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Title of Report Peninsula Pathology Network Development 
Accountable Officer Ann James, Chair of Network 
Author(s) Claire Higdon, Strategic Planning Consultant 
Purpose of Report and 
verbal briefing 

This paper from the Peninsula Pathology Network Board is 
for Trust Boards to be submitted alongside the 
Collaboration Agreement.  This paper sets out the maturity 
levels for network development and plots the network 
ambition over a timeline and the actions required to 
achieve this.  This will provide the requisite confirmation for 
NHSEI as and when funding is allocated for network 
development. 

What is the action for 
the Board 

To note the ambition for Pathology Network 
development including the Network Boards’ approval 
of the  Collaboration Agreement. 

Consultation 
Undertaken to Date 

An external review took place in February 2020 which 
involved a series of individual meetings with various 
members of the pathology network, local acute trusts as 
well as other stakeholders.  Trust Boards have since been 
briefed via Board papers as well as Ann James verbal 
briefing at STP CEO meetings and briefings at the 
Peninsula Partnership Board.  All members of the 
Peninsula Pathology Network Board have had opportunity 
to influence the development of the Collaboration 
Agreement and the initial network work programme.  

Executive Summary An external review of Pathology was commissioned in 
February 2020 to test out the ambition of the network and 
make recommendations for improvement.  The outcome 
from the external review with its recommendations has 
been shared in previous Board papers. 

There is consensus across partners that the network 
should continue at a Peninsula level and at this stage 
operate at Level one.  The development of the 
Collaborative Agreement is seen to be a critical component 
to confirm the shared ambition to work together to provide 
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a consistently high quality clinical service.   

The Collaboration Agreement describes the following 
strategic objectives to be delivered by the Network:- 

Objective one – Establish Governance framework based 
on Clinical Effectiveness and resource the Clinical 
Effectiveness Group so it can be successful in driving a 
quality service judged on whole system impact and 
outcomes for patients;  

Objective two – support the establishment of three service 
providers; South, East and North Devon (SEND), Plymouth 
and Cornwall ensuring that these pathology services meet 
the present and future health/service needs of both their 
local and peninsula wide population in accordance with the 
commissioning intentions and ambitions;  

Objective three – to provide mutual aid support to ensure 
business continuity and resilience ensuring continuing 
service delivery during normal operations and in times of 
crisis;  

Objective four – support service providers in developing 
workforce plans, which may include working between 
organisations, to optimise the use of existing personnel, 
harmonise work practices, create attractive work roles to 
retain and attract new staff to deliver sustainability of 
services; 

Objective five - influence wider south west region to agree 
a high level strategy for progressing pathology IT in the 
peninsula, as part of requirement to deliver seamless 
access to patient results; agree plan to maximise 
interoperability and interconnectivity between systems to 
allow for the easy and safe transfer of work where required.   

It also describes the overarching governance processes for 
the Network. Overall, the Collaboration Agreement seeks 
to provide clearer structure, agreed principles and functions 
of the network.  

Next Steps The Collaboration Agreement was approved by the 
Pathology Network on 28th April with aim of going to Trust 
Boards in May and June.  The new governance is aimed to 
be in place for 1st July 2021. 
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It was agreed by the Devon and Cornwall STP CEOs that 
the Collaboration Agreement would need to go to Trust 
Boards for information.  Within this document, they would 
be expecting to see the underpinning infrastructure in 
terms of governance and initial work programme.   
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Background 
The initial recommendation from NHSE, set out in 2016/17, was for the set-up of 29 
pathology networks across England, in order to reduce unwarranted variation, 
improve the efficiency of resource utilisation and additionally, generate financial 
savings of around £4m. The NHSE proposed South 1 network includes all five acute 
hospitals covering the population of Devon, Cornwall and the Isles of Scilly.   
 

Strategic Context 
At this stage each of the five Trusts have their own Trust Boards.  However, Northern 
Devon Healthcare is planned to merge with Royal Devon & Exeter Healthcare NHS 
FT with effect from 1st April 2022 and already shares a joint Executive Team.  A 
further alliance including these two Trusts with Torbay and South Devon NHS FT has 
also been agreed known as South, East and North Devon Alliance (SEND).  It is on 
this footprint that Pathology services will be developed for those three Trusts.  
Plymouth and Cornwall will be the other two service footprints.  
 

External review 
An external review was commissioned in February 2020 to test out the ambition of the 
network, especially in terms of the proposed models, look at the governance and 
advise on appropriate leadership structures.  When presented to this Network Board, 
the external review outcomes were generally welcomed and the six main ‘principles’ 
were accepted summarised below: 

1. Trusts should commit to Pathology Transformation and support the integration of 
pathology across the Peninsula. 

2. A staged transformation with a revamped Pathology Network Board mandated to 
deliver progressive centralisation of laboratory services initially with 3 hubs 

3. Establish a clear vision for financial and service sustainability. 
4. Trusts and commissioners empower the Pathology Network Board. The needs of 

patients for access to high quality, sustainable services should have precedence 
over all other issues. 

5. A focus on the vision and key drivers for change. 
6. The Pathology Network Board is mandated to deliver seamless access to patient 

results. 
 

There was, however, a wide-ranging discussion in terms of the evidence base for 
some of the findings and this provided more evidence that the proposed service 
model to support the clinical vision  as outlined in the SOC needs to be revisited, 
hence the agreement to draft a Collaboration Agreement.  

Collaboration Agreement 
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A Collaboration Agreement (Appendix 1) has been developed to describe the 
relationship of the five Trusts and how their Pathology Services will work together 
collaboratively to provide a high quality service to primary and secondary care 
clinician users and their patients.   

In the absence of formal NHSEI guidance, the Pathology Network, under the 
governance umbrella of the Peninsula Partnership Board, will observe the Clinical 
Service Delivery Network Levels and will operate at Level 1 – Service Quality and 
Effectiveness Network.  At this stage, this will enable a focus on the quality of service 
to the user/patient and investment in clinical effectiveness for each Party as a Service 
Provider working to five strategic objectives, summarised as follows:- 

1. Establish Governance framework based on Clinical Effectiveness  
2. Support the establishment of three service providers; South, East and North 

Devon (SEND), Plymouth and Cornwall 
3. Ensure business continuity and resilience  
4. Develop workforce plans to deliver sustainability of services 
5. Influence wider south west region to agree a high level strategy for progressing 

pathology IT  
 

Work programme   
 

The agreement describes a work programme and three ‘First order priorities’:- 

1. New laboratory build at Treliske  
2. SEND provider development  
3. New laboratory provision for Plymouth  

These are incorporated into the Work programme as each of the above three 
developments are significant programmes which the Network would wish to have 
visibility of and the opportunity to influence and gain peninsula wide benefits 
wherever appropriate. 

The other main work programme priority will be the work progressed by the Clinical 
Effectiveness Group and the Operational Delivery Group including consolidation of 
test provision, alignment of test profiles and delivering quality improvements outlined 
by GIRFT. 

Network development 
Appendix 2 describes the levels of Network Development as drafted for the 
Peninsula Clinical Service Delivery networks.  Pathology is already recognised as one 
of these for the Peninsula and by virtue of the Collaboration Agreement is confirming 
its position at Level One at this point in time.   

Level one is described as a ‘Service Quality and Effectiveness Network’ which 
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accurate reflects the initial ambition of all Parties to the Collaboration Agreement.  
Over time, it is anticipated that through the successful working of the Clinical 
Effectiveness Group, that parties will look to strengthen the network with cross-site 
delivery of all or some provision of service.  This reflects a Level two network and 
would be appropriate where there are services where one or more Trusts do not have 
the capacity or capability (workforce, infrastructure, etc) needed to deliver that service 
to the standards required and may have to contract with another Trust to secure that 
capacity for part or all of the service that they are commissioned to deliver. This may 
require workforce to travel to provide the service on another site, or patients to travel 
to another hospital to receive the service. 

Resourcing the Network  
Where the work is on a Network footprint, such as Clinical Effectiveness, funding will 
be required to support network resources to progress the work.  NHSEI Network 
Development funding is expected but should that not be forthcoming, the expectation 
is that each of the Trusts contribute to a centrally held fund to support the following 
needs:-  

• Resourcing clinical effectiveness  
• Digital Histopathology – project management  
• Network wide roles to support the Board’s work and sub groups  
• Digital development 

If NHSEI funding is made available, in addition to the needs outlined above, any 
remaining funding could be used to support the programmes of work within SEND, 
UHP, RCHT.  Eg corporate service time limited posts to support service changes.  

