenever possible

•

Patients will not be brought back for unnecessary appointments

•

Patients will be informed about their pathway and will know why they are attending

•

We will empower patients to self-care and provide appropriate access to services
that enables safe discharge so that they feel safe in doing so

•

Evidence based patient pathways will be developed for the most common
conditions that span primary and secondary care

•

Variation in core processes will be minimised in order to improve clinical, service
delivery and administrative quality

•

Our support processes and services will be aligned to deliver care in ways which
minimise avoidable delays and non-value adding activities

•

Clinical teams will be fully engaged in the management of the service and will use
clear metrics to measure service delivery and improvement

•

We will pursue digital maturity within our outpatient services to ensure that
technology can support alternative models of care and promote better
communication across primary and secondary care

The Outpatient Transformation Board is working to deliver the following three work
streams, which are aligned with the Cornwall and Isles of Scilly Health and Care
Partnership outpatient transformation work streams:
Work Stream 1 – Referral Management - Creating a systemic approach ensuring high
quality referrals are made by General Practitioners, in line with patient choice and
Commissioner policies, in a timely manner.
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Work Stream 2 – Transforming Delivery - Transforming the delivery of outpatient
services. Whilst the CQC report updated in October 2017 noted that there were “strong
innovative practices across the outpatients department” and a range of ‘transformational’
initiatives are in place across our services (e.g. Advice & Guidance, virtual clinics etc.) we
recognise that further transformation is required.
Work Stream 3 – Self-management & Care - Supporting clinicians to work with patients
and each other to enable patients to be more independent, able to self-care and escalate
when needed, achieve outcomes beyond the traditional clinical measures. This will avoid
unnecessary appointments and follow ups.
During 2019/20 the Trust has implemented a range of projects under the three work
streams, whilst continuing to expand existing initiatives:
Referral Management:
•

New Outpatient Referrals – comprehensive review of referral criteria by speciality
and a review of the process for applying criteria has been completed and we have
identified opportunities for new service delivery models

Transforming Delivery:
•

Follow-up Waiting List Validation – a data quality check of the To Be Seen date on
the follow-up waiting list and correction of prospectively booked follow-up
appointments that are not compliant with the Access Policy and identification of
patients potentially suitable for Patient Initiated Follow ups (PIFU)

•

Video Consultation – now live and available to specialties wishing to offer video
consultation to patients. The project will include a focus during 2020/21 on
reducing need for Isles of Scilly patients to travel to the mainland for consultation

•

Centralised Outpatient Services – will deliver a redesigned, streamlined outpatient
pathway underpinned by digital solutions including a patient portal. This will also
include development of a strategy for how we offer different modes of
communication to patients, so our patients can choose how they communicate
with us and we can communicate with them

•

Outpatient Patient Experience – communication network established for RCHT
Outpatient departments, including the launch of weekly Safety Huddles from July
2019. From October 2019, a new Friends & Family Test was introduced to
improve the data we collect about our patients’ experiences within our outpatient
areas and inform further service improvement. Outpatient Accreditation was
launched in January, enabling formal internal review of our outpatient areas

•

Outpatient Clinic Letters – a standard process for outpatient clinic letters has been
developed and shared with the Care Groups for implementation

•

Advice & Guidance - continued rollout of this initiative which was started in
2016/17. The focus for the coming year is to ensure advice and guidance by
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RCHT clinicians is offered in all specialties receiving GP outpatient referrals and to
particularly focus on an increase in uptake of the service
Self-management & Care:
•

Patient Initiated Follow-Up – a process and service model has been designed with
the first specialties going live in September 2019. Increased coverage and uptake
is desired in 2020/21

•

Patient Health & Care Videos – a comprehensive library of patient information
videos will be launched in collaboration with specialty teams supporting pathway
redesign and integrating with the patient portal

•

Patient activated further appointment after DNA – piloting from January 2020,
whereby patients activate a further appointment if desired after they have been
discharged following a DNA (Did Not Attend), rather than relying on the GP to do
this

1.2.3 Patient experience, engagement and transparency
Our Patient Experience Strategy is part of the Trust’s Brilliant Care Strategy. We
engaged with our clinicians, patients, families and visitors to the Trust in September 2019
during Brilliant Care Week. This was an opportunity to engage with people to understand
what safe care means to them and what good patient experience looks like. All of the
feedback collected throughout this week has been collated and analysed to inform our
Brilliant Care Strategy. The patient feedback was overwhelmingly positive, with 64% of
patients feeding back that staff are caring; 56% of patients did not raise any concerns
regarding patient safety. Where there were negative comments these were most
commonly due to examples of poor communication in relation to their care, or due to the
cleanliness, in particular for shared patient areas including bathrooms and showers.
During 2019/20 a number of successes were recorded in terms of patient experience and
complaints performance across the Trust:
Key achievements include:
•

Acknowledgement of complaints within three working days consistently benchmarks
at 100%

•

The ‘response to complainants’ trajectory has risen consistently throughout the year,
ending on 84%

•

A full restructure of the complaints and patient experience team has been undertaken
to ensure the department is more patient and care group facing to ensure feedback
from patients and their families

•

A number of workshops have been held throughout the year to coach/upskill
colleagues in the complaints handling process and the part they play in ensuring the
whole process is conducted professionally, in a timely manner and adhering to all
required legislation
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•

Local Resolution Meetings are being digitally recorded for accuracy and has
supported our decrease in dissatisfied complainants

•

A Patient Ambassador already sits on our Incident Review and Learning Group
ensuring the voice of the patient is present at these meetings. This Patient
Ambassador has also attended workshops as Cornwall is an early adopter for the
new Patient Safety Incident Framework

•

This year we have been working with Healthwatch on the development of a
AskCornwall’, an online engagement platform that will enable us to engage with a
wider range of people across Cornwall and the Isles of Scilly

•

The Kernow Maternity Voices Partnership has proven a highly successful example of
service user engagement, playing a part in the cultural change within our maternity
services and leading to a number of improvements in care for parents and babies

•

Setting up a system wide ‘Stay Connected Service’ for patients and their families as
part of our Covid-19 response

Our focus for 2020/2021 includes:
•

Developing further our Carer’s Strategy

•

Enhancing communication with patients and their families whilst their loved ones are
in hospital

•

Ensuring patient stories delivered at all Care Group Boards

•

In line with the national patient safety strategy, we recognise that patients who are
trained in QI would have a significant impact in helping to improve the care we
provide. We will therefore support the development of patient representative panels
that are trained in Quality Improvement, supporting us in our significant improvement
projects through Quality Improvement Patient Panels (QUIPPs)

•

Finally, we want to build upon the input and expertise of our brilliant volunteers, who
give thousands of hours of their time to support the patients in our hospitals. Our
volunteers have a fantastic understanding of what is and isn’t working well, and we
want to improve how we use this knowledge to develop our services. We will build
upon the training and support that is available for volunteers, to encourage more
people to undertake this vital role, and we will also aim to coordinate our volunteers to
work alongside our meaningful activity coordinators, to further enhance the support
provided to our inpatients

1.2.4 Improving Patient Safety in Maternity Services
Following the CQC inspection in October 2017 there were a significant number of areas
within the service that fell short in providing assurance that our service was safe resulting
in 2 section 29a warning notices. 2019 /2020 has been a hugely successful year for the
service which has continued to flourish under a new triumvirate leadership team,
culminating in an overall CQC inspection rating of good overall at the recent inspection
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(December 2019) and the service being recognised nationally in a number of areas for
areas of good practice.
Key improvement made is:
•
•
•
•

•

•
•
•
•
•
•

We have a full time audit midwife and a robust audit schedule which we flex
depending on whether we have recent patient safety issues
We have a Guidelines group which is multidisciplinary and led by a Consultant
Obstetrician. This is the forum where we discuss new guidance and changes to
guidelines based on risk issues
We have commissioned a full review of maternity staffing through ‘Birthrate Plus’
which is approved NICE staffing guidance. This has resulted in an increase in
midwifery staffing and maternity support workers
The maternity and neonatal service have collaborated and developed a Transitional
Care Unit which opened in November 2019. This ensures we are following British
Association of Perinatal Medicine (BAPM) standards and national guidance for
Clinical Negligence Scheme for Trusts (CNST) safety standards in keeping mothers
and babies together and reducing admissions to the neonatal unit
We have excellent relations with our user group Kernow Maternity Voices
Partnership who inform our Maternity Transformation Plan and are involved in
service development, sit on interview panels, review guidelines and assist us to
ensure the service meets the needs of the local women and families of Cornwall
We have a ‘Saving Babies Lives; action plan which sets standards of care for the
prevention of stillbirth, neonatal death and brain injury
The maternity service has achieved all 10 CNST safety standards over the past 2
years and we have a detailed action plan to help us comply with this year’s
standards
We have a Bereavement team of specialist midwives and lead obstetrician to ensure
parents are cared for and supported through the loss of a baby
We have a specialist Perinatal Mental health team in maternity to ensure seamless
care and collaboration with mental health services within the community. Suicide is
the biggest cause of maternal death in the UK
We audit key areas of our care including sepsis pathway, fetal monitoring,
documentation and diabetes care
We have a robust Maternity training Programme including emergency skills drills,
Cardiotocography (CTG) interpretation and fetal resuscitation to support enhanced
team working

Safe Staffing & Workforce Planning
2019/20 continued to be a challenging year for recruiting and retaining our workforce. We
now employ 6079 people (substantive headcount), which equates to 5330.75 substantive
full time equivalents. In addition the Trust employs an average of 574 FTE temporary
bank, agency and locum staff per month. Registered nurses make up 28% of our staff
and 13% are medical and dental professionals (by headcount)
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Resourcing our services with a competent, flexible and compassionate workforce
remains a key strategic challenge for 2020/21. However we are also mindful of the need
to focus our efforts in the more long-term and are considering our workforce needs as
part of our health and social care long term plan. As part of their operational planning, our
care groups have considered the development of new roles and new ways of working to
meet future health needs alongside a changing workforce. Progress has been shared at
our People and OD Transformation Board and through our Leadership Exchange
meetings.
Key successes this year have included:
• Recruitment of over 110 preceptee health care professionals
• Recruitment of 111 international nurses
• The number of registered nurses in post has risen to 1697. This is the highest
number ever employed substantively at the Trust
• 24 colleagues have commenced or continued on apprenticeship programmes
leading to registered nurse or associate nurse registration. A partnership with
Truro and Penwith College and the University of Greenwich gained NMC approval
to provide nursing associate training locally. This was followed by a successful bid
to gain funding to set up an operating department practitioner programme during
2020/21
• We exceeded the public sector target for the percentage of colleagues
undertaking apprenticeships
• Our overall vacancy position has reduced to 8.9%
• As a key part of our organisational development strategy we launched and
delivered our ‘Being Brilliant’ programme to approximately 1000 colleagues. This
programme seeks to embed a positive culture with a focus on compassionate
leadership, patient safety, inspiring people, leading success and quality
improvement
• The implementation of a flexible working project. Initial feedback suggests that the
project is contributing towards colleagues feeling happier and more motivated at
work. The impact on productivity is being evaluated and early indicators in our
histopathology department are very positive
• Availability of an Employee Assistance programme – this gives colleagues access
to a range of support services that can be accessed using on virtual media
Our focus for 2020/21 includes:
• Reduction in agency nursing and locum doctor usage. This will be achieved
through both improved recruitment and retention strategies
• Improving colleague attendance and wellness at work and reducing absence
relating to stress, anxiety and depression. We are continuing the development of
mental health first aid training and the appointment of wellbeing champions
• We will further improve colleague engagement by delivering a number of
initiatives including celebration events, regular pulse check surveys and staff
voice opportunities
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• We will increase flexible working opportunities highlighting the availability of part
time work and ‘retire and return’ options
• We will participate in a system wide virtual organisational development team which
aims to develop transformational patient care programmes that embrace system
wide working
• We aim to increase the number of apprentices further and will seek to maximise
the opportunities for young people to access careers in health and social care
• We will work in partnership with Primary Care Networks to develop portfolio roles
where colleagues wok in both primary and acute care settings
• We will undertake bespoke recruitment campaigns to appoint into specialties
where recruitment of consultants can be particularly challenging. We will review
these roles to maximise work/life balance and opportunities for career progression
• We will continue to develop a culture in which colleagues can talk openly, raise
concerns and are supported to make changes to their practice, services and
systems to improve the care we provide
Developing a sustainable approach to Quality Improvement
We are committed to building Quality Improvement capability and capacity within the
organisation to continue to support the Trust’s journey to Brilliant. In April 2019 we
launched the RCHT Quality Improvement (QI) Hub. The objective of the QI Hub is “to
create an improvement culture where everyone feels able to make improvements for the
benefits of our patients.”
Our Brilliant Improvement objective is supported by five pledges:
1. We ensure that everyone has the capability and capacity to pursue quality
improvements for our patients
2. We use innovation and digital technology to improve the quality, experience and
cost of our care
3. We are growing the Trust’s national reputation for excellence in research and
development
4. We make good use of the resources that are available to us.
5. We celebrate achievement and will create a culture that enables continuous
improvement
Within the QI Hub there is a team of QI Leads, Managers and Facilitators who are skilled
in QI methodology, change and project management, and who are aligned to the Care
Group teams to support local QI. In the last 12 months, we have established a Trust
wide QI program which is designed to deliver large scale transformation across the Trust,
support key improvement priorities within the Care Groups, as well as embedding a
culture of QI throughout the organisation. The Trust has adopted the IHI Model for
Improvement as the RCHT model because this is recognised best practice, and supports
both large scale change and smaller scale tests of change. The diagram below
summarises the three tiers of our QI programme:
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In addition to establishing and delivering Trust wide and Care Group projects such as
Outpatient Transformation, we have commenced delivery of an ambitious QI culture
program, to support sustainable change. The achievements within the QI culture program
include:
•

We have delivered QI Ambassador training to 135 colleagues, including some
colleagues from system partners, equipping them with a high level of QI
expertise. We now have 132 QI Ambassadors across the organisation, which
are skilled to lead and coach teams in QI projects. This training programme
will continue into next year, and will see the QI Hub take this in-house with the
support of the Academic Health Science Network

•

We have delivered training in the Model for Improvement to 60 leaders as part
of the Trust’s Being Brilliant leadership development programme.

•

We have established QI cafes which are an open forum for colleagues to drop
in to the QI Hub to discuss their improvement ideas with the team, learn more
about the Model for Improvement and receive support to take their ideas
forward

•

We have developed and published a comprehensive QI “Brilliant
Improvement” Strategy which details the Trust’s approach to delivering our
improvement aim over the next two years

•

We have welcomed to the Trust two new clinical fellows and a Clinical Lead
for QI who are integral to ensuring that our approach to QI is clinically led

•

We have a QI communication plan which ensures that we celebrate
successes when teams deliver brilliant improvements
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•

We have provided 1484 new staff with an introduction to QI through the Trust
induction program meaning that new starters understand that we will support
and encourage them to make improvements throughout their careers with us

•

We have adopted and rolled out the nationally recognised 15s30m
methodology for small scale improvements, harnessing social media to share
these improvements as part of a growing social movement

The RCHT strategy outlines how we are on a “Journey to Brilliant” and we will use QI to
ensure that all of our colleagues have the capability and capacity to support the Trust in
its improvement goal. Through spreading the knowledge of QI methodology and
supporting people to take forward their ideas for improvements, the QI Hub will continue
to play a fundamental role in enabling everyone to deliver Brilliant Care for our patients in
the year ahead

2. What Are We Going To Do In 2020/21?
2.Process for agreeing the Trust’s priorities for improvement
Implementation of the new National Patient Safety Investigation Framework
The Trust, in conjunction with Cornwall Partnership Foundation Trust and NHS Kernow
Clinical Commissioning Group, are one of seven early adopters of the National Patient
Safety Investigation Framework. This new risk based approach to managing incidents
nationally and locally is a crucial feature of the new National Patient Safety Strategy
published last year.
Working collaboratively with our system partners the Trust will develop a patient safety
incident response plan (PSIRP) which will set out how Royal Cornwall Hospitals NHS
Trust will seek to learn from patient safety incidents reported by staff and patients, their
families and carers as part of our work to continually improve the quality and safety of the
care we provide.
This plan will help us measurably improve the efficacy of our local patient safety incident
investigations (PSIIs) by:
a. refocusing PSII towards a systems approach and the rigorous identification of
interconnected causal factors and systems issues
b. focusing on addressing these causal factors and the use of improvement science 1
to prevent or continuously and measurably reduce repeat patient safety risks and
incidents
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c. transferring the emphasis from the quantity to the quality of PSIIs such that it
increases our stakeholders’ (notably patients, families, carers and staff)
confidence in the improvement of patient safety through learning from incidents
Implementation of the Medical Examiner Role
Following the public enquiries of Shipman, Mid-Staffordshire and Morecambe Bay, the
government announced that a national system of medical examiners will be mandatory
for April 2020 for all NHS Acute Trusts. The planning and governance for the introduction
of this role has been led by the Royal College of Pathologists (RCP). This national
system of medical examiners will be introduced from April 2020.
Why are medical examiners needed and what will they do?
The main purpose of their role is to improve safeguarding for the public. They will be in
place to ensure that the right deaths are referred to the coroner. Within the hospital they
will improve the quality of certification being a point of contact for the medical staff. They
will offer an opportunity for relatives to ask questions. They will be a contact to feed
information to the quality assurance systems. They will be a contact for the coroner’s
office proving medical advice.
Current position
RCHT have been in close contact with Bournemouth Hospital who were an early adopter
for the Medical examiner role. They are of similar size which has enabled the Trust to do
a comparison of costings and staffing levels required.
In April 2019, the overall business case for the introduction of the role was considered at
Executive Board; this was agreed in principle. In the autumn of 2019, the role of lead
Medical Examiner at the RCHT was appointed to become our Medical Examiner.
Also in late 2019 key staff from the RCHT visited Bournemouth to understand first-hand
how the role has been implemented there, and lessons they have learned on the way.
This insight has helped to form thinking on RCHT processes and overall approach for our
implementation.
During January and February 2020, the lead Medical Examiner has sought interest from
his medical colleagues regarding committing a PA to being a Medical Examiner. Interest
was positive and high, with 10 Doctors expressing strong interest
Following the appointment of the Medical Examiners, they will be required to undertake
online training and attend along with the deputy coroner a national event in London.
Engaging and improving the role of carers
A review of the ‘admission to discharge’ journey identified some areas of opportunity for
RCHT in terms of how we support and engage our carers.
RCHT is currently reviewing the benefits we offer carers and looking to enhance this.
There is a carers ‘passport’ currently in place which offers some benefits. However,
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RCHT want to recognise the great work carers do and offer them more, e.g. free meals
on site, free parking. Work is also underway to identify how we promote the carers
‘passport’ more to all carers, how we recognise colleagues who are carers, and what we
can do to offer them more support.
The Trust is also receiving additional support from RCC (Rural Community Charity), two
days a week from Carer Support Workers. The role of the support workers is to engage
directly with carers to discuss any support needs, engage carers in the welcome pack
and what benefits/facilities are currently available to them. RCC also offer community
support to the carers.
3. Board statements of assurance
During 2019/2020 the RCHT provided and / or subcontracted 61 NHS Services.
RCHT has reviewed all the data available to them on the quality of care in 100% of these
NHS services.
The income generated by the NHS services provided in 2019/2020 represents 86% of
the total income generated from
•

the provision of the NHS services by the RCHT for 2019/2020. The remaining 14%
relates to income received for training,

•

research and development, the provision of services to other organisations and
the receipt of Provider Sustainability funding, Marginal Rate Elective Tariff funding
and Financial Recovery Funding.

3.1 National Priorities and Existing Commitments
3.1.1 Learning from Deaths
In March 2017, the National Quality Board (NQB) introduced new guidance for NHS
providers on how they should learn from the deaths of people in their care. NHS
Improvement are leading this agenda and supporting trusts to meet the requirements of
the new guidance. Royal Cornwall Hospitals NHS trust are required to present the
current positon of mortality rates to the Board and advise on the range of issues
announced in the National Guidance on Learning from Deaths.
Breakdown of the annual figure
Between 01/04/2019 – 31/03/2020, 1582 RCHT patients died. This comprised of the
following number of deaths which occurred in each quarter of that reporting period:
•
•
•
•

Between April 2019 – June 2019, Quarter 1, 389 patients died. (including 5
perinatal deaths)
Between July 2019 – September 2019, Quarter 2, 336 patients died (including 4
perinatal deaths).
Between October 2019 – December 2019, Quarter 3, 425 patients died (including
3 perinatal deaths and 1 neonatal death)
Between January 2020 – March 2020, Quarter 4, 432 patients died (including 5
perinatal and 2 neonatal deaths)
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Under the National Guidance on Learning from Deaths, Trusts were mandated to
consider certain deaths as “priority” and therefore be subject to an in-depth review.
These priorities were those relating to the death of an individual with a learning disability,
severe mental illness, a paediatric death, a stillbirth or a maternal death. Additionally,
Serious Incidents (SIs) and complaints involving the death of a patient are considered
priority cases and are subject to a detailed review.
NHSI Conversion Rates
The table below demonstrates the number of reviews completed by quarter as a
percentage of the total number of deaths. Q4 final figures as of 7 April 2020:
Number Percentage
389
%
264
68

Q1 April-June 19
total number of deaths
Reviews completed for Q1
of those reviewed - method of
review:
Webform (formic)
Long Form
SJR
Perinatal Mortality Review tool
Of total number of deaths
reviewed by:
Webform (formic)
Long Form
SJR
Perinatal Mortality Review Tool

Q3 Oct - Dec 19
total number of deaths
Reviews completed for Q3
of those reviewed - method of
review:
Webform (formic)
Long Form
SJR
Perinatal Mortality Review Tool
Of total number of deaths
reviewed by:
Webform (formic)
Long Form
SJR
Perinatal Mortality Review Tool

264

%

195
2
63
5

74
1
24
3

389

%

195
2
63
5

50
1
16
3

Number Percentage
425
%
206
48
206

%

150
0
52
4

73
0
25
3

425

%

150
0
52
4

35
0
12
3

Number Percentage
336
%
202
60

Q2 July - Sept 19
total number of deaths
Reviews completed for Q2
of those reviewed - method of
review:
Webform (formic)
Long Form
SJR
Perinatal Mortality Review Tool
Of total number of deaths
reviewed by:
Webform (formic)
Long Form
SJR
Perinatal Mortality Review Tool

Q4 Jan - Mar 20
total number of deaths
Reviews completed for Q4
of those reviewed - method of
review:
Webform (formic)
Long Form
SJR
Perinatal Mortality Review Tool
Of total number of deaths
reviewed by:
Webform (formic)
Long Form
SJR
Perinatal Mortality Review Tool

202

%

160
2
36
4

79
1
18
3

336

%

160
2
36
4

48
1
11
3

Number Percentage
432
%
86
20
86

%

38
0
41
7

44
0
48
18

432

%

38
0
41
7

9
0
9
18

During 2019/20 1582 patients of Royal Cornwall Hospitals NHS Trust died of which 79*
were “Priority” patients (including perinatal/neonatal). 4 of these patients fell into more
than 1 category. These have been counted only once.
These deaths were:
•

11 Learning Disabilities
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•
•
•
•
•
•

20 Perinatal/Neonatal
1 Severe Mental Illness
18 Complaints
4 Child Deaths
9 Serious Incidents
16 Concern Deaths.

This comprised the following numbers of deaths which occurred in each quarter of
that reporting period.
As of 4 Febraury 2020

Learning Disability
Perinatal/
Neonate
Severe Mental
illness
Complaint
Child Death
Serious Incident
Concern Death
Total

Quarter 1
Apr-June 19
3

Quarter 2
July-Sept 19
1

Quarter 3
Oct-Dec 19
4

Quarter 4
Jan-Mar 20
3*

Total

5

4

4

7*

20

1

0

0

0*

1

6

3

5

4*

18

0

1

0

3*

4

4

2

1

2*

9

3

5

3

5*

16

22

16

17

24*

79

11

By 7 April 2020, 758 case record reviews and 9 investigations (excluding 1 Serious
Incident which was downgraded following investigation) have been carried out in relation
to the total of 11582 deaths included in item 1.1.
All deaths are subject to review by the mortality screening tool (with the exception of
Eldercare who aim to achieve 30%). This will then if required an in depth review by
Structured Judgement Review (SJR). For those deaths which fall into one of the priority
death categories they will be subject to review by SJR (with the exception of
perinatal/neonatal that are reviewed suing the PMRT). All child deaths are required to
have review by SJR, and then are then reviewed externally by the Child Death Overview
panel.
All patients which are flagged within the Learning disability priority are reviewed by both
the specialty at death and the Learning disabilities team; they are then also reviewed
under Learning Disabilities Mortality Review LeDeR.
A summary of what the provider has learnt from case record reviews and investigations
conducted in relation to the deaths identified in item 1.x.
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Learning identified from the review of deaths described above is disseminated through
the minutes of the Mortality Review Oversight Group (MROG). Specialties are asked to
discuss the minutes at their local governance meetings.
Learning, taken from the structured judgment reviews (SJR’s) for the priority deaths
within each quarter.

Learning from Q1 included:
•

•

•
•
•
•

Improving processes and communication between Cardiology, South Western
Ambulance Service Trust (SWAST) and Emergency Department (ED) would ensure
greater specialist input into care for patients not requiring a primary Percutaneous
Coronary Intervention (PCI) but still needing a Cardiology review or opinion.
Ensuring advance notification of arrival where felt appropriate by Cardiology would
ensure handover takes place as a clinical priority and prevent delays in carrying out
Electrocardiogram (ECG).
Ensuring effective space for reception of medically expected patients to reduce
crowding in the Emergency Department.
Ensuring all ward based staff to undertake training on all elements of falls prevention.
It was highlighted that although risk assessments were complete and present within
the documentation however not all were signed and dated.
Revision of the Clinical Guideline, for the management of the latent phase of labour
(observations of the unborn baby) has been revised to provide a focus on
comprehensive monitoring of the fetal heart rate.

Learning from Q2:
•

Admission of all new stroke patients to Hyper Acute Stroke Unit (HASU) (once
opened) with 24 hour observations according to Standard Operating Procedure by
the nursing staff.

•

The importance of correctly completing the falls risk assessment on admission to
identify a patient is at risk of falls.

Learning from Q3:
•
•
•
•
•
•

Ensuring adequate support to parents during and after birth.
Ensuring parents of stillborn babies are in agreement on death certificate.
Avoiding where possible delays in palliative care reviews.
Ensure adequate analgesia is given to patients.
Record decision making in the patients notes including rationale.
Avoid where possible inappropriate ward moves
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Learning from Q4:
•
•
•
•

Ensure community acquired pneumonia protocol used for all patients.
Ensuring correct cause of death listed on death certificates.
If multiple hypoglycemic episodes should an infusion be considered.
Ensure OT assessments are reviewed prior to discharging from the Emergency
Department.

As well as learning from SJR, these is also now a monthly/bi-monthly Learning from
Deaths Newsletter which is being used to disseminate learning to a wider audience within
the trust.
Learning from the perinatal mortality reviews for 19/20
•
•
•

•

•
•
•
•
•
•

•
•

Relaunched the use of Reduced Fetal Movement / Kicks Counts stickers in main
body of maternity notes.
Improve Continuity of Carer for women frequently referred to ante-natal day
assessment unit.
Staff reminded to consider all risk factors when making care decisions and not to
request quick decisions from doctors who do not have knowledge of the case. A full
history of fetal movements was not considered.
Remind staff that if a mother is more than 28 weeks gestation when she reports
reduced fetal movements other risk factors should be taken into consideration when
assessing place of care and management plan.
Review and update clinical guideline for management of the latent phase of labour.
Sonographers to be aware of appropriate care pathways when unable to obtain all
measurements or have concerns with a scan.
To ensure that staff use a partogram for all labouring women regardless of the place
of delivery or pregnancy outcome.
To be fed back to all staff to ensure that the partogram is used in labour for all
women regardless of the labour setting or if the baby is an intrauterine death.
Reminder to staff of the recommendation to use a partogram for care in labour in
cases of stillbirth and late fetal loss.
Midwives/ Doctors to regularly record the mother`s risk status during the course of
labour To ensure that staff complete a risk assessment for all labouring women
regardless of the place of delivery or pregnancy outcome.
Maternity notes to include a section for formal risk assessment at the start of care in
labour.
Review of maternity admission notes in labour page to make the need for risk
assessment clearer.

During 2019/20 the Trust has taken the following actions from HSMR (Hospital
Standardised Mortality Review) red flags:
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•

Other perinatal conditions – The Maternity Bereavement Team met with the clinical
coding auditor on the 18th November to review our bereavement cases from June
2018- May 2019 as requested to ensure that there had been no issues regarding the
coding of our cases. Expected death rates are well below the best rates actually
achieved anywhere in the country and so should not be a concern to the Trust,
particularly when our observed rates are falling year on year and are not out of step
with other peninsula hospitals. We can be assured that the Bereavement Team
closely scrutinise all cases and will flag up any trends of concern and national
oversight via MBRRACE is comprehensive.

•

Fracture of neck of femur – The Fractured Neck of Femur (#NoF) Group have
worked to put together a process for completing a mortality review for all #NoF
patients. A Consultant Orthogeriatrician completes an initial review for all cases. If
there are any surgical queries or concerns they will be referred to an Orthopaedic
Consultant and any deaths within 48 hours will be reviewed by an Anaesthetist. Any
issues or themes identified from this review will be reported through the #NoF Group
and MROG to identify any issues which will need further investigation and learning.

•

Liver disease; alcohol related – All deaths falling within this flag were reviewed by
SJR. This highlighted that the care received by the patients was scored as good to
excellent for all. No issues were found. Liver disease is no longer flagging within
HSMR

•

Leukaemias – There had been a slow increase in HSMR over a few months during
this period. As a result of this all patients who fell within this flag were reviewed by a
Consultant Haematologist. There is no unifying theme and nothing to suggest
substandard practice. Three died of causes unrelated to their haematology condition.
Seven had poor risk or relapsed disease and were palliated. That leaves one who
died following 1st cycle induction chemotherapy from an unexpected subdural bleed
during an episode of sepsis. The patient’s management was reviewed via the local
mortality meeting and no issues of concern were found.

•

Acute and unspecified renal failure – A review is being completed by a renal
physician of the notes for these patients. Alongside this the coding team are also
reviewing all of the coding for these patients. No areas of concern have been
identified to date.

An assessment of the impact of the actions described in item 1which were taken by the
provider during the reporting period.
•

Ongoing review of the coding for perinatal mortality will aim to improve the mortality
position and maintain this improvement.

•

Reviews of all deaths for #NoF will identify areas of learning and improvement which
will impact on the HMSR and red flags.
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• Ongoing monitoring of patients within Leukaemia coding mortality flag.
Other mortality flags
During this period we were notified by the Major Trauma Network that we were a
mortality outlier. This highlighted that we had a higher than expected number of patients
die within a period during Summer 2018 than was expected, according to their probability
of survival. 20 patients fell into this group which were clinically reviewed. No individual
case or theme was identified where any deficit of care was material to avoidability.
3.1.2 Freedom to Speak up
Following Sir Robert Francis’s independent review in 2015 after failings in care at Mid
Staffordshire NHS Foundation trust a vision was set to create an open and honest
reporting culture in the NHS. One of the recommendations in this review was that each
trust has a Freedom to speak up Guardian. RCHT has a dedicated Guardian working 30
hours a week, alongside a team of champions. The Guardian helps to protect patient
safety and quality of care and improve the experience of all staff that work throughout the
hospital. The Guardian has received training from the National Guardians office and
attends the regional Guardians meeting every quarter. The Trust is committed to
encouraging staff to speak up and the Guardian works to highlight barriers to speaking
up and to ensure that they are addressed. Freedom to Speak up information features in
Trust Induction, mandatory training and in our ‘being brilliant’ cultural and leadership
development programme.
In the first instance all staff are encouraged to raise concerns with their line manager or
lead clinician/tutor, if they do not feel comfortable to do this then they are encouraged to
contact the Freedom to Speak up Guardian or one of the champions. There is also an
electronic system on the Freedom To Speak up intranet page where staff can raise
concerns. A raising concerns web based application is soon to be deployed where staff
will be able to raise concerns anonymously if required. If staff feel none of these options
are suitable for them they can raise their concern with the Director of People and
Organisational Development who is the Executive Lead for Freedom to Speak up. Staff
can also contact the Non-Executive Director for Freedom to Speak up or the Chief
Executive. The Guardian has access to anyone in the organisation including the Chief
Executive, or if necessary outside organisations.
Information for staff regarding Freedom to Speak up can be found on the Trust Intranet,
this includes details of how to speak up and contact details for the Guardian and
champions. The Guardian promotes speaking up throughout all three of the hospital
sites, and empowers staff to raise concerns. It is the Guardian’s responsibility to ensure
concerns are appropriately escalated and dealt with. When a colleague speaks up they
are thanked and supported throughout the case. Regular feedback is provided to the
person who has spoken up to ensure that they feel both listened to and valued. The
Guardian provides confidential support and advice along the speak up journey but does
not conduct the investigation.
The Guardian reports to the People and Organisational Development Committee and to
the Trust Board quarterly. Data is submitted to the National Guardians Office also on a
quarterly basis.
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3.1.3 Doctors in Training (F1-ST3) – gaps in rota - as set out in the Quality
Accounts guidance letter for 19/20
Doctors In Training Posts - 2019 / 2020
Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

Apr

May

Jun

Jul

F1
F2
CT/ST
GP ST
ST3

0
2
3
3
3

0
2
3
3
3

0
2
3
3
2

0
2
2
4
1

1
4
5
5
1

1
4
7
5
3

0
4
8
2
5

0
4
7
3
5

0
3
8
4
5

0
3
7
4
5

0
3
7
4
5

0
3
7
4
5

Total

11

11

10

9

16

20

19

19

20

19

19

19

Total 18/19
Total 17/18

19
26

22
26

22
25.5

23
24

21.4
24

20.4
24

21.4
25

21.4
25

22.4
28.5

22.4
26.5

22.4
26.5

22.4
26.5

There are some challenges affecting the working lives of junior doctors, the main ones at
present are the winter plan and vacancies. The winter plan is being considered, however
the vacancies continue to present a challenge due to the lack of trained individuals
available within the UK. Whilst the Trust continues to make attempts to recruit into
alternate posts (Trust grades, Clinical fellows and Physician’s Assistants) there remain
gaps in Rota patterns. This is further exacerbated by a new requirement as a result of
amendments to the Junior Doctor Contract, not to work in excess of a 1:3 weekend
pattern, which will require the recruitment of circa 32 additional individuals Trust Wide.
Vacancies
Another successful campaign of recruitment has resulted in securing 21 Clinical Fellows
for the Trust. With careful placement, these Fellows have mitigated the gaps in many
rotas and provided the ability for those juniors in training posts to be able to join required
training events.
Coordinated work with the Medical Staffing team and Care Groups is beginning to focus
recruitment of overseas doctors to help meet the shortfall; however there remains risk,
with ensuring there is the appropriate pastoral and professional support available to
these individuals coming from overseas to work in the NHS.
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A connection with The Royal College of Surgeons of Pakistan to provide additional
resource through a professional development scheme called ‘Brain Gain’, in which
individuals work in the NHS on a 2 year secondment is currently being developed.
The Trust is also partnering with selected recruitment agencies to fill nationally
recognised ‘hard to fill’ vacancies.
3.1.4 Clostridium difficile and MRSA
Changes were made nationally to the C.difficile reporting algorithm for financial year
2019/20 as follows:
•

Adding a prior healthcare exposure element for community onset cases

•

Reducing the number of days to apportion hospital-onset healthcare associated
cases from three or more (day 4 onwards) to two or more (day 3 onwards) days
following admission.

For 2019/20 cases reported to the healthcare associated infection data capture system
have been assigned as follows:
Hospital onset healthcare associated (HOHA): cases that are detected in the hospital
three or more days after admission
Community onset healthcare associated (COHA): cases that occur in the community
(or within two days of admission) when the patient has been an inpatient in the trust
reporting the case in the previous four weeks
Community onset indeterminate association: cases that occur in the community (or
within two days of admission) when the patient has been an inpatient in the trust
reporting the case in the previous 12 weeks but not the most recent four weeks
Community onset community associated: cases that occur in the community (or within
two days of admission) when the patient has not been an inpatient in the trust reporting
the case in the previous 12 weeks.
Acute provider objectives for 2019/20 will be set using these two categories:
•

Hospital onset healthcare associated: cases that are detected in the hospital three
or more days after admission

•

Community onset healthcare associated: cases that occur in the community (or
within two days of admission) when the patient has been an inpatient in the trust
reporting the case in the previous four weeks.