Notwithstanding the expectation of NHSEI funding, wherever possible, the Trusts are 
encouraged to service the work programme by providing people and agreeing to fund 
additional people for the purpose of achieving the Network ambition.   Contributions to 
date for this specific purpose have been £35k per party and it is anticipated that a 
higher level of investment will be required to further the work of the Network as well 
as the deliverables in Schedule one, hence the reliance on NHSEI funding.   As is 
currently the case, the budget will be held by one Trust on behalf of the Network 
(UHP). 
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COLLABORATION AGREEMENT 
 

between 
 

NORTHERN DEVON HEALTHCARE NHS TRUST   

and 

ROYAL CORNWALL HOSPITALS NHS TRUST 

and 

ROYAL DEVON AND EXETER HEALTHCARE NHS FOUNDATION TRUST 

and 

TORBAY AND SOUTH DEVON NHS FOUNDATION TRUST 

and 

UNIVERSITY HOSPITALS PLYMOUTH NHS TRUST 
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COLLABORATION AGREEMENT 
 
between 
 
NORTHERN DEVON HEALTHCARE NHS TRUST, an NHS provider under CQC registration number 
xxxxxx,  and having its main administrative offices at North Devon District Hospital, Raleigh Park, 
Barnstaple, Devon EX31 4JB 
 
and  
ROYAL CORNWALL HOSPITALS NHS TRUST, an NHS provider under CQC registration number 
xxxxxx] and having its main administrative offices at Bedruthan House, Treliske Hospital, Truro, Cornwall 
TR1 3LQ 
 
and 
 
ROYAL DEVON AND EXETER HEALTHCARE NHS FOUNDATION TRUST, an NHS provider under 
CQC registration number xxxxxxxxx,  and having its main administrative offices at Wonford Hospital, 
Barrack Road, Exeter EX2 5DW 
 
and 
 
TORBAY AND SOUTH DEVON NHS FOUNDATION TRUST, an NHS provider under CQC registration 
number xxxxxxx,], and having its main administrative offices at Hengrave House, Torbay Hospital, 
Newton Road, Torquay, Devon  TQ2 7AA 
 
and 
 
 
UNIVERSITY HOSPITALS PLYMOUTH NHS TRUST, an NHS provider under CQC registration number 
xxxx, and having its main administrative offices at Derriford Hospital, Derriford Road, Plymouth, Devon  
PL6 8DH 
 

For the purposes of this agreement, Northern Devon Healthcare NHS Trust, Royal Devon and Exeter 

Healthcare NHS Foundation Trust and Torbay and South Devon NHS Foundation Trust have 

established an alliance known as South East and North Devon (SEND).  This will be considered to be 

one of the “Parties” 

Therefore, each of the following will be a ‘Party’:- 

 
1. South East and North Devon (SEND) 
2. Royal Cornwall Hospitals NHS Trust (RCHT) 
3. University Hospitals Plymouth NHS Trust (UHP) 

hereinafter referred to collectively as the “Parties”  

For the purposes of this agreement, Pathology includes the departments of Clinical Microbiology, 

Cellular Pathology1, Blood Sciences2 including Clinical Chemistry, Immunology, Haematology, Blood 

Transfusion services, Point of care testing, IT, where it is pathology specific and not part of corporate 

IT systems, Mortuary and all of the pathology support services.  Where services such as genetics 

services are nationally commissioned and organised, these are not in scope. 

 
1 To include Neuropathology 
2 To include Histocompatibility and Immunogenetics 
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Purpose 
 
 
 
The “Parties” to this Agreement wish to collaborate and enter into a mutually beneficial provider 
relationship to accomplish the most clinically effective, efficient and sustainable service delivery model for 
a pathology network across Devon, Cornwall and the Isles of Scilly.    
 
NHS England/Improvement has announced its intention to make funding available to support pathology 
network development, subject to parties entering into an agreement governing their collaboration.  This 
Agreement governs the parties’ collaboration in relation to that network.  
 
In the absence of formal NHSEI guidance, the Pathology Network, under the governance umbrella of the 
Peninsula Partnership Board, will observe the Clinical Service Delivery Network Levels and will operate at 
Level 1 – Service Quality and Effectiveness Network.  This will enable a focus on the quality of service to 
the user/patient and investment in clinical effectiveness for each Party as a Service Provider. 
 
The “Parties” wish to collaborate to support the transformation of pathology across the Peninsula. This to 
be a staged transformation with the latter mentioned Pathology Network Board playing a key role in 
supporting the three service providers in their development of laboratory services with initial focus on 
clinical effectiveness and user focused delivery, particularly as part of whole system pathways. 
 
As part of this transformation via clinical effectiveness, some pathology service delivery may be 
consolidated into one, or fewer, service provider/location(s) and this will be agreed on a case by case 
basis using the principles agreed via the later mentioned Clinical Effectiveness Group and be signed off 
by the Board. 
 
This Agreement sets out the terms under which Parties intend to collaborate in the provision of those 
Services, and to work together in procuring systems, equipment and technology, delivering clinically 
effective services across system wide patient pathways, and building a sustainable workforce.  
It also sets out a work programme for the first two years with deliverables that will test out how the 
emerging structure of the network model supports the joint working and to check the suitability of the 
proposed governance model. 
 

Background 
 
The initial recommendation from NHSE, set out in 2016/17, was for the set-up of 29 pathology networks 
across England, in order to reduce unwarranted variation, improve the efficiency of resource utilisation 
and additionally, generate financial savings of around £4m.    
 
The Peninsula Pathology NHS Network (Project) Board was established in December 2017 to provide the 
strategic direction and decision-making for the South 01 pathology network Parties as outlined above.  
 
Before the COVID pandemic, the Network was not embedded as part of business as usual and many 
Pathology Board members felt it needed some type of reinvigoration.  An external review was 
commissioned to test out the ambition of the Network, especially in terms of the proposed models, look at 
the governance and advise on appropriate leadership structures.  This was undertaken during February 
2020 by Mark Hackett and Professor William Roche.   
 
Overall, the development of this Collaboration Agreement was seen as a vital component to formalise the 
Network and confirm the overarching governance, leadership and deliverables. The Agreement sets out 
the governance of the network, establishes how this will be achieved and in doing so it confirms support 
for this approach by all signatories.  It sets out the principles of collaborative working which will underpin 
the successful delivery of the shared ambition of the Network. 
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THE COLLABORATION AGREEMENT 
 
It is agreed: 
 
1 Commencement, duration and status of this Agreement 
 
1.1 This Agreement comes into effect on the date that it is executed by all of the Parties, and, unless 

terminated earlier, will expire on: 
   
1.1.1 the exit of any Party from any Acute Services Commissioner/Provider Contract. 
 
1.2 If there is any conflict between the terms of this Agreement and the terms of any 

Commissioner/Provider Contract, the terms of the relevant Commissioner/Provider Contract will 
prevail. 

 
1.3 If any Commissioner/Provider Contract is varied, this Agreement will, to the extent necessary, be 

interpreted as including whatever variation may be necessary to make this Agreement consistent 
with the Commissioner/Provider Contracts. 

 
 
2 Principles of the Collaborative 
 
2.1 In performing their respective obligations under this Agreement and any related 

Commissioner/Provider Contracts, the Parties must: 
 

2.1.1  be committed to developing an approach focussed on clinical effectiveness, 
improving patient outcomes and releasing value to the whole health system; 

 
2.1.2  at all times act in good faith towards each other;  a willingness to be open and 

transparent   where business developments, staffing changes and procurements are 
being considered.  As a minimum, the pathology service provider’s annual business 
plan should be shared with each Party; Anticipating that the Board would escalate 
issues that might hinder the Network’s ambition. 

 
2.1.3 act in a timely manner, in accordance with agreed action deadlines. 
 
2.1.4 share information and best practice, and work collaboratively to identify solutions, eliminate 

duplication of effort, mitigate risk and reduce cost; 
 
2.1.5 at all times, observe relevant statutory powers, Health Service Executive (HSE), Medicines and 

Healthcare products Regulatory Agency (MHRA) requirements and best practice to ensure 
compliance with accreditation standards e.g.  ISO 15189, applicable laws and standards including 
those governing procurement, data protection and freedom of information. 

 
  
3 Function of the Network 
 
3.1 The function of the Network is to support the Parties to act collaboratively in their planning, design 

and delivery of Pathology Services to include oversight of an agreed work programme, workforce 
planning and in particular, to: 

 
3.1.1 support their establishment as three service providers across South, East and North Devon 

(SEND), Plymouth and Cornwall such that these pathology services meet the present and future 
health/service needs of both their local and peninsula wide population in accordance with the 
commissioning intentions and ambitions;  
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3.1.2 ensure participation in the Pathology Clinical Effectiveness Group which has clinical leadership to 
optimise the delivery of pathology services.  Over time, this Group will review opportunities for 
improvement and set clinical specifications for the quality standard that pathology services are 
required to provide;   

 
3.1.3 participate in the above mentioned Group, taking account of emerging technologies and 

environmental impacts of current and future service delivery.   
 
3.1.4 review the workforce challenges that are well-described across Devon and Cornwall as part of the 

review of the most appropriate model of pathology services.  This workforce review needs to 
include how highly specialised skills are shared across each service provider and across the 
whole network and must include an agreement to harmonise clinically effective and efficient 
working practices where they impact on total capacity; 

 
3.1.5 share best practice and use benchmarking to ensure that services are clinically effective and 

represent best value for money to the whole system, recognising that service changes can be a 
cost to pathology but greater savings to the system; 
 

3.1.6 represent Parties in discussions as part of the wider south west region to agree a high level 
strategy for progressing pathology IT in the peninsula, as part of requirement to deliver seamless 
access to patient results;   

 
3.1.7 be a key stakeholder influencing the wider digital strategies of peninsula organisations across the 

whole health and care system to ensure we maximise interoperability and interconnectivity 
between systems to allow for the easy and safe transfer of work where required; this could include 
common LIMS platform and Order comms;   

 
3.1.8 agree the range of Network and service level deliverables which will be captured in the annual 

work programme.  
 
 
4 Governance, Board composition, meetings and decision making 
 
4.1 Governance 
 

4.1.1 Pathology is one of the Clinical Service Delivery Networks initially identified by the Peninsula 
Clinical Services Strategy, now to be overseen by the Peninsula Partnership Board.  Therefore, 
the Governance for the Pathology Network Board and hence this collaboration agreement will be 
through the Peninsula Partnership Board which is responsible for setting the strategic direction of 
hospital based services across Devon, Cornwall and the Isles of Scilly.  The following chart shows 
the relationship between the Boards and the feed in by each of the Parties. 

 
 

 

Peninsula 
Partnership Board

Peninsula Pathology 
Network Board

SEND

NDHT

RDEFT

TSDFT

UHPT

RCHT

Clinical Effectiveness 
Group

Operational Delivery 
Group
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4.1.2 The Pathology Network Board should have as its key focus, the discussion of matters relating to 

the pursuit of the objectives and performance of the Network.  The Board will be accountable for 
the Network deliverables and ensuring these are delivered in line with the agreed objectives and 
within the approved budgets, delegated to the Network.   

 
4.1.3 The Board will hold overall accountability for the performance of the Network against its initial 

schedule of work (see Schedule one) with the exception of items P1/P2/P3 which are present on 
the schedule as they are significant programmes which the Network would wish to have visibility of 
and have the opportunity to influence and gain peninsula wide benefits wherever appropriate. 

 
4.1.4 The Network Board will report to the Peninsula Partnership Board which has representation from 

each of the Parties in the collaboration. 
 
 

4.2 Board composition – Network Board 
 

4.2.1 As a Level 1 Network, the Network Board requires senior representation by lead clinicians and 
managerial/divisional directors who have responsibility for pathology from each Party aware of 
strategic plans and operational challenges.  This could be at Executive or Care Group level.   This 
individual will be responsible for briefing their organisations on Network Board 
discussions/decisions/actions as appropriate.   

 
4.2.2 The Board is currently chaired by one of the Party Chief Executive Officers.   
 
4.2.3 In order to ensure effective stakeholder involvement via Primary Care and Secondary Care users, 

the Board will also need membership identified for these. 
 
4.2.4 Senior clinical lead and financial lead also needs to be nominated from one of the Parties.  
 

4.2.5 Programme management should also be in place to support the Board and be the conduit for 
reporting progress on the delivery of the work programme.   

 
4.3 Meetings 
 
4.3.1 General meetings of the Network Board will be held at least once every 2 months, or as otherwise 

agreed by the Parties from time to time, and will be convened on behalf of the Chair by at least [5] 
days’ prior notice by e-mail to each member. 

 
4.3.2 Special meetings of the Network Board may be called by any of the Parties by giving at least [48 

hours] notice by e-mail to each member for the consideration of any matter which that Party 
considers of sufficient urgency and importance that its consideration cannot wait until the date of 
the next general meeting. 

 
4.3.3 The quorum for conducting a meeting is the attendance of representatives, or their delegated 

representative on behalf of all of the Parties. 
 
4.4 Decision making  
 
4.4.1 Each Party is responsible for ensuring that its representatives have sufficient delegated authority, 

in accordance with that Party’s constitution, to act on behalf of that Party within the remit of the 
Pathology Network; The level of decision making will vary for each area of work and be described 
within the Work programme.   

 
4.4.2 It is the intention that the Network Board will arrive at a consensus regarding recommendations 

being made to the Parties concerning the work programme items. 
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4.4.3 Where a consensus is not able to be reached, the voting of members of the Board can be 

recorded and communicated to each Party by its representative, and each Party will take its own 
decision in respect of the recommendation.   

 
Pathology Clinical Effectiveness 
 
5.1 Pathology Clinical Effectiveness Group  

 
5.1.2 The Pathology Clinical Effectiveness Group has been formed to co-ordinate a consistent response 

from pathology to wider system requirements and deliver improvements to the users of pathology 
services across Cornwall & Isles of Scilly and Devon.  It is responsible for reviewing current 
guidance and within the context of a whole system pathway, advise on optimal choice of test 
groups for both clinicians in primary and secondary care and for patients. Their work plan may 
also be directed by the Peninsula Pathology Network Board or influenced by Planned Care 
Boards. 

 
5.1.3 Reporting directly to the Pathology Network, Board, the Group is currently chaired by a Clinical 

member at Executive level from the Network Board.   
 
5.1.4 The Group has chosen to have a Core membership for regular meeting and some Reference 

Group members who may join meetings from time to time.  Further representation is then drawn 
from workstream specific clinicians and user stakeholders.  These are then supported by people 
with financial and analytical skills.  

 
5.1.5 The Pathology Effectiveness Group will make recommendations either on its own or in conjunction 

with the Operational Delivery Group for consideration by the Board. 
 

5.1.6 A comprehensive project structure document should be approved by the Network Board which 
outlines the role, function and outputs for the Network Board and the Delivery Group and its sub-
groups and append to the agreement.  The Clinical Effectiveness Group has developed a 
schedule of resources required to support its work which will be part of the budget requirement 
from the Parties.   

 
6 Operational Delivery  
 
6.1 Operational Delivery Group 

 
6.1.2 The Pathology Operational Delivery Group has been formed to assist in implementing 

recommendations from the Clinical Effectiveness Group and it is expected to have oversight of 
some of the deliverables set out in Schedule one of this Agreement and any other directed by the 
Peninsula Pathology Network Board.  The potential to collaborate on procurement shall be 
debated on an individual case by case basis.  

 
6.1.3 Reporting directly to the Pathology Network Board, the Group will be chaired by one of the 

members from the Network Board.    Representation should include as a minimum, operational 
managerial leads from each of the three service provider areas.  

 
6.1.4 The Operational Delivery Group will make recommendations either on its own or in conjunction 

with the Pathology Effectiveness Group for consideration by the Board. 
 

6.1.5 Project management should be run from this Group with key decisions presented to the Board for 
approval.  A comprehensive project structure document should be approved by the Network Board 
which outlines the role, function and outputs for the Network Board and the Delivery Group and its 
sub-groups and append to the agreement.  Any additional expenditure to support this should form 
part of the budgetary requirement request as described above at 5.1.6. 
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7.1 Financial planning, oversight and funding 

 

 
7.1.1 All parties should share their financial plans for pathology investment so that the Board may 

have strategic oversight of all capital investments where they have direct or indirect impact on 
pathology services. 

 
7.1.2 Programme expenditure plans to support the resourcing for Network groups such as Clinical 

Effectiveness and Operational Delivery will be agreed by the Board, with business cases being 
required for procurements or changes to service and staffing, dependant on their value and in 
accordance with the scheme of delegation of the host organisation.    

 
7.1.3 The project resources required should be explicitly set out and the schedule of work delivered 

for this resource, so the Network Board can be held to account for the investment by partners. 
The Network Board is accountable for ensuring processes are in place for allocation and 
control of programme spending.  

 
7.1.4 Where there is jointly held monies either provided via NHSEI funding or allocations from the 

Parties, the nominated Finance Lead is accountable for accounting for expenditure against the 
budget, including compliance with the host organisation’s Standing Financial Instructions.  The 
budget should be held by one of the Parties on behalf of the Network.   

 
7.1.5 The Board will receive quarterly financial updates from the nominated Finance lead. 

   

8 Network Vision, objectives, work programme and stakeholders 

 

8.1 Vision  

 

8.1.1 The vision of the Network as set out in the Network’s October 2018 Strategic Outline Case (SOC) 
is 

 

 “to provide high quality, innovative pathology services, which will be at the heart of new models of 
patient centred care” 

 
 
8.2 Objectives 
 
8.2.1 As already outlined in the ‘Functions of the Network’ section, there are a number of priority 

deliverables identified to be within the remit of the Network.  These reflect the following strategic 
objectives to be delivered by the Network. 

 
 Objective one – Establish Governance framework based on Clinical Effectiveness and resource 

the Clinical Effectiveness Group so it can be successful in driving a quality service judged on 
whole system impact and outcomes for patients  
 
Objective two – support the establishment of three service providers; South, East and North 
Devon (SEND), Plymouth and Cornwall ensuring that these pathology services meet the present 
and future health/service needs of both their local and peninsula wide population in accordance 
with the commissioning intentions and ambitions 
 
Objective three – to provide mutual aid support to ensure business continuity and resilience 
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ensuring continuing service delivery during normal operations and in times of crisis. 
 
Objective four – support service providers in developing workforce plans, which may include 
working between organisations, to optimise the use of existing personnel, harmonise work 
practices, create attractive work roles to retain and attract new staff to deliver sustainability of 
services 
 
Objective five - influence wider south west region to agree a high level strategy for progressing 
pathology IT in the peninsula, as part of requirement to deliver seamless access to patient results; 
agree plan to maximise interoperability and interconnectivity between systems to allow for the 
easy and safe transfer of work where required   

 
  
  
8.3 Work Programme 
 
8.3.1 The work programme at Schedule one will focus on areas towards the achievement of the 

strategic objectives.   
 
8.3.2 It starts with three ‘First order priorities’:- 
 

1. New laboratory build at Treliske  

2. SEND provider development  

3. New laboratory provision for Plymouth  

These are incorporated into the Work programme (P1/P2/P3) as each of the above three 
developments are significant programmes which the Network would wish to have visibility of and 
the opportunity to influence and gain peninsula wide benefits wherever appropriate.  However, 
they remain under the governance and control of their host organisations. 

 
8.3.3 Throughout the work programme, in order to describe the involvement of stakeholders, each 

activity has been annotated with its lead Party and also the expected stakeholder involvement for 
each of the other Parties  

 
eg. 
- Manage Closely 
- Keep Satisfied 
- Keep Informed 
- Monitor 
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8.4 Stakeholder groups and their interests 

 

8.4.1 As Pathology is a diagnostic service within clinical pathways, it has a huge range of stakeholders 
having an interest in its success.  The main stakeholder groups to be involved in work attributed to 
the Network and its sub-groups are:- 

 

- user stakeholders – primary care and secondary care referring clinicians 

- staff stakeholders – laboratory department workforce 

- clinical pathway stakeholders – Peninsula Cancer Alliance, other diagnostic services 

- end user stakeholders – patients in receipt of pathology testing 

- strategic stakeholders – Planned Care Board members 

 

8.4.2 As well as the Parties, the above stakeholder groups feature heavily in pathology services 
improvements.  It is essential that they are aware of this Collaboration Agreement and the 
intention of the Parties to form three service providers and to work more expansively as a single 
Network. 