Due to the changes in the reporting process an increase in cases was expected. The
overall number of Clostridium difficile cases is 82 (43 HOHA, 39 COHA) against a target
of 64 cases. Lapses in care were identified in 11 of the cases. The rate of Clostridium
difficile infection per 100,000 bed days for the Trust is 18.09. Compared to the National
rate of 15.42 per 100,000 bed days.
Our focused actions during the year were:
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•

Updates on antimicrobial stewardship for all prescribers, this is available as an elearning module.

•

Six weekly antimicrobial stewardship audits have continued (a gap in auditing
occurred from January to March due to sickness and vacancies). Feedback to
prescribers has been strengthened by the new Associate Director of Antimicrobial
Stewardship and check and challenge at Care Group performance review
meetings has been introduced.

•

Completion of a root cause analysis for all the cases in the HOHA and COHA
categories has been carried out to identify learning for improvement and sharing
any learning across the system.

•

Monthly hand hygiene audits have been completed by clinical teams. Assurance
checks have been carried out six monthly by the Infection Prevention and Control
team.

•

The compliance of prescribing probiotics for patients who are aged over 60 years
and who have been prescribed a high risk antibiotic was carried out via the RCA
process however following review of the evidence and benchmarking with other
organisations across the Trust our practice has been revised.

•

Ensure the environment where patients with Clostridium difficile have been cared
for is cleaned appropriately. Where cases have occurred the areas have been
cleaned via a two stage process (detergent followed by chlorine based product) or
Hydrogen Peroxide Vapour.

•

Where 2 or more cases of Clostridium difficile occur in a clinical area complete a
series of targeted audits as per National Guidance. This has only occurred on two
occasions.

•

Reinforce six monthly the actions to be taken when patients develop diarrhoea six
monthly. This was completed in October and in March.

To improve our figures in the coming year we will:
•

Request a peer review for the system to identify areas for further improvement
across the system;

•

Gain information from other organisations where improvements have been made
to see if we can learn from them

•

Revisit the faecal transplant service, this has been suspended whilst recruitment
of microbiologists has been underway;

•

Conduct a further review of the cases where patients have had neutropenia to
understand antibiotic prescribing in more detail and if anything else could have
been done

•

Carry out an audit of the diagnostic protocol for aspiration pneumonia – we see a
lot of aspiration pneumonia’ with antibiotics then prescribed

•

Audit compliance with Glutamate Dehydrogenase (GDH) protocol, if this is not
followed it may result in cases that could have been prevented;
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•

Review of the primary drivers for the use of PPIs in primary care and if alternatives
could be used;

•

18 of the 44 cases reported in Q2 did not have any contact with hospitals – this is
a Gap that needs to be understood more but currently there is no resource within
the system to support this. Contact is to be made with other Clinical
Commissioning Groups to determine if this is a similar percentage or not. A
selection of the cases is to be reviewed to try and understand more.

One case of MRSA bacteremia was attributed to the Trust during 2019/20; lapses of care
were not identified in this case.

3.1.5 Venous Thromboembolism (VTE) Risk Assessments
The percentage of patients assessed at admission for their risk of VTE for 2019-20 is
95.2%, exceeding the national target of 95% in every quarter.
Transforming the Urgent and Emergency Care System
A number of key changes have been made across the health and care system
throughout 2019/20, which have resulted in a better quality of urgent and emergency
care. The quality and timeliness of urgent and emergency care in Cornwall and the Isles
of Scilly has continued to improve and compares well to other systems in the South West
and nationally, where they have experienced similar pressures, but still does not meet
the national constitutional standard where more than 95% of people attending A&E
should be seen, treated and admitted or discharged within 4 hours.
In 2019, we agreed a clear system-wide strategy for Urgent and Emergency Care with
key milestones set out in the Long Term Plan. RCHT are key contributors and we will
continue to work hard in 2020-2021 with all of our partners to improve responsiveness
and quality; and with the public to support them to ‘Choose Well’; so that together we
meet our aspirations for Brilliant Care.
Our main achievements in 2019/20 were:
•
•
•
•
•

The number of people seen in emergency departments and minor injury units
within four hours has been consistently better than the national average for the
whole year.
A higher proportion of people presenting to RCHT in an emergency were treated
in an ambulatory way, without the need for admission to an in-patient bed.
Significantly fewer patients stayed in hospital longer than 21 days, thus reducing
the risk of people becoming less mobile and independent as a result of being in
bed.
ED re-attendances and emergency re-admissions have not increased. Emergency
readmissions have on average remained at around 6%, which is in line with the
national average.
More people who contacted 111 had their issue resolved without needing to be
referred on to an emergency department, with 111 referrals to A&E lower than the
national average and the national expectation.
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•
•

The number of planned procedures cancelled due to emergency bed pressures
has significantly reduced compared to last year.
The proportion of people who survive after having a stroke has increased year on
year for the last two consecutive years - 30 Day Stroke Mortality has reduced from
21% in 2017/18 to 18% in 2018/19 and 14% in 2019/20.

Operational Management and Escalation
We have further improved our approach to system-wide operational management and
escalation in 2019/20, following learning from challenges faced during the summer
period. Every day, 365 days of the year, our operational staff participates in multi-agency
conference calls to identify issues and risks, act quickly to mitigate them and collectively
plan and manage any system pressures. Escalation to more senior colleagues occurs
quickly when support or decision-making outside each level of delegated authority is
required.
This approach has continued to empower colleagues across all organisations in our
system to work collaboratively and pro-actively, 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
We 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)
DToCs are defined using a national methodology that counts the average number of
patients on any given day who have completed their hospital care (acute or community
hospitals) and are ready to go home or transfer to another care setting but remain in a
hospital bed because their discharge is delayed for some reason. It counts patients from
Cornwall and the Isles of Scilly even if they are in a hospital bed elsewhere e.g. in Devon.
It is most common when a patient has complex support and care needs and multidisciplinary teams work together across all organisations to ensure patients onward care
is planned as far ahead as possible. The diagnostic carried out as part of our Embrace
Care improvement programme shows us that the causes of delay are varied, including
opportunities to improve processes and ways of working as well as delays caused by
difficulties accessing the right placement or support in some parts of the county.
Delayed transfers of care are important because it extends the length of hospital stay
which can be detrimental to patients causing decompensation and loss of function and
mobility and ultimately reduced independence. It is also important as it means that beds
occupied by delayed patients are not available for new patients who need bed based
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care. This affects patient flow throughout the urgent and emergency care system e.g. it is
a significant factor, but not the only factor, in high bed occupancy, overcrowding in
emergency departments, delays in being able to transfer patients into emergency
departments from ambulances and consequential delays in ambulances being available
to respond to their next call in the community.
Known environmental factors, such as care market capacity and workforce issues
continue to influence performance locally and within the South West as a whole. The
Better Care Fund/Improved Better Care Fund has continued to fund schemes for
admission avoidance and to reduce DToCs, such as the High Intensity User support
scheme and care home dieticians.

Seasonal Planning
Each year we improve on our winter planning across the health and care system in order
to maintain safety, standards and people’s experience of care in Cornwall and the Isles of
Scilly. Our plan for winter 2019/20 was rated “green-amber” by NHS England; there were
fewer beds closed due to flu and norovirus infection control; we spent less days at OPEL
4 (black).

Continuous Improvement and major change programmes
The daily approach to operational management and escalation highlights opportunities
for improvement on an almost daily basis and we have a dynamic approach to making
rapid changes in real time whenever such opportunities arise. Examples of this include
improvements to reduce delays in patients transferring to community hospitals,
increasing referrals to the STEPS reablement service, increasing the speed with which
transport is booked for patients waiting to go home from the emergency department and
there are many more.
In addition to these small-scale but important improvements, there have been many
improvements which are on a larger scale aimed at preventing unnecessary emergency
care and enabling more rapid discharge:
The Embrace Care Programme - Commenced in May 2019, which is a county-wide
improvement programme involving all health and care partners. The aim of this
programme is to ensure that more patients over the age of 65 achieve their ideal
outcome, whether that is an admission or discharge decision or community provision.
This in turn will provide better support to older people in Cornwall and Isles of Scilly to
remain independent, enabling them to get the care they need in the most appropriate
place and at home where possible. The diagnostic phase of the programme showed
significant opportunities to improve efficiency, reduce delays, reduce reliance on bed
based care, and increase access to re-ablement and home care and increase
independence.
Urgent Treatment Centres - Reconfiguration of the way care is provided around the
emergency department in Treliske has created a co-located Urgent Treatment Centre
(UTC) which is the second UTC in Cornwall, after West Cornwall Hospital, aimed at
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enabling access to urgent care without the need to attend an emergency department.
The Treliske UTC met the twenty seven criteria to be nationally designated in December
2019.
Integrated Urgent Care Services Contract - RCHT is the prime contract-holder for the
provision of 111 and primary care Out of Hours services in Cornwall, known as the
‘Integrated Urgent Care Service’, which is provided via a partnership between RCHT,
Kernow Health CIC and Vocare. The service has been acknowledged for good practice
nationally for clinical validation of 111 calls, which started in April 2019 and is now part of
mainstream business. Clinical validation means that more than 90% of those who would
otherwise be advised to go to the emergency department or phone 999 are being
reviewed by a clinician; leading to over 70% receiving advice or treatment in a more
appropriate urgent care setting, or sometimes in their own home; thus reducing the need
to travel, and reducing pressure on emergency services in order to keep them free for our
sickest patients.
Intensive Support for Frequent Users of Emergency Services - During the last twelve
months, regional urgent care transformation funding has enabled our system to pilot a
High Intensity User Support Service with Volunteer Cornwall. The aim is to better
understand the often complex reasons for unusually high utilisation of emergency
services, and ultimately to help those individuals achieve the right care, first time, in a
more planned and pro-active way.
The first support worker supported 20 of the most frequent users of emergency services,
who all reported high levels of satisfaction with the service and significant improvements
in their quality of life, which in turn reduced their A&E attendances, calls to 999 and
emergency admissions by more than 90% comparing three months pre and post
intervention.
Two further support workers were recruited in February 2020, with three more to be
recruited early in 2020. This will enable support for a caseload of up to 240 frequent
users of emergency services across the county, working in close partnership with acute
hospitals, community services providers, GPs, community makers and social prescribers.
Improving Stroke Care – A multi-agency group of clinicians, practitioners and managers
has been meeting and working together for the last two years to deliver improvements in
the prevention of stroke, responsiveness and effectiveness of acute and community
based stroke services and re-ablement – ultimately aiming to reduce the proportion of
people who die (mortality) or are disabled (morbidity) following a stroke.
30 Day Stroke Mortality has reduced from 21% in 17/18 to 18% in 18/19 to 14% in 19/20.
This and other improvements are recognised in an improved SSNAP (Sentinel Stroke
National Audit Programme) score since January 2019.
Notwithstanding the above, in January 2020 RCHT was again identified as an outlier in
relation to stroke mortality rates, but this relates to admissions between March 2018 and
April 2019 and does not therefore reflect the improvements to date.
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In November 2019, the Peer review by the national GIRFT team (Getting it Right First
Time) identified good practice reflecting the progress already made and made further
recommendations for improvement which we are working on.
In 2019/20 we have with our partners:
•
•
•
•
•
•
•
•

Increased the detection and treatment of patients with atrial fibrillation in primary
care.
Increased the percentage of people who have had a Transient Ischemic Attack
(TIA) who get a one stop service within 24 hours, relocating the clinics provided by
CFT, onto the Treliske site to be closer to imaging equipment.
Relocated the RCHT Early Supported Discharge Team onto the Camborne and
Redruth Community Hospital site so they are in the same building as the
community stroke rehabilitation ward to enable closer working together.
Recruited additional therapy staff to support stroke patients.
Created a physiotherapy gym space suitable for complex and disabled patients.
Increased registered nursing cover overnight on the RCHT acute stroke ward, and
recruited an additional specialist stroke nurse team.
Implemented weekly multi-disciplinary team meetings to review progress of all
patients on the acute stroke ward.
Replaced the CT scanner in A&E with one that provides higher quality brain scans
and angiograms.

What next?
Despite the considerable improvements in 2019/20, there is more work to do to deliver on
NHS constitutional standards. We will continue to build on these improvements and good
partnership relationships to keep patients safe and healthy at home, avoid unnecessary
admissions to hospital, and to get people home from hospital in a timely way.
Our system wide Urgent Care Strategy and Long Term Plan sets out the future plans to:
•
•
•
•

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

The intended impact is:
•
•
•
•
•

Reduced growth in emergency department attendances;
Reduced growth in unplanned admissions to acute hospitals;
Reduced growth in calls to 999 and a smaller proportion of 999 calls needing to be
conveyed to emergency departments;
Improved stroke mortality and outcomes;
Improved ambulance response times.
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3.1.6 Indicators for Cancer
Standard

Operational
Q1
Q2
Q3
Q4
Standard 2019/20 2019/20 2019/20 2019/20

62-Day (Urgent GP Referral To Treatment) Wait
For First Treatment:

85.0%

84.1%

87.7%

86.4%

62-Day Wait For First Treatment From
Consultant Screening Service Referral:

90.0%

81.0%

85.7%

79.1%

80.0%

100.0%

81.3%

62-Day Wait For First Treatment From
Consultant Upgrade:
31-Day (Diagnosis To Treatment) Wait For First
Treatment:

96.0%

98.5%

98.7%

98.2%

31-Day Wait For Second Or Subsequent Surgery

94.0%

91.2%

98.7%

96.0%

31-Day Wait For Second Or Subsequent Drug

98.0%

100.0%

99.7%

100.0%

31-Day Wait For Second Or Subsequent
Radiotherapy

94.0%

97.3%

100.0%

100.0%

100.0%

100.0%

100.0%

31-Day Wait For Second Or Subsequent Other
All Cancer Two Week Wait

93.0%

88.9%

98.6%

98.5%

Two Week Wait for Symptomatic Breast
Patients

93.0%

36.5%

99.8%

98.8%

3.1.7 7 day services
Following concerns around increased mortality at weekends, the national Seven Day
Hospital Services (7DS) Programme was developed to support providers of acute
services (providers) in their delivery of consistent high quality care and improve
outcomes on a seven-day basis for patients admitted to hospital in an emergency.
In 2014, ten 7DS clinical standards were developed by the NHS Services, Seven Days a
Week Forum and whilst providers have been working to achieve all these standards,
focus was directed towards achievement of four priority standards judged to have the
greatest impact on health outcomes. To achieve each of the four priority clinical
standards, a provider must be able to meet this level of care for at least 90% of its
patients.
The four clinical priority standards were selected to ensure that all those emergency
admitted patients had access to consultant-directed assessment (Clinical Standard 2),
diagnostics (Clinical Standard 5), interventions (Clinical Standard 6) and ongoing review
(Clinical Standard 8) every day of the week.
The most recent national 7DS audit was in autumn 2019. The outputs of this were as
follows:
Standard 2: Consultant review within 14 hrs for all emergency admissions
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The overall proportion of patients seen and assessed by a suitable consultant within 14
hour of admissions was 60%
•

Weekdays = 67%

•

Weekends = 46%

Standard 5: Availability of diagnostic tests and Standard 6: Availability of consultant
directed interventions
•

The Trust remains compliant with these standards with very little variance between
weekday and weekend.

Standard 8: High dependency patients seen TWICE daily: rest at least once in 24 hours
•

No patients were identified as requiring twice daily review

•

The Trust remains compliant with this standard with no variation between weekday
and weekend.

3.1.8 Incident Reporting, enabling effective learning, and Never Events
Key improvements made are:
•

Delivery with Kernow Clinical Commissioning Group of system wide Root Cause
Analysis training to clinicians from a variety of organisations such as the Acute
Trust and Care Homes which facilitates multiagency learning

•

More multi-agency investigations to support effective learning and system
changes

•

A number of Shared Learning Events took place in each of the Care Groups

•

A number of patient stories were used throughout the organisation to share
learning including an individual staff member’s reflection in the newsletter and a
video of a mother sharing her experience of looking after her daughter on one of
the wards

•

A Governance Matters newsletter has been developed which focuses on key
performance indicators with the objective of ensuring staff know what needs to be
done and within what timeline with regards to patient safety reporting.

There were no Never Events from April 2019 – March 2020.
3.1.9 Participation in Clinical Audits
The reports of 39 national clinical audits were reviewed by RCHT in 2019/20 and the
Trust intends to take the following actions to improve the quality of the healthcare
provided.
During that period the RCHT participated in 100% of national clinical audits and 100% of
national confidential enquiries of the national clinical audits and national confidential
enquiries which it was eligible to participate in.
•

100% participation in the National Clinical Audit and Patient Outcomes
Programme (NCAPOP).
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•

100% participation in “other national clinical audits” where data collection has
been required in 2019/20.