8.4.3 Through the Network Board’s reporting line to the Peninsula Partnership Board, it is expected that 
senior system leaders will have full visibility of the pathology ambition and the ability to influence. 

8.4.4  The key operational interface is anticipated to occur at the two Planned Care Boards for both ICSs 
of Devon and Cornwall & Isles of Scilly.  Link membership across these with the Network Boards 
will be essential to ensure engagement with relevant stakeholders is maintained. 

8.4.5 The Peninsula Cancer Alliance is an equal partner reporting into the Peninsula Partnership Board 
and link membership with this key diagnostics user will be critical to maximising access to 
resources to improve pathology services to support better cancer outcomes. 

8.4.6 As substantial end users, primary and secondary care clinicians will be represented at both the 
Network Board, Operational Delivery Group and Pathology Effectiveness Group.  

 

9 Resourcing the work programme   

 

9.1 Investment must support the delivery of the priority programmes of work.  In some instances, this 
will be funded directly via the Parties and will be in pursuit of their local development of pathology 
services.  

 

9.3 Where the work is on a Network footprint, such as Clinical Effectiveness, funding will be required 
to support network resources to progress the work.  The hope at the time of the Collaboration 
Agreement is that NHSEI Network Development funding will become available.  This is not yet 
confirmed and therefore, the expectation is that Parties contribute to a centrally held fund to 
support the following needs:-  

• Resourcing clinical effectiveness – Clinical time (pathology, primary and secondary care 
clinicians), programme support  

• Digital Histopathology – project support. 

• Network wide roles that support the Board and other related work eg. PID,  

• Digital transformation  

 

9.4 If NHSEI funding is made available, in addition to the needs outlined above at 9.3, any remaining 
funding could be used to support the programmes of work within SEND, UHP, RCHT.  Eg. time 
limited corporate services support for service changes.  This to be agreed by the Network Board 
on a case by case basis.  
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9.5 Notwithstanding the expectation of NHSEI funding, wherever possible, the Parties are encouraged 

to service the work programme by providing people and agreeing to fund additional people for the 
purpose of achieving the Network ambition.   Contributions to date for this specific purpose have 
been £35k per party and it is anticipated that a higher level of investment will be required to further 
the work of the Network as well as the deliverables in Schedule one, hence the reliance on NHSEI 
funding.   As per section 7 above, the budget will be held by one Party on behalf of the Network.  

 
9.6 No additional partners or subcontractors shall be hired or procured without approval by the Board. 

 
9.7 In addition to the Network Development and work programme, it is noted that additional 

resource may be hired/retained to support the work on the Outline Business Case and 
subsequent Full Business Case, if this is still required by NHSEI. 

 
 
10 Savings, income generation, procurement 

 
10.1 As per the agreed Financial Smoothing arrangement (Network Board, July 2019), the general 

principle is that where an investment or procurement saving is of overall benefit to the Network, 
financial adjustments will be made so that the costs or savings are shared equitably. Moreover, 
no organisation should be worse off. The savings are shared equitably between the 5 Trusts, 
based on the percentage of network expenditure.  This should be established at the outset for 
each project where a financial impact is anticipated, whether cost or saving.  

 
10.2 Any shared financial obligations shall be repaid using the proceeds from the collaboration's efforts. 

This includes the above referenced excess capital contributions from either of the involved parties, 
as well as any overhead costs associated with the project, such as remuneration for managers, 
consultants, subcontractors, or equipment.   

 

10.3 The arrangements for requiring additional funds or addressing a deficit will be a matter for the 
Board to consider and agree on an individual basis.  

 

10.4 Where a joint procurement is to be considered as part of the Network, the Parties should 
ensure that, where appropriate, individual tender specifications are written to include options 
for number of Trusts contracted to final solution and an agreement on cost reimbursement is 
agreed before the tendering exercise is commenced. 

 
11 Intellectual Property (IP) 
 
11.1 Intellectual Property (IP) creation is likely to be minimal.  Any IP created by the Network will 

be owned by Network Partners and the cost of creating the IP will be shared between the 
parties.  The parties cannot enter into a contract to exploit or dispose any shared IP without 
the approval of the Board.  If the Board approves, then the Network parties will share 
proceeds of exploitation disposal equally. 

 

  12 Insurance 

 
12.1 The Parties agree to maintain insurance adequate to protect their respective personnel and 

assets from loss, theft, or damage.  This would need to be held by the host organisation on 
behalf of the other parties.  

 
12.2 The Parties agree to name each other in their respective insurance policies, and to indemnify 

and hold each other harmless in all cases save for those of gross or wilful misconduct or 
neglect. 
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13 Monitoring Performance 
 
13.1 The Network Board work programme and the resourcing of the work will be under regular 

review, as a standing item at the Board and as part of the Operational Delivery Group, with 
the intention that there is a two year rolling programme.  Project update papers will be 
submitted to the Board to report the performance recognising the jurisdiction of the Network..  

 
13.2 The Board shall be responsible for monitoring the performance of all Parties in respect of their 

commitment to collaboration and participation in activities relating to this agreement.  If it is 
felt that there are instances where Parties are not maintaining their commitment, this will be 
brought forward to the Network Board for discussion and conflict resolution if required. 

 
 
14 Termination 

 
14.1 Where one of the Parties wishes to withdraw from the Network, before being released from this 

Agreement, they will need to notify the other Parties in order for any financial liability to be 
calculated.   

 
14.2 If the Party pursues its withdrawal from this agreement, they will need to provide a minimum of 

twelve (12) month’s written notice to the Network Board regarding their intention to withdraw 
from the collaboration, and meet the financial liability as calculated in 14.1 and complete any 
outstanding reporting and service delivery commitments.   

 
 
15 Agreement Extension 

 
15.1 This Collaboration Agreement may be extended or amended only by written approval from the 

aforementioned Parties co-signaturing this document. The decision to amend or extend the 
agreement shall include the date of the amendment/extension, and the signatures of appointed 
representative of each participating organisation as well as any new terms and conditions 
amended or added to this agreement.   

 

16 Acceptance 

16.1 Each Party has had the ability to read and accept all conditions and terms listed above and 
including Schedule one, Work programme and indicates full acceptance and approval of this 
collaboration agreement by signing electronically below. 

 
The parties 

 

Suzanne Tracey, Chief Executive Northern Devon Healthcare NHS Trust  

Royal Devon & Exeter Healthcare NHS FT 

Kate Shields, Chief Executive Royal Cornwall Hospitals NHS Trust 

Liz Davenport, Chief Executive Torbay and South Devon Healthcare NHS FT 

Ann James, Chief Executive University Hospitals Plymouth NHS Trust 
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Signed By: 

Suzanne Tracey 

 

 

Signed By: 

Kate Shields 
 
 
 
 
 
 

 
   
 

Date: Date: 

 

 

 

 

 

 

 

 

 
 

Signed By: 

Liz Davenport 

Signed By: 

Ann James 
 
 
 
 
 
 

 
   
 

Date:   

 

________________________________ 
 
 
Date:
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SCHEDULE ONE  

 

PENINSULA PATHOLOGY (PP) NETWORK – WORK PROGRAMME 

 

 

Definition of terms  

 

Lead Organisation or Group – Where responsibility sits for delivery of a programme of work.  Where this is a PP group, it is the PP group, through 

discussion between stakeholder pathology services that agrees strategy/programme/specification and required output.  A pathology service will be 

responsible for delivering the output for their service, as they see fit to meet the requirement and can be held to account for doing so.  Where the 

pathology service is responsible for strategy/programme/specification and required outputs as well as delivering the output, they must observe the 

principle of ‘keep informed’ through an appropriate PP forum.   

 

Manage closely – A pathology service provider is responsible for the close management and delivery of a programme of work.  They are Responsible to 

the Lead Organisation or Group for that programme of work (PP group or self).   

 

Keep informed – A service provider/lead group is responsible for providing regular updates on these programmes to PP.  The information will be detailed 

and allow shared learning with PP partners and allow others to inform/influence the work where the programme may have consequences or benefits to 

the PP network as a whole.  Service providers are not obliged to adjust plans to meet the need of other services, but in the interest of collaboration 

should consider views objectively so they mitigate consequences, if any, to other services.  Ambition or changes in one service should not negatively 

impact on another.   

 

Worksteam /Task – project briefing/terms of reference should be developed, in an agreed format for each programme of work so stakeholders are clear 

on their role and responsibilities as well as the benefits and opportunities for PP. 

 
Strategic Objectives – in summary 

1. Establish Governance framework based on Clinical Effectiveness  
2. Support the establishment of three service providers; South, East and North Devon (SEND), Plymouth and Cornwall 
3. Ensure business continuity and resilience  
4. Develop workforce plans to deliver sustainability of services 
5. Influence wider south west region to agree a high level strategy for progressing pathology IT  
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   Meeting Strategic 

Objectives 

 SERVICE PROVIDERS 

Level of stakeholder involvement 

 

Task 

ID 

Workstream 

area 

Description of task 1 2 3 4 5 Lead organisation 

/Group 

Cornwall SEND  Plymouth  Target 

date 

P1 Estates 

 

New laboratory build at 

Treliske 

✔ ✔ ✔ ✔  RCHT Manage 

closely 

Keep 

informed 

Keep 

informed 

tba 

P2 Integration SEND provider 

development 

✔ ✔ ✔ ✔  SEND Keep 

informed 

Manage 

Closely 

Keep 

Informed 

March 

2023 

P3 Estates New laboratory 

provision for Plymouth 

✔ ✔ ✔ ✔  UHP Keep 

informed 

Keep 

informed 

Manage 

closely 

tba 

1 Pathology 

Optimisation 

Optimising Pathology 

requesting, testing and 

reporting 

✔ ✔ ✔   Effectiveness Group Manage 

closely 

Manage 

closely 

Manage 

closely 

On-

going 

2 GIRFT – 

pathology 

optimisation 

An evidence-based test 

repertoire, or directory, 

linked to best practice  

✔ ✔ ✔   Effectiveness Group Manage 

closely 

Manage 

closely 

Manage 

closely 

On-

going 

3 GIRFT – 

service 

delivery  

Test directory based on 

clinical pathways with 

test service quality (eg 

turnaround time, 

minimum retest 

intervals, accuracy, 

sensitivity, specificity 

and cost). 

✔ ✔ ✔   Effectiveness Group Manage 

closely 

Manage 

closely 

Manage 

closely 

 

4 Planned care To provide the required 

Pathology services to 

support improving 

patient pathways 

✔ ✔  ✔  Planned Care/ 

Peninsula Partnership 

and Planned Care 

Boards 

Manage 

closely 

Manage 

closely 

Manage 

closely 

On-

going 

5 Blood 

sciences 

Consolidation of referral 

testing (various) 

✔ ✔ ✔   Effectiveness Group Manage 

closely 

Manage 

closely 

Manage 

closely 

March 

2022 

6 Microbiology Consolidation of referral 

testing (various) 

✔ ✔ ✔   Effectiveness Group Manage 

closely 

Manage 

closely 

Manage 

closely 
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   Meeting Strategic 

Objectives 

 SERVICE PROVIDERS 

Level of stakeholder involvement 

 

Task 

ID 

Workstream 

area 

Description of task 1 2 3 4 5 Lead organisation 

/Group 

Cornwall SEND  Plymouth  Target 

date 

7 Histopathology Produce a plan for 

reporting capacity 

issues relating to 

vulnerable specialties 

eg renal, liver, sarcoma 

and lymphoma 

✔ ✔ ✔ ✔  Operational Delivery 

Group  

Manage 

closely 

Manage 

closely 

Manage 

closely 

On-

going 

8 Service 

delivery 

Individual service 

reviews to assess 

workforce/equipment 

building on work to date 

✔ ✔ ✔ ✔  Operational Delivery 

Group 

Manage 

closely 

Manage 

closely 

Manage 

closely 

On-

going 

9 Workforce  Review of out of hours  ✔ ✔ ✔  Operational Delivery 

Group 

Manage 

closely 

Manage 

closely 

Manage 

closely 

June 

2022 

10 Workforce Workforce strategy to 

produce a sustainable 

trained and competent 

workforce  

 ✔ ✔ ✔  Operational Delivery 

Group 

Manage 

closely 

Manage 

closely 

Manage 

closely 

June 

2022 

11 IT -  Digital Influence the plan for 

LIMS replacement in 

the strategic context of 

broader EPR 

development 

 ✔ ✔  ✔ Peninsula Pathology 

Board 

Manage 

closely 

Manage 

closely 

Manage 

closely 

On-

going 

12 IT - Digital Develop business case 

for digital transformation 

across primary and 

secondary care 

 ✔   ✔ Operational Delivery 

Group 

Manage 

closely 

Manage 

closely 

Manage 

closely 

Dec 

2021 

13 Histopathology Digital histopathology 

introduction of new 

technologies, tests and 

techniques, specifically 

✔ ✔ ✔  ✔ Operational Delivery 

Group 

Manage 

closely 

Manage 

closely 

Manage 

closely 

Dec 

2021 
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   Meeting Strategic 

Objectives 

 SERVICE PROVIDERS 

Level of stakeholder involvement 

 

Task 

ID 

Workstream 

area 

Description of task 1 2 3 4 5 Lead organisation 

/Group 

Cornwall SEND  Plymouth  Target 

date 

to include molecular 

and digital technology. 

 

14 Service 

contracts 

Develop a longer term 

plan to replace existing 

MLS contracts  

✔ ✔ ✔   Operational Delivery 

Group 

Manage 

closely 

Manage 

closely 

Manage 

closely 

On-

going 

15 Quality Develop a longer term 

plan for harmonisation 

of quality management 

systems  

✔ ✔ ✔ ✔  Operational Delivery 

Group 

Manage 

closely 

Manage 

closely 

Manage 

closely 

March 

2023 
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This document was first developed by Devon STP for use by Clinical Service 
Delivery networks as designated by the Peninsula Clinical Services Strategy 
 

Appendix 2 
 

Proposed levels of Service Delivery Networks 
 

LEVEL 1 
 
Service Quality and Effectiveness Network 
 
All networks include the entire service MDT, representation on the network would be via 
a designated lead for the service 
 
Core characteristics: 
 

• Discussion of cases, peer review for specialist advice and support on the care of 
individual patients 

• Mentor support for learning and improvement for individual clinicians 
• Best practice reviews and guideline development 
• Peer comparison of processes, pathways and outcomes to agreed priority 

service improvements 
• Consideration of mental health pathways in either support of or an alternative to 

elements of the current physical health pathways 
• Identification of areas of service which may benefit from more integrated delivery 

between providers (SOPs to establish process for escalation of identification and 
process for agreeing any SLA) 

• Analysis and benchmarking of financial cost of delivering service at provider and 
Devon level against upper quartile peer organisations with a continual review of 
efficiency opportunities 

• Host provider to designate a clinical lead with appropriate administrative support.   
• The clinical lead’s Trust would normally host the network and provide appropriate 

administrative support, with this clinical and administrative time apportioned 
across the participating Trusts. 

• Annual learning and improvement summary (potentially via peer review) to host 
Trust MD for sharing and discussion through the Medical Directors network 
meetings and with commissioner via standard quality assurance processes. 

• Accountability for service delivery, performance monitoring and clinical 
governance of the Trust specific service retained by the individual Trusts. 

 
LEVEL 2 
 
Service network with cross-site delivery of all or some provision of service 
 
This network would be appropriate where there are services where one or more Trusts 
do not have capacity or capability (workforce, infrastructure, etc) needed to deliver that 
service to the standard required and may have to contact with another Trust to secure 
that capacity for part or all of the service that they are commissioned to deliver.  This 
may require workforce to travel to provide the service on another site, or patients to 
travel to another hospital to receive the service. 
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Delivery networks as designated by the Peninsula Clinical Services Strategy 
 

Core characteristics: 
 
(To include all functions described at L1) 
 
Plus: 

• The network would develop and broker arrangements on the cross site solutions 
required, which will include joint (cross Trust) appointments and shared rotas 

• A contractual agreement would be put in place between Trusts for provider A 
purchasing capacity from provider B 

• Accountability for quality standards, governance, complaints, performance 
retained by purchasing provider where they provide the majority of the service 
pathway 

• Collaborative agreement on subspecialty areas for provision on a specified 
(potentially single) site via a ‘host Trust’ agreement for that element of the service 
– the host Trust then assumes the accountability for and governance of that 
element of the service and the commissioner contracts for that service element 
from that Trust. 

• Host provider to designate a clinical lead with appropriate administrative support. 
The clinical lead’s Trust would normally host the network and provide appropriate 
administrative support, with this clinical and administrative time apportioned 
across the participating Trust 

 
LEVEL 3 
 
Lead provider network – one budget, full accountability 
 
This network would be appropriate where the total service for Devon is delivered by a 
single/lead provider and should be commissioned directly from that provider. The 
specification will detail the access requirements (where to be delivered and how) and the 
lead Provider will need to subcontract for the infrastructure required from other Trusts. 
 
Core characteristics: 
 
(To include all functions described at L1) 
 

• Contract income for the total service and singular accountability for quality, 
performance and governance 

• Provided through a single organisation/lead provider 
• Employer of all staff who deliver the service commissioned, and responsible for 

deploying these staff to meet the access requirements defined in the 
commissioning specification 

• Directly accountable via lead Provider to Commissioner (Devon wide strategic 
commissioning function) 

• Provider will designate a clinical lead with appropriate administrative support. 
The clinical lead’s Trust would normally host the network and provide appropriate 
administrative support, with this clinical and administrative time apportioned 
across the participating providers 
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Meeting:  Trust Board in Public 

Date of Meeting:  01 July 2021 

Item Number:  24 

Title of Report:  Director of Infection Prevention and Control Annual Report 
2020-21 

Executive Director Lead:  Joint Director of Nursing, Midwifery and AHP 

Author and Job Title: Louise Dickinson, Director of Infection Prevention and Control 

Email Address:  louise.dickinson2@nhs.net 

Purpose of the Report: 

Approve ☒ Discuss ☐ Note ☐ Endorse ☐ 

Regulatory requirement to present the Director of Infection Prevention and Control Annual 
Report to the Trust Board. 

Consultation: 

The Annual Report was presented to the Joint Quality Assurance Committee in June 2021.  
The Committee also received a quarterly assurance report on activities. 

Key Risks (please tick one or more): 

Clinical ☒ Financial ☐ People ☐ 
Reputational ☐ Legal / Regulatory ☒ 

Impact Assessment: 
Potential equality and diversity impact on patients and staff alike 

Recommendation(s): 

The Board is recommended to: 
• note the Annual Report and Programme of work
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DIRECTOR OF INFECTION PREVENTION AND 

CONTROL 
 
 

ANNUAL REPORT 
 

April 2020 – March 2021 
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1. Executive Summary 
 
• The integrated IPAC Team across RCHT and CFT have continued to work 

collaboratively throughout the year to ensure a seamless service for all patients. This 
has been invaluable during the COVID -19 Pandemic where the teams have been 
integral the COVID -19 planning and implementation of National Guidance. 