The national clinical audits and national confidential enquiries that the RCHT was eligible
to participate in, and for which data was collected in 2019/20, are listed below alongside
the number of registered cases required by the terms of that audit or enquiry:
3.2 National Clinical Audits
Project name

Project provider
organisation

Participation

Stage / % of cases
submitted

Assessing Cognitive
Impairment in Older
People (Care in
Emergency
Departments)

Royal College of
Emergency Medicine

Yes

100%

Cystectomy
Female Stress Urinary
Incontinence Audit
Nephrectomy Audit
Percutaneous
Nephrolithotomy (PCNL)
Radical Prostatectomy
Audit
Care of Children (Care in
Emergency
Departments)
Intensive Care National
Audit and Research
Centre (ICNARC)
Elective Surgery
(National PROMs
Programme)
Endocrine and Thyroid
National Audit
Fracture Liaison Service
Database
National Audit of
Inpatient Falls
National Hip Fracture
Database
Inflammatory Bowel
Disease (IBD) Audit
Trauma Audit &
Research Network
(TARN)
Mandatory Surveillance
of HCAI
Mental Health (Care in
Emergency
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British Association of
Urological Surgeons
British Association of
Urological Surgeons
British Association of
Urological Surgeons
British Association of
Urological Surgeons
British Association of
Urological Surgeons

Not
applicable
Not
applicable

NA
NA

Yes

Continuous data collection

Yes

Continuous data collection

Not
applicable

NA

Royal College of
Emergency Medicine

Yes

100%

Intensive Care National
Audit and Research
Centre (ICNARC)

Yes

Continuous data collection

Yes

Pre-op quest = 83.8%
Post-op quest = 56.1%
(participation rates from
finalised 2018/19 cases)

Yes

Continuous data collection

Not
applicable

NA

Yes

Continuous data collection

Yes

Continuous data collection

IBD Registry

Yes

Continuous data collection

The Trauma Audit and
Research Network
(TARN)

Yes

Continuous data collection

Public Health England

Yes

Continuous data collection

Royal College of
Emergency Medicine

Yes

100%

NHS Digital
British Association of
Endocrine and Thyroid
Surgeons
Royal College of
Physicians
Royal College of
Physicians
Royal College of
Physicians
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Project name
Departments)
Paediatric Asthma
Secondary Care
(NACAP)
Adult Asthma Secondary
Care (NACAP)
Chronic Obstructive
Pulmonary Disease
(COPD) Secondary Care
Pulmonary rehabilitationorganisational and
clinical audit (NACAP)
National Audit of Breast
Cancer in Older People
(NABCOP)
National Audit of Cardiac
Rehabilitation
National Audit of Care at
the End of Life (NACEL)
National Audit of
Dementia (care in
general hospitals):
Spotlight audit on
psychotropic medications
National Audit of
Pulmonary Hypertension
(NAPH)
National Audit of Seizure
management in Hospitals
(NASH)
National Audit of
Seizures and Epilepsies
in Children and Young
People (Epilepsy12)
National Bariatric
Surgery Registry (NBSR)

National Cardiac Arrest
Audit (NCAA)
National Audit of Cardiac
Rhythm Management
(CRM)
Myocardial Ischaemia
National Audit Project
(MINAP)
National Adult Cardiac
Surgery Audit
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Project provider
organisation

Participation

Stage / % of cases
submitted

Royal College of
Physicians

Yes

Continuous data collection

Royal College of
Physicians

Yes

Continuous data collection

Royal College of
Physicians

Yes

Continuous data collection

Royal College of
Physicians

NA

NA

Clinical Effectiveness
Unit - Royal College of
Surgeons

Yes

Continuous data collection

University of York

Yes

Continuous data collection

NHS Benchmarking
Network

Yes

40 cases

Royal College of
Psychiatrists

Yes

50 cases

NHS Digital

Not
applicable

NA

University of Liverpool

Yes

Continuous data collection

Royal College of
Paediatrics and Child
Health

Yes

Continuous data collection

Yes

Continuous data collection

Yes

Continuous data collection

Barts Health NHS Trust

Yes

Continuous data collection

Barts Health NHS Trust

Yes

Continuous data collection

Barts Health NHS Trust

Not
applicable

NA

British Obesity and
Metabolic Surgery
Society (BOMSS)
Intensive Care National
Audit and Research
Centre (ICNARC) /
Resuscitation Council
UK
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Project name
National Audit of
Percutaneous Coronary
Interventions (PCI)
(Coronary Angioplasty)
National Heart Failure
Audit
National Congenital
Heart Disease (CHD)
National Diabetes Foot
Care Audit
National Diabetes
Inpatient Audit (NaDIA) reporting data on
services in England and
Wales
NaDIA-Harms - reporting
on diabetic inpatient
harms in England
National Core Diabetes
Audit
National Diabetes
Transition
National Pregnancy in
Diabetes Audit
National Early
Inflammatory Arthritis
Audit (NEIAA)
National Emergency
Laparotomy Audit
(NELA)
National Oesophagogastric Cancer (NOGCA)
National Bowel Cancer
Audit (NBOCA)
National Joint Registry
(NJR)
National Lung Cancer
Audit (NLCA)
National Maternity and
Perinatal Audit (NMPA)
National Neonatal Audit
Programme - Neonatal
Intensive and Special
Care (NNAP)
National Ophthalmology
Audit (NOD)
National Paediatric
Diabetes Audit (NPDA)
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Project provider
organisation

Participation

Stage / % of cases
submitted

Barts Health NHS Trust

Yes

Continuous data collection

Barts Health NHS Trust

Yes

Continuous data collection

Barts Health NHS Trust

Yes

Continuous data collection

NHS Digital

Not
applicable

NA

NHS Digital

Yes

Organisational audit only
in 2019/20

NHS Digital

Yes

Continuous data collection

NHS Digital

Yes

Continuous data collection

NHS Digital

Yes

No direct submission of
data from Trusts (data
linkage audit)

NHS Digital

Yes

Continuous data collection

British Society for
Rheumatology

Yes

Continuous data collection

Royal College of
Anaesthetists

Yes

Continuous data collection

NHS Digital

Yes

Continuous data collection

NHS Digital

Yes

Continuous data collection

Yes

Continuous data collection

Yes

Continuous data collection

Yes

100%

Yes

Continuous data collection

Yes

Continuous data collection

Yes

Continuous data collection

Healthcare Quality
Improvement
Partnership (HQIP)
Royal College of
Physicians
Royal College of
Obstetricians and
Gynaecologists
Royal College of
Paediatrics and Child
Health
Royal College of
Ophthalmologists
Royal College of
Paediatrics and Child
Health
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Project name
National Prostate Cancer
Audit
National Smoking
Cessation Audit 2019
National Vascular
Registry
Paediatric Intensive Care
Audit Network (PICANet)
Perioperative Quality
Improvement
Programme (PQIP)
Sentinel Stroke National
Audit programme
(SSNAP)
Serious Hazards of
Transfusion (SHOT): UK
National haemovigilance
scheme
Society for Acute
Medicine's
Benchmarking Audit
(SAMBA)
UK Cystic Fibrosis
Registry
UK Parkinson’s Audit

Project provider
organisation
Royal College of
Surgeons

Participation

Stage / % of cases
submitted

Yes

Continuous data collection

Yes

0

Yes

Continuous data collection

Not
applicable

NA

Royal College of
Anaesthetists

Yes

Continuous data collection

King's College London

Yes

Continuous data collection

Serious Hazards of
Transfusion (SHOT)

Yes

Continuous data collection

Society for Acute
Medicine

Yes

0

Cystic Fibrosis Trust

Yes

Continuous data collection

Parkinson's UK

Yes

100%

Participation

Stage / % of cases
submitted

Yes

Report published in
2019/20

Yes

Requested cases
submitted

Yes

Continuous data collection

Yes

Continuous data collection

Yes

Continuous data collection

Yes

Continuous data collection

British Thoracic Society
Royal College of
Surgeons
University of Leeds and
University of Leicester

3.3 National Confidential Enquiries
Project name
Young People's Mental
Health
Long-term ventilation in
children, young people
and young adults
Perinatal Mortality
Surveillance (reports
annually)
Perinatal morbidity and
mortality confidential
enquiries (reports
alternate years)
Maternal Mortality
surveillance and
mortality confidential
enquiries (reports
annually)
Maternal morbidity
confidential enquiries

RCHT Quality Account 2019-20

Project provider
organisation
National Confidential
Enquiry into Patient
Outcome and Death
(NCEPOD)
National Confidential
Enquiry into Patient
Outcome and Death
(NCEPOD)
MBRRACE-UK, National
Perinatal Epidemiology
Unit, University of Oxford
MBRRACE-UK, National
Perinatal Epidemiology
Unit, University of Oxford
MBRRACE-UK, National
Perinatal Epidemiology
Unit, University of Oxford

MBRRACE-UK, National
Perinatal Epidemiology
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Project name
(reports annually)
Dysphagia in
Parkinson’s Disease

Perioperative diabetes

Pulmonary embolism

In-hospital
management of out-ofhospital cardiac arrest
Acute Bowel
Obstruction

Project provider
organisation
Unit, University of Oxford
National Confidential
Enquiry into Patient
Outcome and Death
(NCEPOD)
National Confidential
Enquiry into Patient
Outcome and Death
(NCEPOD)
National Confidential
Enquiry into Patient
Outcome and Death
(NCEPOD)
National Confidential
Enquiry into Patient
Outcome and Death
(NCEPOD)
National Confidential
Enquiry into Patient
Outcome and Death
(NCEPOD)

Participation

Stage / % of cases
submitted

Yes

Study still ongoing

Yes

Report published in
2019/20

Yes

Report published in
2019/20

Yes

6 out of 9 questionnaires
submitted

Yes

Report published in
2019/20

3.4 Reviewing reports of national clinical audits
The reports of 39 national clinical audits were reviewed by the provider in 2019/20 and
the RCHT intends to take the following actions to improve the quality of the healthcare
provided.
Below are examples of national clinical audits reports published in 2019/20 and reviewed
by the RCHT:
3.4.1 National Paediatric Diabetes Audit
• Report published in May 2019
•

Royal Cornwall Hospitals NHS Trust has been identified as a ‘positive outlier’ on
the adjusted HbA1c metric and care processes

•

Service results have improved since BPT (Best Practice Tariff) has come in.

•

Actions identified:

•

Clinics to support children on continuous glucose monitoring (CGM)

•

Clinics to support children on Flash glucose monitoring (FGM)

•

School staff 3 hour education sessions 2 a month

•

QI collaboration to improve our annual review process

3.4.2 National Lung Cancer Audit
• Report published in May 2019
•

The only finding out side of national results was a low proportion undergoing
surgery. This has been addressed at Plymouth our surgical centre and will be
reviewed next year. Other parameters were within expected range.
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Actions identified:
•

NLCA results are always discussed at the yearly operational meeting in January.

•

Cancer Services reviewed all surgical cases and all patients with performance
status 0-2 and Stage 1-2 cases that did not have surgery to establish why. All
either had comorbidities that precluded surgery or the patient opted not to have
surgery.

3.4.3 National Cardiac Arrest Audit
• Report published in July 2019
•

RCHT performs at least as well as the national benchmarks in the key metrics
and, in many cases, there is an improving trend. There is perhaps an opportunity
to minimise futile resuscitation attempts with the associated burden to both
patients and the hospital by attempting to recognise earlier those in whom
resuscitation will not be successful.

Actions identified:
•

Commensurate improvements in care are being taken forward by the
Resuscitation Committee, oversight provided by the Deteriorating Patient and
Oversight Group.

3.4.4 National Maternity and Perinatal Audit
• Report published in September 2019
•

It was noted that the service was sitting slightly low for induction of labour; it was
felt that this was due to the data being from 2016/2017.

•

It was felt that the obstetric haemorrhage rate was on the low side for large PPH’s
in comparison to the national range.

Actions identified:
•

The Clinical report and national recommendations were reviewed and discussed
at the Maternity Governance Meeting on 27 September 2019.

•

Readmissions need to be addressed. The group discussed how mothers are readmitted in order to keep them with their baby on the wards which could be
impacting on the figures. It was suggested that when the Transitional Care ward is
in place clear guidance on how to admit the mother will need to be developed to
ensure this does not affect the statistics.

•

The group noted that the details from this report are useful for national
benchmarking, although the data is older than would be preferred.

3.4.5 National Child Mortality Database
• Report published in October 2019
•

This report covers the first year of the programme (1 April 2018 – 31 March 2019)
and is intended to be of general interest to professionals, bereaved families and
the public.
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Actions identified:
•

The report has been reviewed by the Designated Doctor for the South West Death
Overview Panel and was discussed at the Trust’s Mortality Review Oversight
Group in October 2019.

•

It was confirmed that the processes that are detailed within the report are in
operation at RCHT.

3.4.6 National Hip Fracture Database
• Report published in December 2019
•

It is worth noting that nationally, the Trust has the 10th highest number of hip
fractures per year (631) combined with exceptionally high numbers of overall
trauma during the holiday season, and the results should be judged within this
context and existing resources

Actions identified:
• Increase proportion mobilised day 1.
•

Improve the consistency of MUST scores so that they are performed routinely on
admission to Trauma.

•

Maintain data quality with increasing patients form April (all femoral fractures) and
ideally increase clerical admin to include 120 day follow up.

•

Strive for as few theatre delays as possible taking into account the huge numbers
of trauma in holiday times, the increased demand for 36 hr surgery from April and
the weekend effect. A step forward would be reducing the large discrepancies in
theatre time from month to month.

•

Fully utilise ESDO and Trusted Assessors to increase numbers discharged home
from Trauma.

•

Await and implement any service improvements resulting from a British
Orthopaedic Association (BOA) review in March 2020.

•

A full action plan, based on the above, will be developed and monitored through
the Fractured Neck of Femur Group monthly meetings.

3.5 Local clinical audits
The reports of 159 local clinical audits were reviewed by RCHT in 2019/20 and the Trust
intends to take robust actions to improve the quality of healthcare provided.
Local clinical audits are reviewed at Care Group and Specialty audit and governance
meetings. Examples of actions resulting from local clinical audits are listed below.
Appropriate Requesting and Use of Fresh Frozen Plasma
•

100% of requests received for FFP were appropriate.

•

Of the units defrosted 35% were not transfused, therefore could not be used

Actions identified:
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•

Requests were all appropriate, but further education into giving full therapeutic
doses (4 units), and monitoring coagulation screens before and after transfusion
could be beneficial.

•

This would avoid defrosted FFP not being used, and patients receiving full benefit
from transfusion

•

Added to both senior medics and junior medics mandatory training from 2019

Sleep in higher care units
•

We interviewed patients in two higher care wards using the Richards-Campell
Sleep Questionnaire (RCSQ) with supplementary open questions. This was
repeated following our intervention of offering earplugs and eye masks to each
patient prior to sleep.

Actions & Outcomes:
•

89 patient sleeps were audited. 16 prior to intervention and 21 following
intervention were suitable for analysis. Total sleep score (TSS) increased from
47/100 to 76/100 after the provision of earplugs and eye masks, however this did
not reach statistical significance.

•

As a secondary outcome we found that routine observations were the most
common self-reported disruption of sleep, however modifiable factors accounted
for 25% of all disruptions.

•

The factors causing sleep deprivation in critically ill patients are complex and
varied. The improvement in TSS should be interpreted with caution; however
earplugs and eye masks are a low cost and low risk intervention that could result
in improved subjective and objective outcomes for patients.

•

The results also highlight the effect of our own actions in patient sleep; more
conscious effort is needed to mitigate these disruptions.

Recurrent prolapse treatment - is pessary a valid option?
•

Women with recurrent prolapse, 86% successfully retained and continued to use
pessary at 3 year follow-up

•

Women, who opt for surgery for recurrent prolapse after using /trialling a pessary,
make a final decision by 10th Month of pessary use.

Actions identified:
•

Pessary remains a valid treatment option for women with recurrent prolapse.

•

All women with recurrent prolapse should be offered vaginal support pessary, as
one of the treatment options.

Tracheostomy checklist quality improvement project
•

We audited 51% of total RCH ITU tracheostomy patients over a 12 month period.

•

Of these, 36% had documentation of a checklist use found.

Actions identified:
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•

Highlight issue to senior ITU team who carry out tracheostomy insertion

•

Consensus achieved that responsibility for completion of tracheostomy insertion
checklist lies with the supervising critical care consultant

•

Procedure tab on CareVue altered

•

Tracheostomy insertion checklist document produced

•

Re-audited the 3 months following checklist intervention (December 2018-March
2019) and the checklist was used for 7 out of these 9 patients (78%).

•

Further re-audit after 6 months

An Audit of GP requests for lumbar spine x-rays in Cornwall
•

There remains inconsistency between NICE guidelines and GP referrals for
lumbar spine x-rays.

•

A large number of inappropriately referred lumbar spine x-rays are still being
performed.

Actions identified:
•

Further vetting radiographer and GP education

•

Information distributed to GPs regarding lumbar spine imaging. Write article or
present at local meeting.

•

A follow up audit should be performed after any education intervention.

Delays in Elective Lower Segment Caesarean Section (LSCS)
•

There are delays to the Elective LSCS list that could potentially be avoided. Work
is currently being planned to improve the environment in theatre 2 which will
enable better planning of elective lists.

•

This audit will be conducted again prospectively with the clear aim of identifying
the reasons for delays.

•

Further investigative work is required to identify whether there are any cultural or
practice issues that may also be contributing to delays to Elective lists.

Actions identified:
•

Re-Audit prospectively any delays to Elective Theatre lists.

•

A designated lead scrub nurse to be allocated each shift.

•

Monthly MDT Theatre/Delivery suite meetings.

•

Delivery Suite Coordinator to escalate to Matron/Manager on call when delays to
elective lists.

Traumatic Brain Injury: Managing the Changing Demographics of Trauma
•

The majority of patients were over the age of sixty-five and had fallen less than
two metres. This group represented a higher proportion of TBI than in 2012/13,
which is in keeping with national trends.
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•

Of these patients, although 75.3% had NICE indications for CT scan within an
hour, patients were often slow to get a CT. Age was found to be an independent
predictor of mortality but did not significantly affect time to CT.

•

Only one third of patients who were found to have a Traumatic Brain Injury (TBI)
had a CT within an hour of arrival. However, over three quarters of TBI patients
had an initial CT report available within an hour of their scan. Also median time to
CT and the percentage of patients who had a CT scan within one hour has
improved since the previous audit.

Actions identified:
•

Implementation of a triage tool to identify patients with indications for time critical
CT.

•

Re-audit to measure improvements.