 
• There was one RCHT Trust apportioned MRSA bacteraemia in 2020/2021; nil 

reported for CFT; 
 

• RCHT did not meet its Clostridiodes difficile (CDI) objective of no more than 64 
Hospital Onset Healthcare Associated (HOHA) and Community Onset Healthcare 
Associate (COHA) cases. A total of 35 HOHA cases were reported and 33 COHA 
cases (total of 68 cases; 4 cases over tolerance level); however there has been a 
reduction of 19.5% on last years reported HOHA cases. There is no objective set 
for CFT. 
 

• There were 36 cases of E.Coli bacteraemia that were RCHT attributable during 
2020/2021 compared to 58 in the previous year a reduction of 39.5%.and against a 
target of 31 cases; 13 gram negative bacteraemia reported in CFT during 
2020/21eleven of which were E.Coli bacteraemia. A common theme that has been 
identified during review of the cases is that a number are from a urinary source. As 
part of the programme of work for 2021 / 2022, a number of actions have been 
incorporated to reduce the number of urinary tract infections occurring. 

 
• Surgical Site Infection Surveillance was conducted in orthopaedic surgery. Data has 

been collected for the last 4 periods for neck of femur repairs, long bone, total knee 
replacement and total hip replacement. The infection rates for this period are not 
comparable with previous years due to the reduced cases that have been operated on 
due to the Covid-19 pandemic. In addition those that have been operated on are those 
who would be more complicated or urgent and therefore the patient group differs from 
previous years. 

 
• Trust wide, data returned by clinical areas have reported hand hygiene compliance 

of 99% throughout the year for RCHT and above 85% for CFT. Peer review audits 
are conducted to ensure validity of the results with appropriate actions being taken 
where hand hygiene falls short of compliance; 

 
• Antibiotic consumption in 2020/2021 was 5.5% lower than 2019/2020 (2019/2020 

was 1.7% lower than 2018/2019). RCHT is the lowest total antibiotic using hospital 
in the South West. 

 
• Cleaning standards across both Trusts have remained in the main above expected 

targets; where these have failed corrective improvement plans have been put in place; 
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2. Infection Prevention and Control Arrangements 

 
2.1. Director of Infection Prevention and Control  
 
The role of the Director of Infection Prevention and Control (DIPC) has been 
carried out by the Consultant Nurse for Infection Prevention and Control and 
Deputy Director of Nursing. The Director of Infection Prevention and Control 
oversees infection prevention and control policies and their implementation. The 
DIPC is responsible for Infection Prevention and Control within the Trust and 
reports directly to the Chief Executive and the Board. An Associate Director of 
Antimicrobial Stewardship is in place to support this very important agenda. 
 
2.2. Infection Prevention and Control Team (IPAC) 
 
The IPAC Team provide specialist advice on matters relating to the identification, 
prevention and management of infection within both organisations.  The team 
works to an agreed annual programme of work, approved by the Trust Boards.  In 
addition, a service level agreement is held with Cornwall Hospice Care, which 
has been reviewed. 
 
Infection Prevention and Control Team Structure 2020/2021   (Appendix 1) 
 

Deputy DIPC / Consultant Nurse Infection 
Prevention (RCHT and CFT role) 
 

1.0 WTE 

Infection Prevention and Control Lead Nurse 
(Band 8A) (RCHT and CFT role) 
 

1.0 WTE  

Senior Infection Prevention and Control 
Practitioner (Band 7) 
 

1.8 WTE 

Infection Prevention and Control Practitioners 
(Band 6).  
 

5.6 WTE  

Audit and Surveillance Co-ordinator / 
Administrator (Band 4) 
 

1.82 WTE  

Audit and Surveillance Support Worker (Band 
3) 
 

1.0 WTE  

Infection Prevention and Control Doctor 2 PA’s – this has 
been vacant for the 
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year, however 
interim cover has 
been provided by 
one of the 
microbiologists. 
 

Associate Director Antimicrobial Stewardship 2 PA’s from March 
2020 

  
As well as the Infection Prevention and Control Doctor sessions, the team is 
supported by 3 clinical microbiologist who play an active role in the function of the 
team, providing an out of hours infection prevention and control advice service 
via the microbiology on call arrangements, one of these posts has remained 
vacant throughout the year. 

 
Additional microbiology support is provided by the Microbiology laboratory which 
is CPA accredited. 
 
2.3. Infection Prevention and Control Reporting Arrangements  
 

2.3.1. Infection Prevention and Control Steering Group RCHT 
 
This group meets on a monthly basis and reports to the Infection Control 
Committee. The membership of the group comprises of: 
 
• Director/Deputy Director of Infection Prevention and Control; 

 
• Infection Control Doctor; 

 
• Consultant Nurse Infection Prevention and Control; 

 
• Lead Nurse Infection Prevention and Control; 

 
• Senior Specialist Practitioner Infection Prevention and Control; 

 
• Antibiotic Pharmacist; 

 
• Clinical representation from each Care Group – Clinical Matron or Ward 

Leader and / or Medical Clinical Champion 
 
 In attendance 
 

• Head of PH Nursing/System Director of IPAC 
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• Co-opted members on an ‘as needs basis’ where particular qualities, 
knowledge expertise is required 

 
• IPAC Link Practitioners 

 
2.3.2. Infection Prevention and  Control Committee 
 
During 2020/2021 The Hospital Infection Control Committee (now integrated 
with the Community Team and named Infection Prevention and Control 
Committee) met on a quarterly basis and reported to the Trusts Quality 
Assurance Committee.  Membership of the Group comprises of: 
 

• Deputy Director of Nursing Midwifery and AHPs , DIPC (Chair) 
 

• Consultant Nurse Infection Prevention  Deputy DIPC (Deputy Chair) 
 

• Lead Nurse Infection Prevention and Control 
 

• Consultant Microbiologist (Infection Control Doctor) 
 

• Area Director (each locality) 
 

• Director Mental Health 
 

• A member of each of the Care Groups (Head of Nursing, General 
Manager, or Clinical Director) 
 

• Associate Director Antimicrobial Stewardship 
 

• Head of Estates 
 

• Decontamination Lead 
 

• Head of Facilities 
 

• Health and Safety representative 
 

• Risk Manager 
 

• Occupational Health Nurse/Doctor 
 
In attendance 
 

• Any other person as agreed by the Chair, to be noted as ‘in attendance’ 
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• PHE representative 

 
• Head of PH Nursing/System Director of IPAC 

 
 

2.3.3. Quality Assurance Committee 
 
During 2020/2021 the DIPC attended the Joint Trusts Quality and 
Assurance Committees on a 6 monthly basis providing the Committees with 
a written update of Infection Prevention and Control issues/activities in 
particular compliance with the Infection Prevention and Control COVID -19 
Board Assurance Framework. Exception reports are submitted and 
presented as required. 

 
2.3.4. Trust Board 
 
During 2020/2021 both CFT and RCHT Trust Boards met on a monthly 
basis; the DIPC provided data and a summary report for each meeting 
which was incorporated into the Integrated Performance Report. 
 
Both Trust Boards approved the respective Annual Reports 2019/2020 and 
the joint programme of work 2020/2021 was presented by the DIPC. 

 
 

2.3.5. Infection Prevention and Control Representation at relevant 
Groups 
 
To provide infection prevention and control advice and ensure liaison 
between the IPAC team and key groups, IPAC representation was provided 
to the following key groups across both Trusts: 

 
• Quality Assurance Committee (6 monthly); 

 
• Health and Safety Leadership Group / Committee; 

 
• Care Group Governance Groups as requested; 

 
• Ward Leader meetings; 

 
• Clinical Matron meetings; 

 
• Medical Devices and Clinical Product Review Group; 
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• Clinical Site Development Plan Project Teams and other Estates 
Refurbishment meetings; 

 
• Resilience Committee (as necessary); 

 
• Decontamination Risk Assessment Group; 

 
• Antimicrobial Stewardship Committee; 

 
• Water Safety Management Group; 

 
• Operational water group; 

  
• Ventilation Group; 

 
• Director of Nursing and AHPs Clinical Cabinet; 

 
• Cleaning Operations Group / Hotel Services Group; 

 
• Clinical Effectiveness Group; 

 
• Sharps Safety Group; 

 
• Vascular Access Working Group; 

 
3. HEALTH CARE ASSOCIATED INFECTION (HCAI) STATISTICS AND 
SURVEILLANCE 

 
The Infection Prevention and Control Team carries out an annual programme of 
surveillance to ensure compliance with mandatory requirements and to ensure that 
alert organism and conditions are identified in a timely manner to enable 
appropriate infection control measures to be put in place. The Department of 
Health requires mandatory surveillance of the following infections: 

 
• MRSA bacteraemia; 

 
• MSSA bacteraemia; 

 
• Gram negative bacteraemia including E.Coli, pseudomonas, Klebsiella; 

 
• Clostridiodes difficile; 

 
• Infections associated with orthopaedic surgical procedures.  
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3.1. Meticillin Resistant Staphylococcus aureus (MRSA) Bacteraemia 
 
For the period April 2020 to March 2021, the RCHT and CFT target for MRSA 
blood stream infections was zero Trust apportioned cases.  One case was 
apportioned to RCHT; however the investigation concluded that this was 
unavoidable. No cases were apportioned to CFT. 
 
The RCHT MRSA bacteraemia rate is 0.53 per 100,000 bed days compared to a 
South West rate of 0.64 and a National rate of 0.76.  

 

 
 
3.2. Meticillin Sensitive Staphylococcus Aureus (MSSA) Bacteraemia 
 
There were 20 MSSA bacteraemia reported that were acute Trust apportioned 
during 2020/2021. This is a decrease on the previous year by 10 cases. Root 
Cause analysis has been completed for these cases. The RCAs have identified 
that there has been 3 avoidable cases where line care has been indicated as a 
source. Actions have been taken in these areas and line care is included as a 
focus for the 2021/2022 annual plan of work. 
 
The MSSA bacteraemia rate for the Trust is 10.52 per 100,000 bed days; this 
compares with a South West rate of 9.85 and a National rate of 9.52. No specific 
themes have been identified to highlight why the Trust has a higher rate per 
100,000 bed days. 
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3.3. E.coli bacteraemia 
 
There were 36 cases of E.Coli bacteraemia that were acute Trust attributable 
during 2020/2021 compared to 58 in the previous year a reduction of 39.5%.and 
against a target of 31 cases.  
 
The E.Coli Bacteraemia rate for RCHT is 18.93 per 100,000 bed days; this 
compares to the South West rate of 21.60 and a national rate of 22.58. The 
themes identified in reviews match those reported nationally and across the 
South West.  
 
 

 
 
There were 13 gram negative bacteraemia reported in CFT during 2020/2021 
eleven of which were E.Coli bacteraemia. A common theme that has been 
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identified during review of the cases is that a number are from a urinary source. 
As part of the programme of work for 2021 / 2022, a number of actions have 
been incorporated to reduce the number of urinary tract infections occurring. 
 
3.4. Clostridioides difficile (C.difficile) 
 
Between April 2020 and March 2021, RCHT recorded 35 Hospital Onset 
Healthcare Associated (HOHA) cases of C. difficile (cases occurring 48 hours or 
more following admission), and 33 Community Onset Healthcare Associated 
(COHA) cases of C. difficile (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). 
 
The total number of cases reported is 68 against a target of 64 cases. Eleven of these 
are thought to have been avoidable on investigation.  

 
The rate of C.difficile infections within the Trust is 18.37 per 100,000 bed days 
compared to the South West rate of 16.48 and the National rate of 14.72. 
 
Although above trajectory by 2 cases, there has been a 19.5% reduction in the 
number of hospital onset health care associated cases. 
 
Our actions during the year to reduce the number of C.difficile cases were: 
 

• To strengthen compliance with antimicrobial prescribing; 
 

• Ensure the environment is cleaned effectively; 
 

• Enhanced stool monitoring, assessment and prompt isolation where 
appropriate. 

 
• Development of a new diarrhoea risk assessment tool. 

 
The number of infections in 2019/2020 was higher than expected at RCHT and 
as a result the Trust requested a ‘Fresh Eyes’ review by NHS England / 
Improvement. Unfortunately due to the COVID-19 Pandemic this had been put on 
hold until the appointment of the Deputy DIPC in November 2020. The review 
took place of the 20 hospital onset, hospital acquired cases from 1 April 2020 to 
the 31 October 2020. 18 of these were deemed unavoidable with 1 case 
attributed to antimicrobial prescribing and 1 case to the use of a proton pump 
inhibitor, both of which the antimicrobial pharmacist has followed up. In addition, 
although not having a bearing on the acquisition of these cases, elements of 
learning were identified for improvement. These included enhanced use of 
hydrogen peroxide vapour for environmental decontamination; two additional 
machines were purchased in March 2021 to facilitate this. In addition the timely 

Page 511 of 702



  

Royal Cornwall Hospitals NHS Trust 
Page 12 of 42 

 

review of these cases did not take place during the COVID -19 Pandemic; 
however a new process for these has been implemented to ensure completion 
within 14 days. 
 
Due to the COVID-19 Pandemic NHSE have not produced a C.difficile objective 
for 2021/2022 therefore the Trust will continue to follow the objective for 
2020/2021.  
 
In addition to the reportable C.difficile cases there are also those that fall into the 
category of community acquired, community onset. Of these 27 cases were 
identified while in-patients at community hospitals. For these cases a review is 
completed. Following the review of cases over the last quarter a repeated theme that 
has been identified is that patients who develop C.difficile have been treated for 
Urinary Tract Infections. Moving forward, the IPAC Team are prioritising catheter 
associated urinary tract infection (CAUTI) education, and the prevention of urine 
infections. This includes catheter prevention, sampling of urine in a timely fashion and 
involving microbiology to support prescribing for optimum therapy. Eleven of these 
cases were linked to antibiotic treatment for urinary tract infections.  

 
 

 
 

4. Surgical Site Infection Surveillance  
 

Under the terms of the mandatory surveillance scheme, the Trust is required to submit 
data on orthopaedic surgical site infections for at least one quarter each year. 
Surveillance data was collected for four consecutive quarters during the year including 
total hip replacements, reduction of long bone fracture, total knee replacements and 
neck of femur repairs. Although quarter 4 data has been collected submission of this is 
not due until the end of June 2021 and preliminary rates are not yet available. 
 
The data is summarised below: 

April May June July August September October November December January February March
Tolerance HOHA 3 6 9 12 15 18 21 24 27 30 33 36
Actual  HOHA 1 4 5 7 11 16 20 24 28 29 33 35
Tolerance COHA 2 4 6 8 10 12 14 16 19 22 25 28
Actual COHA 3 5 7 10 15 20 21 26 26 30 31 33
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Table 1: Royal Cornwall Hospital 
   

Type of 
Surgery 

No. of 
Operations 

for Year 

No. of 
Infections 

Rate of 
infection 

Quarter 4* 

Rate of 
Infection 
Quarter 3 

Rate of 
Infection 
Quarter 2 

Rate of 
Infection 
Quarter 

1 

National 
Rate 

previous 5 
years 

Total Hip 
Replacement 

57 1 Pending 3% 0% 0% 0.9 

Total Knee 
Replacement 

2 0 Pending 0% 0% 0% 1.3 

Long Bone 296 5 Pending 3% 0% 0% 1.6 

Neck of 
Femur Repair 

161 2 Pending 1.3% 1.2% 0% 1.2 

          
 
Table 2: St Michael’s Hospital 
 
 

 
The infection rates for this period are not comparable with previous years due to the 
reduced cases that have been operated on due to the COVID -19 Pandemic. In addition 
those that have been operated on are those who would be more complicated or urgent and 
therefore the patient group differs from previous years. 
 
5. ANTIBIOTIC STEWARDSHIP (Information provided by Neil 
Powell, Associate Director Antimicrobial Stewardship, Consultant 
Antibiotic Pharmacist) 
 

5.1. Priorities for the year - RCHT: 
 
The key antibiotic stewardship priorities this year have been early antibiotic 
cessation at the 48 - 72 hour antibiotic review (ARK study), shortening antibiotic 
course lengths in line with NICE antibiotic prescribing guidelines.  
 
The indication and stop / review date audits have continued and we have focused 
on ensuring oral antibiotics have a stop date. 

Type of 
Surgery 

No. of 
Operations 

for Year 

No. of 
Infections  

Rate of 
infection 
Quarter 

4* 

Rate of 
Infection 
Quarter 3 

Rate of 
Infection 
Quarter 

2 

Rate of 
Infection 
Quarter 1 

National 
Rate 

previous 5 
years 

Total Hip 
Replacement 

215 4 Pending 2% 1.8% 0% 0.9 

Total Knee 
Replacement 

161 2 Pending 1% 1.7% 0% 1.3 

Long Bone 178 3 Pending 7.1% 0% 2.1% 1.6 
 

Neck of 
Femur 

 
 

75 

 
 
1 

 
 

Pending 

 
 

0% 

 
 

0% 

 
 

1.8% 

 
 

1.2 
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5.2. Antimicrobial Stewardship Management Committee: 

 
The RCHT antimicrobial stewardship audit programme is overseen by the 
Antimicrobial Stewardship Committee and follows that set out in the Start Smart 
Then Focus March 2015 publication.  

 
5.3. CQUIN Performance: 

 
• There were no CQUIN metrics for 2020/2021 as all CQUINs were held due 

to the COVID-19 Pandemic.  
 

• NHSE contractual requirement to reduce total antibiotic use by 1% year-
on-year remains. 

 

 
 

There was a 5.5% reduction in total antibiotic use in 2020/2021 compared to 
2019/2020 this is a further reduction on the previous year of 1.67%. 
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There has been a notable increase in piperacillin / tazobactam use over the last 
two years.   

 

 
 

And although carbapenem (predominately meropenem) use was higher in 
2020/2021 compared to 2019/2020, the usage has remained fairly constant over 
the last four years.  

 
5.4. Antimicrobial Review Kit study (ARK): 

 
The ARK study has been rolled out in medical specialities in 25% of English 
hospitals, including RCHT. The aim of the study is early antibiotic cessation at the 
72 hour antibiotic review facilitated by an antibiotic decision aid. The decision aid 
communicates clinician diagnostic certainty or uncertainty about infection 
diagnoses at the start of the antibiotic course.  
 

 
 
Evidence of antibiotic review by medical doctors in the pre-72 hours has been 
good and consistently in the mid 90% (target >90%). 
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The primary outcome of ARK is the percentage of antibiotics stopped in the pre-
72 hour period. Pre-ARK at RCHT, the pre-72 hour stop rates were 10%. The 
Trust is consistently above 20% which is reasonable but there is opportunity to 
improve to 25 - 35%.  Other ARK sites have consistently stopped 30% of 
antibiotics in the pre-72 hour period and RCHT has potential to be more in line 
with this. 

 
5.5. Indication/Stop review Audit: 

 
Compliance with indication and stop or review date documentation on the 
electronic prescribing (EPMA) system against each antibiotic prescription is 
reviewed every eight weeks. Individual prescriber compliance is emailed to 
individual prescribers. The data is also presented by Specialty and Care Group 
and is communicated to Specialty leads. Overall compliance is currently 81% for 
indication documentation and 85% for stop or review date documentation. It is 
worth noting that the audit is taken just from the electronic system but does not 
take into account if this has been recorded in the medical records.  
 