3.6 Research and Development
The Research, Development & Innovations Department (RD&I) continues to ensure the
population of Cornwall has access to the latest clinical trials allowing access to global
innovative therapies, medicines and interventions. Working collaboratively with
healthcare providers across Cornwall to ensure appropriate research is undertaken to
increase the evidence base for medicine and optimise service delivery.
This year there has been a focus on restructuring the department workforce to align the
delivery staff with the new care groups following organisation change. This will help the
department to provide support for all research active clinicians in all departments and
specialties across the trust. There has also been an emphasis on growing the
commercial portfolio and providing a supportive infrastructure for research fellows and
collaborating with the clinical school to develop nurse-led home grown research.
At the end of the year the department was impacted by the emergence of COVID-19
which resulted in a massive increase in Urgent Public Health (UPH) research and
significant adaptations to the current research portfolio. By the end of the financial year
RD&I had opened three studies directly involving patients tested positive for coronavirus
(CoV-2):
ISARIC: World Health Organisation, Clinical Characterisation Protocol for Severe
Emerging Infections in the UK
Recovery: Randomised Evaluation of Covid-19 Therapy
UK Coronavirus Cancer Monitoring: an observational study collecting data on patients
with cancer tested positive for coronavirus
The department was also in the process of setting up a further five UPH studies and
expressing interest in an additional three projects.
Research activity
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At the time of writing the number of patients that were enrolled in a research study
approved by the Health Research Authority was 3282 in the current year, massively
surpassing the target of 2800, which is a brilliant achievement given the disruption
caused by the department restructure and emerging pandemic. This activity is in keeping
with the NHS vision as stated in the 10 year plan to achieve a national recruitment target
of 1 million patients by 2023.
Chart 1 Patient enrolment to research studies at RCHT

Developing partnerships
Working in close association with the South West Peninsula Clinical Research Network
to develop a balanced portfolio of studies that benefit patients from across Cornwall,
RD&I utilise research support teams, predominantly comprised of nursing staff, along
with other clinical staff and administrators, to maximise opportunities for research active
specialties and departments. Some of the teams have received national recognition for
their contribution to research.
Chart 2 Activity by research team

Working with Industry
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Research Development & Innovation continue to work closely with pharmaceutical and
biotechnology companies supporting a government driven, national initiative to keep
research in the UK. In the last year RD&I have opened 33 new commercial clinical trials,
compared with 25 the previous year, raising income for RCHT and providing access to
novel interventions in molecular pharmacology, particularly in the areas of cancer and
haematology. There has been a noticeable increase in research of novel medical devices
reflecting rapid advances in technology to help improve clinical interventions quicken
diagnosis and streamline services.
Quality assurance:
Research Development & Innovation has a comprehensive audit and monitoring
programme to ensure clinical trials at RCHT are aligned with trust values and conducted
to the highest standards. The department has a well-established, 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. All research staff have undertaken
appropriate training in good clinical practice in accordance with the RD&I policies. All
staff are monitored through audit to ensure compliance with trust policies and RD&I
Standard Operation Procedures.
All research at RCHT is conducted in accordance with the UK Policy framework for
health and social care research (2017). In addition, clinical trials of an investigatory
medicinal product are conducted in accordance with European Legislation (EU Directive
2001/20EC) and subsequent amendments. The clinical investigation of medical devices
for human subjects is enshrined in international standards (ISO 14155:2011) and Medical
Device Directive 93/42/EEC.
Sponsor Oversight
There has been a significant rise in the number of research projects developed by staff at
RCHT, growing in both size and complexity. All home grown research is monitored
through the Sponsor Oversight Committee (SOC), comprised of senior RD&I staff with
specialist knowledge on research design and delivery. Working with the Chief
Investigator to facilitate a swift set-up and ensure all staff working on the projects are fully
prepared to deliver the protocol within the timelines, SOC predominantly provides
administration support and continual guidance through the lifetime of the study; from
conception through to publication
The feedback from researchers has given RD&I a positive reputation across the region
for developing home-grown research, with many trusts seeking guidance on the
functional aspects of SOC to help them establish similar processes. With the support of
SOC, RD&I have undertaken their first clinical trial of an investigatory medicinal product,
without the need to outsource managerial responsibilities to a clinical trials unit, which
would otherwise increase the costs. In a joint venture with Professor Alison Curnow,
University of Exeter Medical School, the RCHT Dermatology Department are
investigating the optimal activation time of a photosensitising cream in the treatment of
sun-damaged skin lesions using light therapy.
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Many of the home-grown research studies make use of technology to improve services
such as the Artificial Intelligence (AI) study undertaken by Dr Daniel Kim, ST Radiologist,
involving the collection of retrospective anonymised data to develop and test the
accuracy of a computational model to automatically highlight cases of small bowel
obstruction on abdominal X-rays. This ‘proof of concept’ study showed that small bowel
obstruction could be detected in just 465 milliseconds compared with an average of 15
hours by clinicians. In a similar vein, Dr Mark Thurston, Consultant Radiologist, is utilising
Deep Learning Device Detection to build an artificial intelligence based model to screen
for the presence of pacemakers and aneurysm clips prior to MRI examinations.
SOC is providing support to Leonie Glinski, Senior Biomedical Scientist, who is
investigating ways of improving reporting times for specific genetic mutations in cancer
biopsies. The committee is also providing guidance to Miss Khadra Galaal, Consultant
Gynaecological Oncologist and Dr John McGrane, Consultant Oncologist, who are
evaluating a web-based portal follow-up for patients with endometrial cancer after they
have received their curative treatment. The i-CAN portal will take the place of a routine
follow up if successful, saving both the patient and the NHS time and money.
RCHT is collaborating with Professor Gill Shaw, Director of Nursing & Midwifery, Institute
of Health & Community and Jenny Freeman, Professor in Physiotherapy and
rehabilitation, to develop a multi-centre, feasibility project on the use of orthotic shorts to
provide relief for women experiencing post-pregnancy pelvic pain.
3.7 The Royal Cornwall Hospital South West Clinical School
The South West Clinical School at RCHT was established in 2014. The Clinical School is
collaboration between the Trust’s Corporate Nursing, Midwifery and Allied Health
Professionals Team and the University of Plymouths’ School of Nursing and Midwifery
and School of Health Professions.
The Royal Cornwall South West Clinical School exists to promote evidence-based
practice and to grow and nurture clinically-focused non-medical research that enhances
patient care. It has three overarching objectives:
•

To develop capacity and capability of the non-medical workforce to adopt
evidence-based practice through quality improvement activity, and for clinical
research;

•

To support the leadership teams in nursing, midwifery and the allied health
professions to promote research and development opportunities;

•

To embed the clinical academic career pathway within the Trust, assisting the
transition from undergraduate student, through newly registered health
professional, to research leadership roles located within clinical settings.
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The Clinical School is supported by the Joint Director of Nursing, Midwifery and Allied
Health Professionals RCHT / CFT who is an Associate Professor and headed up by onsite professorial leadership and support. Professor in Women’s’ Health, Jill Shawe works
with Associate Professor Frazer Underwood. They co-direct the Clinical School’s
engagement activities and network with the other regional Clinical Schools in the South
West. The Co-Directors work with a growing leadership team of clinical academic staff
and other colleagues working in the hospital. Progress this year would not have bene
possible without the important partnerships the Clinical School has with the Cornwall
Health Library, the Research and Development Department, the Trust’s Clinical
Effectiveness Team and the financial support it receives from the Trust Charitable Fund
that supports scholarships and prizes.
Key achievements in 2019/2020:
The Clinical School holds 18 honorary appointments of clinical academics and essential
support staff between the organisations. Here colleagues have been research active;
nineteen publications have been published attributable to Clinical School, most in peerreviewed journal and supporting these, many posters and platform presentations have
been given to facilitate the dissemination of their findings.
New staff engagement activities have been introduced with support from the Cornwall
Health Library. Journal clubs have stated in specialty teams. Bringing opportunity to
appraise research and consider its impact on practice. In addition, to support staff
undertaking academic studies such as Masters courses at University, this year the library
host a Writing Café once a month, supported by the Clinical Schools’ Leadership Group
members.
A new Consultant Midwife appointment was made, former Clinical School Travel
Scholarship recipient, Angela Bellamy has joined the Clinical School Leadership Group.
Her clinical academic role will now start to develop a research body of work focusing on
vulnerable women during pregnancy.
Frazer Underwood, in recognition of being awarded a prestigious National Institute of
Health Research 70@70 Senior Nurse and Midwife Research Leader position, was
appointed as Associate Clinical Professor in Integrated Services for Older People to
complement his Consultant Nurse position. This joint arrangement between the
University of Plymouth’s School of Nursing and Midwifery and the Trust sets the scene
for new opportunities for joint clinical appointments in the future. Next year Frazer will
complete his doctoral studies, his research undertaken in the Trust, and progress to
influence care of older people transitioning from hospital to home.
Neil Powell, Consultant Pharmacist was successful in securing a prestigious National
Institute of Health Research Doctoral Fellowship. His five year clinical academic training
programme will be a practice based research PhD, Removing Erroneous Penicillin
Allergy Labels (REPeAL), will look at how we safely embed penicillin allergy de-labelling
in hospitals.
Professor Jill Shawe was awarded the (NIHR) Regional Clinical Research Network’s
Midwifery Champion role. Jill will be working with practicing midwives and research
midwives to increase research opportunities for women in maternity services across the
South West. Locally, Jill will be coaching our future midwifery research champions.
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3.8 CQUIN framework 2019/20
The CQUIN (Commissioning for Quality and Innovation) scheme seeks to introduce
service improvements and drive organisational change by making a percentage of our
income dependent upon delivery of those improvements. Most CQUINs are now
nationally set, including the entirety of the CCG programme
In 2019-2020 the schemes have been aligned to three key areas in support of the long
term plan (Prevention of ill health, Patient Safety and Best Practice Pathways) and are
worth 1.25% of our contract values, a total of £3.9 million (with approximately £3.5m of
this value NHS Kernow and £0.4m other commissioners). For NHS Kernow, where we
have a fixed financial arrangement, income received no longer varies according to actual
CQUIN performance but it still does for other commissioners.
We have had five National Schemes which are all within our NHS Kernow contract, one
Prescribed Specialist Service (PSS) scheme and one Public Health Scheme which are
within our NHS England contract.
Due to the coronavirus pandemic, all traditional commissioning arrangements were
ceased in March 2020, no quarter 4 submission was required and commissioners were
asked to take a pragmatic approach to the agreement of the 2019/20 schemes. In
recognition of the achievements that had been made within quarter 1 to 3, the schemes
within our NHS England contract were deemed to be achieved in full. Although there was
no financial agreement necessary for our NHS Kernow CQUIN, it was noted that
significant improvements had been made within all schemes.
Antimicrobial Resistance: This CQUIN has two elements to deliver safer patient care
through increased effective antibiotic usage by ensuring adherence to national antibiotic
guidance in treatment of Lower Urinary Tract Infections in older people and antibiotic
prophylaxis in elective colorectal surgery.
Staff Flu Vaccinations: this CQUIN has been in place for a number of years with
increased stretch targets applied. Staff flu vaccinations are a crucial lever for reducing
the spread of flu during winter months, where it can have a significant impact on the
health of patients, staff, their families and the overall safe running of NHS services.
Screening and brief advice for tobacco and alcohol use in inpatient settings: this
CQUIN us a continuation of previous years’ goals and historically the Trust has not been
able to make significant progress against this CQUIN. This scheme is part of the ongoing
programme to deliver the Long Term Plan and as such the Trust has invested in its
delivery.
Falls prevention: this is a new CQUIN which is based on taking three key actions as
part of a comprehensive multidisciplinary falls intervention which will result in fewer falls,
bringing length of stay improvements and reduced treatment costs.
Same Day Emergency Care (SDEC): This is another new CQUIN as part of best
practice pathway adoption, which looks at improving same day treatment for three key
conditions.
The remaining two CQUIN goals relate to NHS England. They are:
•

Hospital Medicines Optimisation: this CQUIN is a continuation from the last two
years and seeks to support the procedural and cultural changes required to
optimise the use of medicines in specialised services
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•

Workforce development: this CQUIN is linked to implementing workforce
development Plans for the Public Health screening programme (Bowel Screening)
which ensure stability, sustainability and optimal patient care
Royal Cornwall Hospitals NHS Trust
CQUIN SCORECARD 2019-20
Yellow cells indicate paid milestones

CCG1

Antimicrobial Resistance

NATIONAL

CCG1a) Antimicrobial Resistance – Lower UTI in
older people

NATIONAL

CCG3

Target

Establish
baseline

Actual



60-90% Antibiotic prescriptions for lower UTI in
older people meeting NICE guidelines
CCG1b) Antimicrobial Resistance – Antibiotic
prophylaxis in Colorectal Surgery
60-90% of antibiotic surgical prophylaxis
prescriptions for elective colorectal surgery being
a single dose and prescribed in accordance to
local antibiotic guidelines

CCG2

Q1

Target

Actual

Staff Flu Vaccinations
CCG2) Staff Flu Vaccinations

Target

Q3

Produce and implement
improvement plan whilst
continuing to monitor
performance


Q4
60-90%
Antibiotic
prescriptions
for lower UTI in
older people
meeting NICE
guidelines



60-90% of antibiotic surgical prophylaxis prescriptions for elective
colorectal surgery being a single dose and prescribed in accordance
to local antibiotic guidelines






Q1

Q2

Q3

No Q1 target

No Q2 target

No Q3 target

Q1

Q2

Q3

60-80% uptake of Flu Vaccines by frontline staff

Q4
60-80% uptake
of Flu Vaccines
by frontline
staff

Actual
Alcohol and Tobacco
CCG3a) Alcohol and Tobacco Screening
40-80% of patients 18+ with LOS 1 or more
recorded as having alcohol and tobacco
screening.

National

Q2

CCG3b) Tobacco Brief advice
50-90% of patients identified as smokers given
brief advice

CCG3c) Alcohol Brief advice
50-90% of patients identified as drinking above
low risk levels given brief advice
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Target

Establish
baseline

Actual



Target

Establish
baseline

Actual



Target

Establish
baseline

Actual



Produce improvement plan





Produce improvement plan



50-90% of
patients
identified given
brief advice



Produce improvement plan



Q4
40-80% of
patients having
alcohol and
tobacco
screening.
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Royal Cornwall Hospitals NHS Trust
CQUIN SCORECARD 2019-20
Yellow cells indicate paid milestones
Falls Prevention

National

CCG7

CCG7: Three high impact actions to prevent
hospital falls

Q1

50-75% patients with confirmed PE being managed
in same day setting where clinically appropriate.

Actual







Q1

Q2

Q3

National

CCG11c) SDEC Community Acquired Pneumonia
50-75% of patients with confirmed CAP being
managed in a same day setting where clinically
appropriate.
PSS1

Medicine Optimisation
Optimising the use and management of medicines
is a significant and realisable opportunity for the
NHS

Establish
baseline

Actual



Target

Establish
baseline

Actual



Target

Establish
baseline

Actual







Q1

Q2

Q3

Specialist Commissioning

Trigger 1: Improving efficiency in the IV
chemotherapy pathway from pharmacy to patient
– reducing chemotherapy waste
Trigger 2: N/A to RCHT
Trigger 3: Supporting national treatment criteria
through accurate completion of prior approval
proformas (Blueteq) - reducing unwarranted
clinical variation between centres.
Trigger 4: Faster adoption of prioritised best value
medicines and treatment – improving the rate of
adoption at a local level.
Trigger 5:Anti-Fungal Stewardship - Reduce
inappropriate use of anti-fungal agents and
prevent the development of resistance to
antifungals through the development of antif
l
d hi

Public Health

PH1

Trigger 1
Target

Ensure that the
Waste
Calculator tool
is embedded

Actual



Trigger 3
Target
Actual
Trigger 4
Target
Actual
Trigger 5
Target
Actual

Workforce Development

The aim of this CQUIN is to develop
Comprehensive Workforce Development Plans for
the Public Health screening programme workforce
which ensure stability, sustainability and optimal
patient care
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Target

Actual

Q4
25-80% patients
who have a falls
risk receiving
key falls actions

Q4

50-75% patients
Produce and implement reporting with confirmed
mechanism
PE receiving
SDEC

Target

CCG11b) SDEC Tachycardia with Atrial Fibrillation
50-75% of patients with confirmed AF being
managed in a same day setting where clinically
appropriate

Produce and implement
improvement plan whilst
continuing to monitor
performance

Target

SDEC
CCG11a) SDEC Pulmonary Embolus

Q3

Establish
baseline

25-80% patients 65 or over with a LOS over 48hrs
receiving 3 key falls actions

CCG11

Q2





50-75% patients
Produce and implement reporting with confirmed
mechanism
AF receiving
SDEC




50-75% patients
Produce and implement reporting with confirmed
mechanism
CAP receiving
SDEC

Implementation of Waste
Calculator tool



Q4
Development of
an
implementation
plan for waste
reduction in
year 2



Completion of Bluetq Form Audit






90% of new patients and 80% existing patientsreceiving BVM within
1 quarter of available advice.






Review of Anti- Identification of Diagnostic Gap
Fungal
an Anti-Fungal Analysis Survey
guidelines.
Stewardship
completed

Audits
undertaken







Q1

Q2

Q3

Q4

No Q3
Milestone

Produce
workforce
development
plan

Submission of a Attendance and
current status
workforce
report
workshop
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3.9 Care Quality Commission Registration
All health and adult social care providers need to be registered and licensed with the
Care Quality Commission (CQC). On the 1 April 2015 the CQC replaced the essential
standards of quality and safety with two groups of regulations:
•

Health and Social Care Act 2008 (Regulated Activities) Regulations 2014 (Part 3)

•

Care Quality Commission (Registration) Regulations 2009 (Part 4)

The regulations include fundamental standards to be met by registered providers. The
CQC monitor, inspect and regulate services to make sure they meet fundamental
standards of quality and safety.
The Trust is not fully compliant with the regulations that underpin its registration with the
CQC. As at the end of 2019/20, the Trust was rated as ‘requires improvement’ overall by
the CQC, and was not meeting all of the legal requirements as set out in the regulations.
The 2019 CQC inspection programme commenced with the use of resources
assessment on 23 October, led by NHS England and NHS Improvement.
From the 12-14 November the CQC inspected the following core services at the Royal
Cornwall Hospital:
•

Maternity (including community services)

•

Urgent and Emergency Care

•

Medicine

•

Surgery

•

End of Life

•

Outpatients

A provider level well-led inspection took place from the 11-12 December 2019. The final
outcome of the CQC inspection was published on 26 February 2020.
Overall, the CQC rating of the Trust stayed the same – ‘requires improvement’. The CQC
rated the Trust on being safe and responsive as ‘requires improvement’, and effective,
caring, and well-led as ‘good’ overall. In addition, the rating for the core services of
maternity, end of life care, and outpatients improved from ‘requires improvement’ to
‘good’ overall.
The Use of Resources rating improved from ‘requires improvement’ to ‘good’.
The CQC made a recommendation to NHS Improvement that Royal Cornwall Hospitals
NHS Trust should be removed from quality special measures.
The CQC inspection report identified areas for improvement including 18 breaches of
legal requirements the Trust must put right and 68 things the Trust should improve to
comply with a minor breach that did not justify regulatory action, to prevent breaching a
legal requirement, or to improve service quality. An action plan in response to these
areas for improvement was developed and submitted to the CQC on 25 March 2020.
The Executive-Led CQC Scrutiny Group continues to monitor the Trust’s response to the
key concerns arising from each of the CQC inspection reports. The group will be
responsible for oversight and monitoring of the latest CQC action plan to ensure that the
Trust is able to demonstrate and sustain improvements.
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3.10 Duty of Candour
The Care Quality Commission, following the Trust going into the Special Measures
Regime in October 2018, reviewed a number of cases where it was identified the Trust
had not met the Regulation 20 requirements. Following the review, the Trust entered a
pre-prosecution phase in 2019. In October 2019 the Trust were fined £16,250 by the
CQC for failing to comply with Regulation 20.
Since 2018, the Trust, as part of its strong governance work stream, has implemented a
number of improvements to its Duty of Candour processes and in developing our culture
within the organisation in terms of openness and transparency. For example, incidents
that would qualify for Duty of Candour being monitored and managed by the central
patient safety team as well as having Duty of Candour Champions within the Care
Groups. The Duty of Candour Champions role is to empower others to act and promote
an open and fair culture that fosters peer support and discourages blame. There is also
bi-weekly reporting to the Incident Review and Learning Group where Care Groups are
held to account for their performance against the required timescales for undertaking
Duty of Candour.
3.11 National Staff Survey Results for the Workforce Race Equality Standard
The table below shows the results of the National Staff Survey for 2019 focusing on the
experience of staff from an ethnicity perspective. The results are extremely encouraging
as they show improvements in all four areas for our colleagues from a Black or other
minority ethnic background and are all better than the national average.
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Workforce Race Equality Standard (WDES)
Similar to the concept of the Workforce Race Equality Standard, the WDES compares
the responses of staff with a disability to staff without. Seven of the eight questions in the
National Staff Survey have improved over the last year; however, the percentage of
people with a disability reporting they had sufficient adjustments made for them by their
manager has decreased. Two outcomes were measured higher than the national
average, the other six were not. The Trust recognises the need to focus on increasing the
positive experience of this group of people and have an improvement action plan in
place.

3.12 Data Quality
The NHS issues a quarterly publication of the Data Quality Maturity Index which is
intended to raise the profile and provide focus on the significance and importance of the
quality of data being used in the NHS. It provides Trusts with timely and transparent
information about their data quality. RCHT is currently scoring 99% overall, a 0.5%
reduction over the last 12 months, indications are that this could be due to the Maternity
Data Set and the ethnicity field not being mandatory. The table below shows the ongoing
performance for the Trust for the last 11 months, monthly reporting of this data only
started in October 2018.
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Date
Aug-19
Jul-19
Jun-19
May19
Apr-19
Mar-19
Feb-19
Jan-19
Dec-18
Nov-18
Oct-18

Overall Admitted
DQMI
Patient
Diagnostic
score
Care
Outpatient
A&E
Imaging Maternity
99.00% 99.30%
99.60%
97.60%
99.2%
98.60%
99.10% 99.30%
99.60%
98.20%
99.20%
98.30%
99.20% 99.30%
99.60%
98.80%
99.30%
98.70%
99.30%
99.30%
99.10%
99.50%
99.50%
99.40%
99.50%
99.50%

99.30%
99.40%
99.00%
99.30%
99.40%
99.30%
99.30%
99.30%

99.60%
99.60%
99.30%
99.70%
99.60%
99.60%
99.70%
99.70%

98.70%
98.70%
99.30%
99.40%
99.40%
99.30%
99.50%
99.20%

99.3%
99.30%
98.60%
99.40%
99.40%
99.40%
99.40%
99.40%

98.7%
98.7%
99.70%
99.70%
99.70%
99.70%
99.70%
99.70%

The Records, Information and Data Quality Strategy are available via the Trust’s
Document Library. The Strategy has been through a full review and update over the last
six months and is currently being approved by the appropriate governance routes before
replacing the current version. The Data Quality Policy will be reviewed once the Strategy
has been approved.
The Data Quality Assurance Group (DQAG) provides a forum for Information Asset
Owners to report on the collection, management and governance of data held within their
systems. The Information Asset Owners have been provided with specific training to
enable them to better understand their roles and responsibilities. Information reported on
the Trust’s information systems is presented to the Information Governance Group (IGG)
and areas of concern are raised and discussed, along with assurance that actions are in
place to rectify those areas of concern.
Reports provided by the Data Quality Team Leader to the IGG includes topics such as:
•

Secondary User Service Summary.

•

Double registrations managed.

•

In-patient errors and real time bed management.

•

Incorrect information recorded in patient records.

•

Correspondence returned from GPs.

The information reported at the Information Governance Group is reported to the Quality
Assurance Committee, which in turn provides assurance to the Trust Board.
The RCHT submits data to the Secondary Uses service for inclusion in the Hospital
Episode Statistics which are included in the latest published data for October 2019, and
have been compared to Sept 2019 as shown below.
The percentage of records in the published data which included the patient’s valid NHS
number and postcode was:
Admitted Patient Care
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99.7% compared to 99.6% for the use of the NHS number (National % is 99.4%)
99.9% remained the same for the use of the postcode (National % is 99.9%)
Outpatient Care
99.9% which remained the same for the use of the NHS number (National % is 99.6%)
99.9% which remained the same for the use of the postcode (National % is 99.9%)
Emergency Department
96.7% compared to 96.4% for the use of the NHS number (National % is 97.8%)
99.8% which remained the same for the use of the postcode (National % is 99.7%)
Following discussions and reviewing information an idea was turned into a fun interactive
way for all administration staff who handle data to understand their responsibilities and
the impact that they could have when things aren’t done accurately and in a timely
manner. This is a mandatory session for all those working in clinical administrative roles.
The idea grew into a Brilliant Quality Café whereby 50 to 60 staff are invited along to a
café style learning where subject matter experts share what they consider to be the most
important messages covering their areas, along with an interactive mobile phone quiz.
Attendees are then expected to watch a patient experience video and complete an
assessment back in their workplace. The topics being covered are:
•

Data Quality

•

Records Management

•

Reception and Outpatient Services

•

Information Governance

•

Information Services

•

Referral to Treatment Pathways

•

Digital Literacy

•

Quality Improvement

•

Clinical Coding

•

Finance

The purpose of this Brilliant Quality café is to improve:
•

the quality of data held in Trust systems

•

patient safety, care and experience

•

the reputation of the Trust

•

the governance of managing information

•

delivery of customer care

•

job satisfaction

•

the effectiveness and efficiency of administrative procedures

•

business planning for future services

and for staff to recognise and understand:
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•

the financial impact of mis-coded activity

•

the impact of incorrect information on other areas

•

that getting it right first time saves time

•

the importance of their administrative roles

•

the legal impact that the role of administrative staff play

This programme has the support of the Chief Executive, the Director of Integrated
Governance and the Chief Information Officer all of whom rotate and introduce the
session. The programme is endorsed and accredited by the Institute of Health Records
and Information Management, the professional body supporting clinical administrative
staff. So far, since introducing this in September 2019, 444 staff have been invited to
attend, with 319 actually attending and 187 staff that have already passed their
assessments. There was a presentation in December of certificates to successful staff
which was attended by three Executives who support this programme.

Some of the feedback the team has received is: “I left a bit more detailed feedback
yesterday, but I wanted to thank you very much for the Brilliant Course. It really was
"Brilliant" & I have been raving about it to the rest of the team this morning. Such a
positive and purposeful way of bringing Clinical Admin colleagues from the trust together”
and “More sessions to run like this”.
The Team running the sessions are expecting to see a reduction in errors being made
and an increase in the quality of the data that is collected and used by the Trust. This
programme of work underpins and supports the Trust on its journey to:
•

providing brilliant care for our patients

•

encouraging and supporting staff with brilliant ideas for improvement

•

providing the space for our staff to brilliant in their jobs
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3.13 Data Security and Protection Toolkit attainment levels
The RCHT was compliant across all assertions and have been accredited as attaining
Standards Met by NHS Digital for the 2019/20 Data Security & Protection Toolkit.
3.14 Clinical Coding Error Rate
The RCHT was not subject to an external clinical coding audit during the reporting period.
The Trust undertook an annual Clinical Coding Data Security & Protect Toolkit audit.
Results of this audit showed primary & secondary procedure plus secondary diagnosis
coding were an improvement on the accuracy level of 2018/19. Primary diagnosis coding
accuracy was below the accuracy level of 2018/19.
% coded
% coder
% nonDSPT
accurately
error
coder error levels
19/20 18/19 19/20 18/19 19/20 18/19
19/20
Standard
Primary
90
94
8.5
8.5
1.5
0
diagnosis
Met
Secondary
Standard
92.7
87.9
7.2
6.3
0.1
1.2
diagnosis
Exceeded
Standard
Primary
95.3
92.5
4.7
2.8
0
0
procedure
Exceeded
Secondary
Standard
96.6
93.3
3.4
10.9
0
0
procedure
Exceeded

18/19
Mandatory
Mandatory
Mandatory
Advisory

All recommendations from the 2018/19 Data Security & Protection Toolkit clinical coding
audit have been followed-up and actioned.
3.15 National Quality Indicators
Where possible the national data reflects acute trusts only.
The value and banding of the summary hospital-level mortality indicator
(“SHMI”) for the trust
January 2018 – December 2018
December 2018 – November 2019
National Data
National Data
RCHT
RCHT
average lowest highest
average lowest highest
0.9722 (‘as
0.9054 (‘as
1.00
0.6993 1.2264
1.00
0.6909 1.1957
expected’)
expected’)
The percentage of patient deaths with palliative care coded at either
diagnosis or specialty level for the trust
January 2018 – December 2018
December 2018 – November 2019
National Data
RCHT
National Data
RCHT
average lowest highest
average lowest highest
34
15
60
28
36
11
59
34
The RCHT considers that this data is as described for the following reasons:
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•
•

The data is validated nationally, and
Correlates with the Trust’s internal data.

The RCHT has taken robust actions to improve this score and so enhance the quality of
its services, by continuing to review both national and local mortality data ensuring that
appropriate actions are taken where indicated.
The trust’s patient reported outcome measures scores for hip
replacement (primary) surgery – Oxford Hip Score adjusted average
health gain (finalised data)
April 2017 – March 2018
April 2018 – March 2019
National Data
National Data
RCHT
RCHT
average lowest highest
average lowest
highest
22.210
18.000 25.045
22.324 22.225
18.649
25.377 23.206
The trust’s patient reported outcome measures scores for knee
replacement (primary) surgery – Oxford Knee Score adjusted average
health gain (finalised data)
April 2017 – March 2018
April 2018 – March 2019
National Data
National Data
RCHT
RCHT
average lowest highest
average lowest highest
17.102
12.899 20.394
17.961 17.197
13.546 19.979
18.510
The RCHT considers that this data is as described for the following reasons:
•
•

The data is validated nationally, and
Correlates with the Trust’s internal data.

The RCHT has taken robust actions to improve this score and so enhance the quality of
its services, by ensuring all PROMS data is reviewed by the relevant specialties and
participating clinicians.
The percentage of patients aged 0 to 15; readmitted to a hospital which
forms part of the trust within 30 days of being discharged from a hospital
which forms part of the Trust.
April 2017 – March 2018
April 2018 – March 2019
National Data
National Data
RCHT
RCHT
average lowest highest
average lowest highest
11.9
1.7
54.9
12.7
12.5
1.8
69.2
13.4
The percentage of patients aged 16 or over; readmitted to a hospital
which forms part of the trust within 30 days of being discharged from a
hospital which forms part of the Trust.
April 2017 – March 2018
April 2018 – March 2019
National Data
National Data
RCHT
RCHT
average lowest highest
average lowest highest
14.1
2.2
64.1
11.8
14.6
2.1
57.5
13.0
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There is an ongoing review by NHS Digital of emergency readmissions indicators across
frameworks, and the Compendium of Population Health readmissions indicators have
been updated and published in May 2019. As part of the update, certain elements of the
existing specification have been updated to align with other frameworks (NHS Outcomes
Indicator Set and CCG Outcomes Indicator Set), e.g. length of time to readmission will be
30 days and mental health admissions will not be excluded.
The trust’s score with regard to its responsiveness to the personal
needs of its patients. Indicator based on data from National In-patient
Survey
2017-18
2018-19
National Data
National Data
RCHT
RCHT
average lowest highest
average lowest highest
68.6
60.5
85.0
68.2
67.2
58.9
85.0
68.5
The RCHT considers that this data is as described for the following reasons:
•
•

The data is validated nationally, and
Correlates with the Trust’s internal data.

The RCHT intends to take robust actions to improve this score and so enhance the
quality of its services, by listening and acting upon all patient feedback.
The percentage of staff employed by, or under contract to, the trust
during the reporting period who would recommend the trust as a
provider of care to their family or friends.
2018
2019
National Data
National Data
RCHT
RCHT
average lowest highest
average lowest highest
70
41
95
60
70
41
95
61
The RCHT considers that this data is as described for the following reasons:
•
•

The data is validated nationally, and
Correlates with the Trust’s internal data.

The RCHT intends to take robust actions to improve this score and so enhance the
quality of its services, by continuing with initiatives to improve the health and wellbeing of
our staff.
Friends and Family Test – Patients. The Trust’s percentage who would
recommend from a single question survey which asks patients
whether they would recommend the NHS service they have received to
friends and family who need similar treatment or care
February 2020
Inpatient FFT
Response
Percentage
Percentage Not
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Rate
23.7%
25.8%

Recommended
96%
97%

Recommended
2%
1%

England
RCHT
ED FFT
England
12.1%
85%
9%
RCHT
15.2%
91%
5%
Outpatient FFT
England
*
94%
3%
RCHT
*
95%
1%
Maternity (Antenatal) FFT
England
**
95%
2%
RCHT
**
100%
0%
Maternity (Birth) FFT
England
19.9%
97%
1%
RCHT
7.9%
100%
0%
Maternity (Postnatal Ward) FFT
England
**
95%
2%
RCHT
**
93%
2%
Maternity (Postnatal Community) FFT
England
**
98%
1%
RCHT
**
Only 3 responses so not enough data
*Due to the flexibility organisations have over the degree and frequency of promotion of
the FFT in outpatients there is no response rate.
** The requirement to submit eligible population data for antenatal, postnatal ward and
postnatal community FFT was removed in July 2014.
The RCHT considers that this data is as described for the following reasons:
•
•

The data is validated nationally, and
Correlates with the Trust’s internal data.

The RCHT intends to take the robust actions to improve this score and enhance the
quality of its services by responding to the themes identified by our patients.
The percentage of patients who were admitted to hospital and who
were risk assessed for venous thromboembolism.
July – September 2019
October – December 2019
National Data
National Data
RCHT
RCHT
average lowest highest
average lowest highest
95.47
71.72
100
95.37
95.33
71.59
100
95.12
The RCHT considers that this data is as described for the following reasons
•
•

The data is validated nationally, and
Correlates with the Trust’s internal data.
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The RCHT has taken the actions to improve this score and hence the quality of its
services, by continuing to ensure all our patients are risk assessed on admission,
including targeted action where performance is below 100%.
The rate per 100,000 bed days of cases of C.Difficile infection reported
within the trust amongst patients aged 2 or over
April 2017 – March 2018
April 2018 – March 2019
National Data
National Data
RCHT
RCHT
average lowest highest
average lowest highest
13.13
0
90.37
12.9
15.42
0.0
81.5
18.09
NB: National annualised data for this indicator is published in July.
The RCHT considers that this data is as described for the following reasons:
•
•

The data is validated nationally, and
Correlates with the Trust’s internal data.

The RCHT intends to take robust actions to improve this score and enhance the quality
of its services, by reviewing antibiotic prescribing and compliance with all infection,
prevention and control policies.
The number of patient safety incidents reported within the trust
April 2018 – September 2018
October 2018 – March 2019
National Data
National Data
RCHT
RCHT
average lowest highest
average lowest highest
5113
262
23692 5183
5339
311
22048 5384
The rate of patient safety incidents reported within the trust
April 2018 – September 2018
October 2018 – March 2019
National Data
National Data
RCHT
RCHT
average lowest highest
average lowest highest
45.4
13.1
142.8
45.5
47.0
16.9
140.6
46.1
The number of such patient safety incidents that resulted in severe
harm or death.
April 2018 – September 2018
October 2018 – March 2019
National Data
National Data
RCHT
RCHT
average lowest highest
average lowest highest
17
0
87
21
17
0
72
19
The percentage of such patient safety incidents that resulted in severe
harm or death.
April 2018 – September 2018
October 2018 – March 2019
National Data
National Data
RCHT
RCHT
average lowest highest
average lowest highest
0.34
0
1.22
0.41
0.33
0
1.83
0.35
* All rates for patient safety incidents are per 1,000 bed days
NB: Next national publication of data is May 2020.
The RCHT considers that this data is as described for the following reasons:
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•
•

The data is validated nationally, and
Correlates with the Trust’s internal data.

The RCHT intends to take the following actions to improve this score and so the quality
of its services, by continuing to encourage a reporting and learning culture within the
organisation. This will be supported by the Trust Improvement Programme.
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3.16 Statements from Healthwatch, Health and Wellbeing Boards and Clinical
Commissioning Group
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25 November 2020
RCHT Quality Account 2019-20

Thank you for the invitation to comment on the Trust’s Quality Account for 2019/20 which is as
usual comprehensive and informative. We all very much appreciate the Trust’s work and
dedication and the challenges faced when providing such a wide range of services, supported by
159 local clinical audits.
I welcome the direction of improvement, noting progress for patient safety metrics, including falls.
With this work intended to continue during the current year, the papers from you’re your public
board meeting suggest this will be affected by coronavirus and hope that winter pressures do not
greatly add to this, nor affect your operational relationship with Derriford Hospital as the islands’
trauma centre. Maternity services have clearly improved since the CQC inspection in 2017, and
hope that this can be sustained as new and expecting mothers on the islands face the additional
hurdle of a sea barrier where, in some instances, they may be isolated from their usual family and
friends networks for some weeks.
Virtual outpatient appointments are encouraged, helping to improve patient experience and
reducing the need for medical travel between the islands and the mainland (and the risk of being
stranded by bad weather). Similarly, the review of the ‘admission to discharge’ journey
incorporating the role of carers. While saddening to read of ‘Priority’ patients who died, some
wider context would be useful in terms of trends, in addition to the operational improvements
these stimulated.
I would like to understand more about how the process for agreeing the Trust’s priorities for
2020/21 has been discharged, given the impact of coronavirus, and the role that the mandatory
medical examiners have played. An honest and open reporting culture has never been more
important and I thank you for taking on board the recommendations of Sir Robert Francis, while
the five pledges made in support of ‘Our Brilliant Improvement’ are clear and encouraging. I look
forward to further information on the transformation programme and referral management.
After our local elections in May 2021, perhaps a representative of the Trust could attend a
development session of the new committee, to take members through the final document and
describe your plans for 2020/21 and beyond. Members received the strategic case for integration
with RCHT from Phil Confue (CFT) in October 2020, and look forward to continuing a beneficial
relationship with the Trust as it pursues this strategic objective.
Yours sincerely
Cllr Avril Mumford
Chairman, Council of the Isles of Scilly Scrutiny Committee

Bob Dawson
Officer: Policy & Scrutiny
Council of the Isles of Scilly
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Following statements have been requested and are awaited:
•

Statement from Healthwatch Cornwall - requested

•

Statement from Council of the Isles of Scilly – requested
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3.17 Statement of Directors' Responsibilities in Respect of the Quality Account
The directors are required under the Health Act 2009 and the National Health
Service (Quality Accounts) Regulations to prepare Quality Accounts for each
financial year.
NHS Improvement has issued guidance to NHS foundation Trust Boards on the form and
content of Annual Quality reports (which incorporate the above legal requirements) and
on the arrangements that NHS Trust Boards should put in place to support the data
quality for the preparation of the quality report.
In preparing the Quality Account, directors are required to take steps to satisfy
themselves that the content of the Quality Report meets the requirements set out each
year.
The content of the Quality Account is not inconsistent with internal and external sources
of information including:
•
•
•
•
•
•

board minutes and papers for the period April 2019 to March 2020
papers relating to quality reported to the board over the period April 2019 March
2020
feedback from commissioners dated 25th November 2020
feedback from local Heathwatch organisations dated 25th & xx November 2020
feedback from Overview and Scrutiny Committee dated 25th & xx November 2020
Care Quality Commission inspection report published February 2020

The Quality Account presents a balance picture of the Trust’s performance over the
period
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Executive Summary
Meeting:
Report Title:
Author:
Executive Lead:

Trust Board in Public
Date:
03.12.20
Cornwall & Isles of Scilly Winter
Agenda
13
Planning Approach 2020/21
Item:
Ellen Brown, UEC Business Manager & Winter Planning Coordinator.
Karen Kay, System Director for Urgent & Emergency Care &
System Winter Planning Lead

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.
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

X

Purpose of the Report
Approve
Discuss
X
Note
X
The purpose of this paper is to share, with all Boards across the health and care
system, the system plans to maintain safety, standards and people’s experience of
care throughout winter 2020/21; and to highlight any risks or issues that are
unmitigated and still require resolution.
Consultation – other meetings discussed with and outcome of discussion:
The system-wide winter plan is a live document which is reviewed on a monthly
basis by the Urgent and Emergency Care Board. Input has been sought from all
system partner organisations and ongoing consultation is taking place throughout
winter as part of a continuous improvement approach.

Summary of key points
Individual organisations are accountable for planning to ensure that safety,
standards and people’s experience of care can be maintained during winter
pressures. Winter planning leads across the system collaborate to ensure that
organisational plans are aligned and to identify and work together to mitigate risks or
issues.
The system-wide winter plan summarises the key risks and issues facing our system
throughout winter and the key elements of our model of care and operating model
that will be in place over winter. It also sets out additional short term measures or
capacity being put in place by partner organisations across the system to deal with
the extra pressure we experience during winter.
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The effectiveness of the winter plan will be kept under constant review through the
system winter planning group, overseen by the Urgent and Emergency Care Board

Key risks
Key risks to the delivery of care throughout winter have been identified as follows
(NB these are not ranked in order of importance or priority):
•
•
•
•
•
•
•
•
•
•
•

An expected return to 2019/20 demand alongside constraints resulting from
infection control measures may impact our ability to support timely access to
care.
Capacity may not meet demand in 111 (both in and out of hours), primary care
and other community-based services, resulting in an increase in demand for
acute and community hospitals.
COVID outbreaks in health and care settings.
Peaks in seasonal illness such as norovirus, flu, COVID and other respiratory
illnesses increasing demand and reducing staffing capacity.
Increase in mental health presentations due to COVID.
Demand for emergency patient transport may exceed capacity, resulting in noncompliant response times.
Demand for non-emergency patient transport (from both elective and non-elective
increase in activity) may exceed capacity, resulting in delayed transfers of care.
Health, wellbeing and resilience of our workforce impacting sustained COVID
response exacerbated by winter pressures.
Workforce constraints due to deferred annual leave, sickness and self-isolation.
Severe weather conditions may impact on service delivery.
Care home and domiciliary care capacity may not match demand, especially for
dementia.

Recommendations and reasons
The Board is asked to note the contents of this report and provide feedback on the
extent to which the current planning approach:
• Meets local requirements for maintaining safety, standards and people’s
expectations of care throughout winter.
• Mitigates the identified risks and issues.
• Delivers on expectations set out in the Phase Three letter.
Equality and Diversity
Statement

Environmental
considerations

The purpose of the winter plan is to manage anticipated
demand and risks to service delivery so that access to our
services are maintained with equity for our population over
the winter period.
The transport service will continue to have an impact on
the environment via CO2 emissions. However the SOP of
E-ZEC (the transport provider) is to maximise ambulance
occupancy thus decreasing potential emissions. COVID
has impacted this as the number of patients able to be
carried on one journey has decreased from 3-4 to 2 due to
social distancing.
2
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Cornwall and Isles of Scilly Winter Planning Approach 2020/21
1.

Purpose

The purpose of this paper is to share, with all Boards across the health and care
system, the system plans to maintain safety, standards and people’s experience of
care throughout winter 2020/21; and to highlight any risks or issues that are
unmitigated and still require resolution.
2.

Executive Summary

Each year, systems are required to undertake winter planning and preparedness
exercises, in order to provide assurance both locally and to regulators that they are
able to mitigate elevated risks associated with winter alongside “normal” risks and
pressures.
In 2018, the Cornwall and Isles of Scilly system took a new approach to winter
planning, setting out the winter plan “on a page”. This enabled us to undertake
“planning” as an as an activity, rather than the production of an extensive document
to be approved by regulators which didn’t address the local issues and risks to our
population. There are eight collective aims that system partners have committed to:
1. Help people stay safe, well and independent at home.
2. Maintaining safety, standards and people’s experience of care.
3. Minimise infection by reconfiguring service settings to separate COVID and
non-COVID activity.
4. Make Ambulatory Care our default, with bed based care only when clinically
indicated.
5. Maximising flu and pneumonia immunisation for the most vulnerable people
and their carers.
6. Ensure that emergency and non-emergency transport capacity is sufficient to
enable access to both planned and urgent care.
7. Get people back home quickly if they are admitted to hospital.
8. Ensuring that capacity in each service is resilient and can cope with predicted
demand.
We have since maintained this collaborative approach to seasonal planning, utilising
learning from previous winters to improve each year and building in learning from the
first wave response to the COVID pandemic:
• Organisations are reviewing and refining their plans on a weekly basis.
Review of the winter plan at whole system level will takes place monthly with
reporting, review and feedback by the Urgent and Emergency Care Board
(UECB), Recovery Reference Group and Integrated Care Area (ICA) Boards.
• Escalations for more rapid resolution will be made via the existing COVID
Incident Command Calls and System Incident Management Teams.
3
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Governance and Responsibility
Organisational winter planning leads, supported by the system lead, are responsible
for:
•
•
•

Leading the process internally and ensuring alignment between COVID and
Winter planning;
Liaising with colleagues in other organisations to identify interdependencies
and ensure alignment;
Actively engaging in system-wide planning; helping to shape the system
approach to ensure the best results for patients and staff.

The system winter planning lead is responsible for creating an infrastructure that
supports collaboration and co-production between organisations, reducing
duplication. This will ensure that the system plan secures input and influence from
ICAs and promote consistency across organisations.
The system winter planning leads group:
•
•
•
•
•

Agrees priorities;
Provides peer support and challenge and quality assurance;
Will identify good practice, risks and issues to organisations and system
boards;
Liaise with the Citizens Advisory Panel, Overview and Scrutiny Committee
and regulators;
Keep recovery planning colleagues sighted on organisational plans to ensure
alignment.

4
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3.

Sustaining COVID Recovery Throughout Winter

There is a requirement to link winter planning for 2020/21 to COVID recovery
planning. National expectations for winter planning, set out in the Phase Three letter,
received in August, are below.
The System Director for Urgent and Emergency Care (UEC) is responsible for
ensuring the national requirements for winter are met. The UEC Board are therefore
responsible for maintaining oversight.
Preparing For Winter by:

RAG Rating

Continuing to follow PHE’s guidance on defining and
managing communicable disease outbreaks.
Continue to follow PHE/DHSC-determined policies on which
patients, staff and members of the public should be tested and
at what frequency, including the further PHE-endorsed actions
set out on testing on 24 June. All NHS employers should
prepare for the likelihood that if background infection risk
increases in the Autumn, and DHSC Test and Trace secures
500,000+ tests per day, the Chief Medical Officer and DHSC
may decide in September or October to implement a policy of
regular routine Covid testing of all asymptomatic staff across
the NHS.
Ongoing application of PHE’s infection prevention and control
guidance and the actions set out in the letter from 9 June on
minimising nosocomial infections across all NHS settings,
including appropriate Covid-free areas and strict application of
hand hygiene, appropriate physical distancing, and use of
masks/face coverings.
Ensuring NHS staff and patients have access to and use PPE
in line with PHE’s recommended policies, drawing on DHSC’s
sourcing and its winter/EU transition PPE and medicines
stockpiling.
Sustaining current NHS staffing, beds and capacity, while
taking advantage of the additional £3 billion NHS revenue
funding for ongoing independent sector capacity, Nightingale
hospitals, and support to quickly and safely discharge patients
from NHS hospitals through to March 2021.

In place

Deliver a very significantly expanded seasonal flu vaccination
programme for DHSC-determined priority groups, including

In place

In place

In place and continued
reinforcement of PPE use.

C.50 less acute beds at RCHT
as part of COVID planning (c.30
medical).
Capacity in independent sector
is being utilised for elective
care, overseen by Planned
Care Board.
Actions being taken to support
timely discharge but still over
100 patients/ delayed
discharges in acute and
community hospitals on a daily
basis.
Vaccination rates for priority
groups and staff are slightly
5
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providing easy access for all NHS staff promoting universal
ahead of previous year.
uptake. Mobilising delivery capability for the administration of a Phased delivery of vaccine is
Covid19 vaccine if and when a vaccine becomes available.
limiting pace.
Plans to mobilise COVID
vaccine are well developed and
being tested.
Expanding the 111 First offer to provide low complexity urgent TH111 First commenced in July
care without the need for an A&E attendance, ensuring those 2020 – Cornwall were an early
who need care can receive it in the right setting more quickly. adopter. Increased calls
This includes increasing the range of dispositions from 111 to answered by 111, ED & MIU
local services, such as direct referrals to Same Day
activity below last year. SDEC &
Emergency Care and specialty ‘hot’ clinics, as well as ensuring hot clinics already in place –
all Type 3 services are designated as Urgent Treatment
exploring opportunities to
Centres (UTCs). DHSC will shortly be releasing agreed A&E
increase. Plan agreed with
capital to help offset physical constraints associated with social NHSED/I is for 3 UTCs
distancing requirements in Emergency Departments.
therefore not all type 3 units (ie
MIUs) will be designated UTCs
Systems should maximise the use of ‘Hear and Treat’ and ‘See Historically high nonand Treat’ pathways for 999 demand, to support a sustained
conveyance rates have been
reduction in the number of patients conveyed to Type 1 or 2
maintained so may not result in
emergency departments.
a further reduction.
Continue to make full use of the NHS Volunteer Responders
Local VCS active contributors
scheme in conjunction with the Royal Voluntary Society and
and supporting 1,000+
the partnership with British Red Cross, Age UK and St. Johns individuals in the community.
Ambulance which is set to be renewed.

4.

Winter plan focus on key areas of risk

Notwithstanding the national requirements, for our local winter plan to be effective it
will be focused on tackling the locally identified risks to delivery of care throughout
winter. These are set out below and are not ranked in order of importance or priority:
•
•
•
•
•
•
•
•
•

An expected return to 2019/20 demand alongside constraints resulting from
infection control measures may impact our ability to support timely access to
care.
Capacity may not meet demand in 111 (both in and out of hours), primary care
and other community-based services, resulting in an increase in demand for
acute and community hospitals.
COVID outbreaks in health and care settings.
Peaks in seasonal illness such as norovirus, flu, COVID and other respiratory
illnesses would also impact demand and staffing capacity.
Increase in mental health presentations due to COVID.
Demand for emergency patient transport may exceed capacity, resulting in noncompliant response times.
Demand for non-emergency patient transport (from both elective and non-elective
increase in activity) may exceed capacity, resulting in delayed transfers of care.
Health, wellbeing and resilience of our workforce impacting sustained COVID
response exacerbated by winter pressures.
Workforce constraints due to deferred annual leave, sickness and self-isolation.
6
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•
•

Severe weather conditions may impact on service delivery.
Care home and domiciliary care capacity may not match demand, especially for
dementia.

Estimating the Medical Bed Capacity Deficit
If not fully mitigated, the above key risks contribute to a system-wide capacity gap
which, manifests as an acute bed deficit. It is more difficult to assess this in the other
acute hospitals that Cornish patients utilize as they are only part of the population
using that hospital but it can be predicted as in the following table in RCHT. The
COVID pandemic has created significant variability in health and care demand
making it far more difficult than normal to predict the future. We will therefore be
tracking all four possible scenarios below. In all scenarios the month 1-5 actual (beds
used) are the same and all predicted surpluses or deficits assume we aim for 90%
bed occupancy. Demand which is higher than predicted below results in higher bed
occupancy which has a knock on effect in bed availability for flow through the
emergency department, ambulance handover delays etc.:
•

Scenario 1 - As per Jul-Aug growth on %: Assumes that activity continues to
grow as a percentage of last year at current rates until it gets back to last year’s
activity at which point it stabilises.

•

Scenario 2 - As per m1-5 growth on actuals: Assumes that activity continues
to grow in line with the growth in actual activity for the first five months of the
year, which ultimately means that by the end of the year we are close to last
year’s levels.

•

Scenario 3 - As per wave 1 activity: This assumes that activity will remain at
around 85% of last year’s non-elective activity for the remainder of the year.

•

Scenario 4 - As per wave 2 COVID: This assumes that, if there is a second
wave of COVID, there will be a reduction in non-electives but not to quite the
same degree as in first wave COVID.

5.

Mitigating the Risks – New Models of Care
7
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The “new models of care” have been developed during COVID to ensure that
patients could be cared for outside of hospital settings, and will remain in place to
help mitigate winter pressures.
“Think 111 First”
• Think 111 First is the local launch of the National NHS 111 First initiative,
implemented on 4 July 2020, clinically led and supported by all system partners
including RCHT ED team, MIU nurses, Pharmacy, Social Care, Mental Health,
Business Intelligence, Healthwatch, Patient Participation Groups and NHSE/I.
• NHS 111 providers (locally the Cornwall Integrated Urgent Care Service – IUCS)
continue to see increased volumes of activity, thought to be as a positive result of
public messaging and engagement through a variety of channels encouraging
people to call 111 instead of walking into any urgent or emergency care setting
and only to call 999 for life threatening conditions.
• Patients waiting for a clinician to call back are prioritised by clinical acuity, having
already undergone an NHS Pathways assessment.
• Think 111 First posters and communications have been developed by a multidisciplinary team of GPs, Allied Health Professionals and service managers to
ensure clarity of messaging, especially for those with learning disabilities or other
cognitive impairment.
Validation of 111 referrals for lower acuity ambulance or emergency
department (ED)
• Cornwall are currently national leaders in validation of pathways with ED
outcomes, with enhanced clinical validation of all 111 calls with an ED or lower
acuity 999 disposition (category three or four).
• More than 95% are validated per month (approximately 1,100 patients) compared
to the national target of 50% and compared to a regional /national average of
68.8%.
• More than 85% of those clinically validated are downgraded, effectively meaning
that patients receive a “hear and treat” or “see and treat” solution to their problem
at a location other than ED and without the call being transferred to SWAST.
• We are further increasing call handler and clinical validation capacity.
Community Assessment and Treatment Units (CATUs)
• Established in Bodmin, Camborne, ST Austell and Penzance as part of our initial
COVID response and will remain in place. CATUs allow provision of hospital level
care in a community setting making UEC more accessible for patients who have
a frailty syndrome. 24/7 nursing support is provided with the aim to establish a
comprehensive treatment plan within 72 hours to support discharge back to the
patient’s usual place of residence. Since April an average of 40 patients per
week have been admitted to the CATU who would otherwise have likely been
admitted to the acute trust; all discharged home, 70% with no further support
needed, max LOS 72 hours.
Community Co-ordination Centres (CCCs)
• CCC established in each of three Integrated Care Areas as part of initial COVID
response, bringing together primary, community and social care linking closely
with PCNs and the voluntary sector in that area. Their role is to better co-ordinate
the deployment of resources to support people in their local community, prevent
8
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•
•

unnecessary admission to hospital and enable rapid discharge.
Trusted Assessors track support the assessment and safe transfer back to care
homes especially where patients have complex needs. They also support the
wards with Mental Capacity Act and Best Interests assessments.
Community Makers link the CCCs to the voluntary sector. They help “prioritisers”
in sourcing voluntary support. They support in sourcing the most appropriate and
well-rounded care that Cornwall can offer our residents.

Isles of Scilly
• Collaborative approach to planning and resilience across mainland and islands Isles of Scilly model of care/COVID-19 cell including colleagues from the
mainland. Isles of Scilly Director for Children’s and Adult Services a member of
the Joint Provider Incident Command Call (ICC).
• The model of care has been revised for winter pressures and a final version of
this model will be appended to the system winter plan.
• Enhanced community testing capability in place for the Isles of Scilly providing
fast COVID-19 antigen swab testing for both residents and visitors; provides a
testing service that is not dependent on transport links for the transfer of tests.
• An enhanced focus on improving transport links for those who do need to travel
to the mainland for face to face treatment.
High Intensity User Intensive Support Service
• Cornwall has implemented the High Intensity User Service, as per the NHS
England model, providing one to one coaching and support for people who are
the most frequent attenders at emergency departments who arrive by ambulance.
This model of personalised support has resulted in a reduction in demand on 999
services (reduced “hear and treat”, “see and treat” and conveyance), as well as a
reduction in emergency department attendances and in unplanned admissions.
In the three months pre and post intervention there has been around a 90%
reduction in the use of emergency services as a means to access care. We have
increased the number of HIU support workers from 2 to 4 prior to winter.
Mental Health
• A new crisis support service to be implemented for residents in the east of the
county. A link worker will be co-located with Psych Liaison Teams at Derriford
hospital Monday-Friday at peak presentation times to support their multidisciplinary team (MDT). Presentations outside of these times will be referred for
a home visit.
• Mental health crisis support for people presenting at primary care settings to
avoid onward referral to a secondary care setting – workers will be co-located
within primary care to work directly with patients who present in MH distress/crisis
to de-escalate the presentation. They will then continue to work with the
individual on a sessional basis to develop a range of tools and techniques to
keep that person safe and to promote self-care.
• Expansion of the existing commissioned mobile Crisis Café offer to deliver two
pop-up cafes in different locations across the county, with 24 hour availability.
The service will be utilised to complement the existing commissioned Safe and
Supported Return Home Scheme provision, strengthening the county wide offer,
and working alongside the police and ambulance services.
9
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Support for Care Home providers and their residents
• All care homes are aligned to a single primary care network with a named lead
clinician as first point of contact.
• Tablets and other digital infrastructure provided to care homes to enable remote
working and regular multi-disciplinary team meetings are being held virtually.
• RESTORE-2 training rolled out across Cornwall, which enables care homes to
recognise early soft signs of deterioration, take observations, respond and
escalate.
• Provided clinical observation kits for care homes, to enable improved uptake and
utilisation of the 111 dedicated care home line and improved clinical handovers.
• Enhancing infection control capability in care home and domiciliary care. Care
home residents/staff supported via a multi-disciplinary team, for infection control
advice, PPE fit testing training and infection control.
• Immedicare - a video-enabled telemedicine service providing support to a
selection of care homes from a UK digital care hub to avoid unnecessary non
elective admissions.
Winter Wellbeing
• Winter Wellbeing guides have been produced and can be found on the Cornwall
Council Website: https://www.cornwall.gov.uk/winterwellbeing
• Teams continue to install heating and repair heating throughout the Winter – no
delay due to COVID-19, so if have any customers/patients with heating issues to
contact 0800 954 1956 or advice@cep.org.uk
• Cornwall Council oversees approximately 25,500 Clinically Extremely Vulnerable
(CEV) patients (previously known as “shielding”) and identifying issues of CEV’s
seeking help/advice.
Flu Vaccinations
• Flu vaccination uptake is being monitored for groups who are vulnerable or ‘at
risk’ with the aim to close the gap between these groups and the population as a
whole, e.g. BAME Communities, people with a learning disability, the most
deprived 20% of communities.
• The most vulnerable and ‘at risk’ groups were targeted first through September
and October, in particular the housebound cohort in support of practices and
community caseload.
• There are three drive-through flu clinics across the county, set at Stithians
Showground, the Eden Project and the Royal Cornwall Showground.
Workforce (including home care and care home workforce)
• A system-wide workforce cell with all partners, including adult social care, RCHT
and CFT is collaboratively working to support our workforce with access to staff
wellbeing support resources from across the system.
• Risk assessments have been completed for all staff with priority given to BAME
and the most vulnerable.
• joint staffing bank created in RCHT and CFT, enabling mutual aid between the
two organisations to increase resilience and provide support into care homes
when required.
• Cornwall ‘Proud to Care’ temporary workforce bank set up through Corserv, with
free induction training for new starters, access to NHS workforce banks and
10
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•

learning and development opportunities for care providers.
Joint recruitment campaign for care workers launched October 2020 to respond
to COVID second wave with Proud to Care, Care Providers, Corserv, NHS
Kernow, Kernow Health, CIC and Cornwall Council.

Discharge to Assess
• Additional re-ablement capacity commissioned 2 November for 20 weeks to
increase capacity for re-ablement, with further support commissioned through
Volunteer Cornwall’s Volunteer Co-ordinators.
• 103 additional short-stay beds in care homes commissioned, from 2 November
for up to 20 weeks, placements to be made on a phased weekly basis.
• Increased therapy capacity commissioned for 20 weeks to support timely
assessment of patients following discharge from an acute or community hospital
setting.
• Re-location of some acute hospital therapists into community teams to support
assessment of long term care needs in peoples home or community setting.
Elective Surgery
• Protection of surgical bed base in RCHT: As a result of the COVID-19 response
the Trust has 20 ring fenced surgical beds; 18 Stroke beds ; 6 CIU beds; and 2
hotline beds for Cancer Services, this is aimed at ensuring that urgent or cancer
elective operating programme continues in the face of winter pressure on beds.
Independent sector support: The aim is to maximise use of the Independent
sectors capacity to ensure that we achieve our commitment to reducing waiting
times that increased during the first wave of COVID.
System Escalation Management Framework
• System-wide daily operational calls take place seven days a week, 364 days a
year regardless of escalation status. This is seen as good practice regionally and
is not common in other health and care systems. These are chaired on a
rotational basis between all partners and provide a forum for risk sharing, mutual
aid, problem solving and support for patient flow.
• Escalation through bronze, silver and gold in accordance with operational
pressure escalation level (OPEL) status for support and intervention. OPEL
escalation framework review will be completed in December after adjustments to
reflect the impact of COVID.
6. Recommendations
The Board is asked to note the contents of this report and provide feedback on the
extent to which the current planning approach:
• Meets local requirements for maintaining safety, standards and people’s
expectations of care throughout winter.
• Mitigates the identified risks and issues.
• Delivers on national expectations set out in the phase three letter.
Author: Ellen Brown, UEC Business Manager & Winter Planning Co-ordinator
Date: 23 November 2020
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Purpose

Lead Exec

Paper Author(s)

Dec

Jan

Feb

Mar

Notes

Operating Arrangements and Governance
Declarations of Interest

Declaration

Verbal

N/A

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

Trust Board Work
Programme

Information

Company Secretary Deputy Company Secretary

Committee Terms of
Reference

Approval

Company Secretary

Committee Annual Reports

Approval

Company Secretary Deputy Company Secretary

Information

Company Secretary Deputy Company Secretary

Approval

Company Secretary Company Secretary

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)

Approval

Company Secretary Company Secretary

Annual review of Standing Orders etc, via Audit and Risk Assurance
Committee

Approval

Company Secretary Deputy Company Secretary

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.

Patient Story

Discussion

Joint Director of
Nursing, Midwifery
and AHP

Guardian of Safe Working
Hours

Discussion
and
Assurance

Trust Board Schedule of
Meetings and Glossary of
Terms
NHS Self Certification:
Provider License
Standings Orders, Standing
Financial Instructions and
Scheme of Reservation and
Delegation
Trust Seal Annual Report

Deputy Company Secretary

Company Secretary
(approved by Trust Board)

Reviewed as required or at least annually in March

QUALITY, RISK AND PEOPLE

REGULATORY

Medical Director

Dr Jon Stratton, Guardian of
Safe Working Hours

Q3
report

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
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Purpose

Annul Safeguarding Report

Lead Exec

Paper Author(s)

Dec

Jan

Feb

Mar

Notes

Discussion
and
Assurance

Joint Director of
Nursing, Midwifery
and AHP

Consultant Nurse for
Integrated Safeguarding
Services

Discussion
and
Assurance

Medical Director

Head of Clinical
Effectiveness

Reports come via Quality Assurance Committee

Discussion
and
Assurance

Joint Director of
Nursing, Midwifery
and AHP

Deputy Director Quality,
Safety and Innovation in
Clinical Practice

Report comes via Quality Assurance Committee. QAC also review quarterly.

Q3

Report comes via Quality Assurance Committee. QAC also review quarterly.

REGULATORY (NHSI)
Learning from Deaths
Quarterly Report
REGULATORY (NHSI)
End of Life Care Annual
Report
Safer Staffing Biannual
Report

Discussion
and
Assurance

REGULATORY (NICE)
Learning from Serious
Discussion
Incidents Annual Report (SIRI and
Assurance
REGULATORY (NHSE/I)

Annual Winter Plan

Discussion
and
Assurance

Joint Director of
Nursing, Midwifery
and AHP (for
Nursing and
Midwifery staff)
Director of
Integrated
Governance

Reports come via Quality Assurance Committee. Position Statement for
October Board

Report comes via Quality Assurance Committee

Director of
Operations

Report comes via Quality Assurance Committee.

Director of
Operations

Good practice to undertake a wash-up of lessons learned from winter plan
implementation. Comes via Quality Assurance Committee.

Director of
Operations

Report comes via Quality Assurance Committee

REGULATORY
Discussion
Winter Plan Lessons Learned and
Assurance
Emergency Preparedness,
Resilience and Response
(EPRR) Annual Assurance
Approval
Process (Annual Statement)
STATUTORY (Civil
Contingencies Act 2004)
Infection, Prevention and
Control Annual Report

Discussion
and
Assurance

Joint Director of
Nursing, Midwifery
and AHP

Director of Infection,
Prevention and Control

Report comes via Quality Assurance Committee
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Purpose

Lead Exec

Paper Author(s)

Dec

Jan

Feb

Mar

Notes

STATUTORY (Health and
Social Care Act 2012)
Quality Account

Approval

Seven Day Services Board
Assurance Framework

Discussion
and
Assurance

REGULATORY (NHSI)

Discussion
Senior Information Risk
and
Owner (SIRO) Annual Report
Assurance
REGULATORY (National Data
Guardian)
Patient Experience Annual
Discussion
and
Report (compliments and
Assurance
complaints)

Director of
Integrated
Governance

Head of Clinical
Effectiveness

Medical Director

Clinical Effectiveness
Manager

Director of
Integrated
Governance

Head of Information
Governance; IT Security
Manager; and
Project Manager,
Compliance and

Director of
Integrated
Governance
Director of
Approval and
Integrated
Board Assurance Framework
Assurance
Governance
Discussion
Professional Standards
Director of People
and
and OD
Report (in Committee)
Assurance
Medical Appraisal and
Approval
Medical Director
Revalidation Annual Report

REGULATORY

Discussion
and
Assurance

Consideration of Risk

Discussion

Annual Flu Plan (for staff)

Information

Annual Equality Report

Approval

Freedom to Speak Up Report

Biannual update against
equality strategy
Standing item: Update on
Actions to Address
Inequalities
Annual Statement of Fire
Safety

Director of People
and OD
Director of
Integrated
Director of People
and OD
Director of People
and OD

PERFORMANCE AND FINANCE

Chief Executive

Autumn
/ Winter

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
Annual Report to Trust Board. Quarterly reports to Quality Assurance
Committee

Good practice. Recommended to the Board. Number of complaints covered
by IPR at every Board and QAC meeting in IPR.
Comes following review at Audit and Risk Assurance Committee
Delegated to POD with Bi-monthly report to Board - agreed at Board in June
2020
Deputy Medical Director

Provides the information and data necessary for the Trust Board, via POD, to
make an annual compliance statement to NHSE (Sept submission date)

Freedom to Speak Up
Guardian

Biannual report to the Board. Quarterly to People and OD Committee (Nov
and May)

N/A (verbal)

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 via People and OD Committee. Board Checklist to review

Human Rights, Equality and
Inclusion Lead

Discussion
Director of People
and
and OD
Assurance
Disussion and
Chief Executive
Assurance
Assurance

Report comes via Quality Assurance Committee

Comes via People and OD Committee. Biannual update to the Board required
Via POD. Was a result of a CQC action

Director of Estates

Standing item added from December 2020 as agreed at 13 August Board in
Committee - discussion re Phase 3 Response Plan
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)
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Purpose
Integrated Performance
Report

Discussion
and
Assurance
Discussion
and
Assurance

Lead Exec
Executive Directors

Paper Author(s)

Dec

Jan

Feb

Director of Strategy and
Performance

Mar

Notes
Monitored also by Quality Assurance Committee on key quality indicators

Director of Finance Deputy Director of Finance

Monitored also by Finance and Performance Committee

Audited Annual Accounts and
Annual Report (including
Approval
Annual Governance
Statement)

Deputy Director of Finance;
Financial Controller;
Director of Finance
Company Secretary and
Communications Manager

Usually approved in May each year but due to Covid-19 pushed back to June
(national guidance). Comes via Audit and Risk Assurance Committee

Outline Business Case and
Full Business Case
Approvals
Board in
Committee

Approval

Executive Directors
(as relevant)

Performance Assurance
Framework

Approval

Director of Strategy Director of Strategy and
and Performance
Performance

Annual review of the PAF (to go to F&P and Board)

Approval

Director of Finance

As required

Integration update

Discussion
and
Assurance

Director of Strategy
and Performance

And private Board as required

Quarterly Strategic Report

Discussion
and
Assurance

Director of Strategy
Head of Strategy
and Performance

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

Monthly Finance Report

Contracts greater than £1m
Board in Committee
STRATEGY

Patholog
y,
ED/resu
s

Mike Visick

As required. Women's and Children's OBC required by end of October (egovernance decision required post FPC recommendation).

Q3
20/21

Action ref In Committee: 20.85 d(i). Report for November will be the Month 1-6
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Purpose
Quality Account

Approval

Lead Exec
Director of
Integrated
Governance

Paper Author(s)
Richard Johnson, Head of
Clinical Effectiveness

Dec

Jan

Feb

Mar

Notes
Report comes via Audit and Risk Assurance Committee. New timeline re chang

Committee Assurance Reports
Discussion
Quality Assurance Committee and
Assurance

Chair of Quality
Assurance
Committee and
lead Executive
Chair of Finance
and Performance
Committee and
lead Executive
Chair of Audit and
Risk Assurance
Committee and
lead Executive

Verbal

Finance and Performance
Committee

Discussion
and
Assurance

Audit and Risk Assurance
Committee

Discussion
and
Assurance

People and Organisational
Development Committee

Discussion
and
Assurance

Chair of People and
OD Committee and Verbal
lead Executive

Remuneration Committee

Discussion
and
Assurance

Chair of
Remuneration
Committee

Charitable Funds Committee

Discussion
and
Assurance

Chair of Charitable
Funds Committee Verbal
and lead Executive

Verbal

Verbal

Verbal

Specific Items Requested/Required by the Board (additional to regular cycle of business)
E-governance decisions
Covid-19 Update (in public
and in Committee)

Information
Discussion
and
Assurance
Approval

Integration Committee ToRs
Integration Strategic Outline
Case (Board in Committee)
Six-month Follow-up of
Christina's Story (patient
story)

Approval

Discussion

Company Secretary Company secretary
Director of
Operations (CovidLead)
Direcor of Strategy
and Performance
Director of Strategy
Head of Strategy
and Performance
Director of
Integrated
Governance

Items scheduled as required
To continue for as long is required
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RCHT Trust Board and Committees Meeting Dates 2020-21
Monday
Tuesday
Wednesday
Thursday
Friday
Saturday
Sunday
Monday
Tuesday
Wednesday
Thursday
Friday
Saturday
Sunday
Monday
Tuesday
Wednesday
Thursday
Friday
Saturday
Sunday
Monday
Tuesday
Wednesday
Thursday
Friday
Saturday
Sunday
Monday
Tuesday
Wednesday
Thursday
Friday
Saturday
Sunday
Monday
Tuesday

July
PD
PD

PD
PD

PD

August
PD

1
TBI
4
5
6
7
8
9
10
11
12
ARAC (BHMR)
CFC (BHMR)
15
16
17
18
19
20
21
22
23
24
25
26
FPC (BHMR)
QAC (BHMR)
29
TB (G09)
31

September

PD
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
BANK HOLIDAY

PD
PD

PD

1
2
TBI (G09)
4
5
6
7
8
9
POD (BHMR)
11
12
13
14
CFC (BHMR)
16
APM (G09)
18
19
20
FPC (BHMR)
22
QAC (BHMR)
24
25
26
27
28
29
30

Key

October

PD

PD
PD
PD

PD

TB (G09)
2
3
4
5
6
7
8
9
10
11
12
13
14
ARAC (BHMR)
16
17
18
19
20
21
22
23
24
25
FPC (BHMR)
QAC (BHMR)
POD (BHMR)
29
30
31

November

December

January

1
2
TB (G09)
4
5
6
7
8
9
10
11
12
13
FPC (BHMR)
POD (BHMR)
QAC (BHMR)
17
18
19
20
21
22
23
24
BANK HOLIDAY
26
27
BANK HOLIDAY
PD
29
PD
30
31

PD
PD
PD

PD

PD
PD

PD

1
2
3
4
TB (G09)
6
7
8
9
10
11
12
13
14
15
16
CFC (BHMR)
18
19
20
21
22
FPC (BHMR)
TBI (BHMR)
QAC (BHMR)
26
27
28
29
Board to Board

PD

PD
PD

PD

BANK HOLIDAY
2
3
4
5
6
TB (G09)
8
9
10
11
CFC (BHMR)
13
ARAC (BHMR)
15
16
17
18
19
20
21
22
23
24
FPC (BHMR)
QAC (BHMR)
27
TB (G09)
29
30
31

PD
PD
PD

PD

February
1
2
3
TB (G09)
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
FPC (BHMR)
QAC (BHMR)
POD (BHMR)
25
26
27
28

Time

Chair of Meeting

Committee Secretary

Executive Lead

Mairi McLean
Mairi McLean
Margaret Schwarz
Richard Stephenson
Sarah Newton
Sarah Pryce
Paul Hobson
Mairi McLean

Siân Millard

Kate Shields

Lynsey Neave
Lynsey Neave
Lynsey Neave
Lynsey Neave
Lynsey Neave

Kim O'Keeffe
Sally May
Sally May
Kerry Eldridge
Kerry Eldridge

TB
TBI
QAC
FPC
ARAC
POD
CFC
APM
PD
BHMR
HWIC
TBC

Trust Board (Public and Committee)
Trust Board Informal
Quality Assurance Committee RCHT and Joint
Finance and Performace Committee
Audit and Risk Assurance Committee
People and Organisational Development Committee
Charitable Funds Committee
Annual Public Meeting
Paper Deadline
Bedruthan House Meeting Room
Health and Wellbeing Innovation Centre
To Be Confirmed

10:00-17:00

POD
HWIC

Comments
24th February 2021 - Time change
1st October 2020 - Venue is Perranporth Room, HWIC

Time
14:00-17:00
10:00-17:00

12:45-17:00
14:00-17:00
13:00-16:00
09:00-12:00
14:00-16:00
16:30-18:15

PD

PD
PD
PD

PD

March
1
2
3
TB (TBC)
5
6
7
8
9
10
11
12
13
14
15
CFC (BHMR)
17
ARAC (BHMR)
19
20
21
FPC (BHMR)
23
QAC (BHMR)
TB (G09)
26
27
28
29
30
31
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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

Page 286 of 288

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
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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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