 
 
Compliance with this is included in the Care Group Performance Assurance 
Framework (PAF) and has oversight and scrutiny by the Executive team. Poor 
performance is discussed between Consultants and junior staff and this is also 
brought to the attention of the educational supervisor if repeatedly poor performance is 
noted.  The Trust has visibly supported this as an important part of stewardship.  

 
 

5.6. Embedding NICE antibiotic prescribing guidelines for common 
infections:  

         
        Shortening Antibiotic Course Lengths. 
 

The following NICE antibiotic prescribing guidelines have been reviewed: 
Community Acquired Pneumonia (CAP), Hospital Acquired Pneumonia (HAP), 
pyelonephritis, infective exacerbation of COPD and cellulitis. These NICE 
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guidelines incorporate the evidence for short course therapy. The impact of these 
guidelines on reducing total antibiotic use in RCHT medical specialties in January 
2019 was explored. It was identified that by embedding these short course 
guidelines in the medical specialties would reduce antibiotic use in CAP by 32%, 
HAP by 20%, infective exacerbation of COPD by 14%, cellulitis by 11% and 
pyelonephritis by 10%. Combined this would reduce antibiotic use in medical 
specialties by 12%.   

 
A QI project is now underway with the aim to deliver short course therapy in CAP, 
HAP and infective exacerbation of COPD. HAP and CAP average course lengths 
have reduced from 7.6 days to 6.4 days, with 5 days being the target. 

 

 
 

ED antibiotic use has been reviewed and the course lengths compared to those 
in the NICE guidelines: acute otitis media, human and animal bites, 
pyelonephritis, lower urinary tract infections, cellulitis, cough, infective 
exacerbation of COPD, pneumonia,  sore throat, sinusitis and diverticulitis. From 
this work it was estimated that shortening course lengths in line with NICE would 
reduce total antibiotic use in ED by 7.5%. Short course ‘to take out’ (TTO) packs 
are now in place in order to facilitate short course therapy.  

 
5.7. Contractual Requirement  

 
As mentioned previously the NHS contract requires a reduction in total antibiotic 
use by 1% year on year. Our antibiotic consumption in 2020/21 was 5.5% lower 
than 2019/20 (2019/20 was 1.7% lower than 2018/19).  
 

 
 5.7.1 Total Antibiotic Use (inpatients and outpatients) 
 

7.6 
6.7 6.4 

0
1
2
3
4
5
6
7
8
9

10

mean CAP / HAP
course length January

2019

mean CAP / HAP
course length January

2020

mean CAP / HAP
course length August

2020

Mean HAP/ CAP antibiotic course lengths in those that 
meet 5 day course criteria  

Page 517 of 702



  

Royal Cornwall Hospitals NHS Trust 
Page 18 of 42 

 

 
 
The graph below highlights RCHT (Trust 157) performance compared to other 
hospitals in the South West. The Trust is the lowest total antibiotic using hospital 
in the South West. 
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 5.7.2 Ultra-broad spectrum antibiotics 
 

 
 

 
 

Less pleasing is our increased use of the ultra-broad spectrum antibiotics 
meropenem and piperacillin / tazobactam. The drivers for this increase have not 
been explored.  

 
5.8 Next Steps: 

 
 The focus for 2020/2021 includes:  
 

• Embedding NICE short course therapy guidelines in medical specialties and 
ED;  
 

• Pharmacist challenge of protracted antibiotic course lengths on TTOs;  
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• Further embedding of the ARK study processes;  

 
• Review opportunities to reduce antibiotic use in Surgery and outpatient 

departments. 
 

5.9 CFT 
 
An antimicrobial stewardship audit was conducted on the CFT inpatient wards in 
September 2020 and identified that 77% of antibiotics were appropriate prescribed as 
per the antimicrobial prescribing guidelines or microbiology advice, this is 12% lower 
than the previous year.  
 
The findings of the audit were reviewed at the Medicines Optimisation and Safety 
Committee, where further work was tasked to committee members as regards 
improving compliance with antimicrobial prescribing guidelines.  It is anticipated that 
follow up audit work will determine the impact of EPMA on antimicrobial prescribing in 
CFT. 
 
The pharmacy team have recently recruited into the Band 7 Pharmacist post which 
has been vacant for several months. This post includes antimicrobial stewardship 
which will facilitate more attention on this very important area. The post holder is due 
to commence July 2021. 
 

 
6. UNTOWARD INCIDENTS         
 

6.1. Outbreaks 
 
An outbreak is usually defined as two or more cases linked in time and/or place 
or more pragmatically, as a greater than expected number of cases. However, 
sporadic cases may occur by chance in the same place and at the same time but 
are not linked in any causal way. This should be borne in mind when deciding if 
something really is an outbreak. 

 
6.1.1. COVID -19 

 
During the 2020/2021 year the world has been affected by the Coronavirus 
Pandemic. In Cornwall there have been in excess of 14,200 cases so far with the 
Pandemic continuing. Along with the rest of the NHS this has placed an 
unprecedented demand on services. The Trusts implemented a full Pandemic 
plan that has been continually updated to reflect scientific advice. As a part of 
this the Trust implemented patient pathways to segregate positive patients and 
all patients who have been admitted have undertaken a screening programme.  
In total the trust has had 761 patients in acute hospital beds with 692 of these 
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being during this financial year and 139 patients in community hospital beds, with 
126 of these being this year. Despite the implementation of a full COVID -19 plan 
there have been outbreaks within both organisations, within patients and staff. 
 
Royal Cornwall Hospital NHS Trust 
 

Ward/  Date Total number of 
affected patients 

Total number of 
affected staff 

Lowen (Duchy) May-20 2 11 
Tintagel June-20 4 2 
Kerensa June - 20 2 0 

AMU Nov -20 0 2 
Anaesthetics Nov-20 0 2 

Senior Managers Nov-20 0 13 
AMU Dec-20 10 16 

Med 1 and 2, WCH Dec-20 13 28 
Kenwyn Jan-21 2 0 

Womens and 
Childrens Dec-20 0 6 

Tintagel Jan-21 49 20 
Kynance Jan-21 8 7 

Pendennis Jan-21 6 11 
Kerensa Jan-21 6 0 

GLU Jan-21 17 12 
Med 2, WCH Jan-21 13 1 

GLU Feb-21 7 3 
 
Cornwall Partnership NHS Foundation Trust 
 

Ward/ Hospital Date Total number of 
affected patients 

Total number of 
affected staff 

Oak, Liskeard Mar/Apr-20 6 None recorded 
Harold White, 

SACH Mar/Apr-20 8 None recorded 
Lanyon, CRCH Mar/Apr-20 6 None recorded 
Willow, Liskeard Mar/Apr-20 4 None recorded 

Newquay Apr-20 14 None recorded 
Heligan, SACH Apr-20 11 None recorded 

Boscawen, 
Falmouth Apr-20 10 None recorded 

Launceston Apr-20 3 None recorded 
Oak, Liskeard Nov-20 3 2 

Longreach Nov-20 9 9 
Newquay Dec-20 7 1 
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Stratton Dec-20 3 1 
Stratton Jan-21 2 3 

Sowenna Jan-21 3 11 
Heligan, SACH Jan-21 5 3 
Garner, Bodmin Jan/Feb-21 12 28 
Harbour, Bodmin Jan/Feb-21 3 3 
Lanyon, CRCH Mar-21 4 3 

Hayman Mar-21 3 0 
 
 
7. HAND HYGIENE  

 
7.1. Audit Results 
  
Hand hygiene audits are carried out on a monthly basis by all clinical areas as 
part of the Infection Prevention and Control Key Performance Indicators.  Hand 
hygiene compliance reported by the clinical areas RCHT for the year is 99%. 
Hand hygiene audits carried out by the IPAC team at CFT indicate compliance 
with the five moments of hand hygiene is 85%. 

 

 
 

8. DECONTAMINATION (Information provided by Matthew Dyer    
Decontamination Lead) 
 

8.1 Sterile Services Department (SSD)  
 

8.1.1 Porous Steam Sterilizers 
 
Four new porous load steam sterilizers with integrated clean steam generator 
have been purchased, to replace the existing porous load steam sterilizers 
and clean steam generators within the Sterile Services Department base at 
Royal Cornwall Hospital. These are planned for installation and 
commissioning during 2021. 
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8.1.2 Low Temperature Sterilizers 
 
The Sterrad 100s low temperature sterilizer was replaced with the Sterrad 
100nx from Advanced Sterilisation Products (ASP) in March 2021 after 
passing all the commissioning and validation tests. The Sterrad 100nx is the 
latest version of the Sterrad, which has improvements of additional cycles 
which increases the options of sterilizing more types of flexible endoscopes. 

  
8.1.3 Reverse Osmosis (RO) Plant (Porous Load Steam Sterilizers) 
 
Part of the enabling works for the new porous load steam sterilizers is the 
upgrade of the existing cold RO water system which supplies the clean steam 
generators. The new porous load sterilizers will be fitted with its own clean 
steam generator, as the old porous load sterilizers had a separate clean 
steam generator system for all. The new RO plant will be a hot RO water 
system which will maintain water quality and reduce non condensable gases. 

  
8.1.4 SGS (Notified Body) External Audit (ISO 13485:2016 and 93/42/EEC) 
 
An external audit visit from Societe Generale de Surviellence (SGS) (Notified 
Body) was carried out in February 2021. Two minor non-conformances were 
raised during the audit as follows: 
 

• The Annual Validation Reports for Ultrasonic Washers numbers 1 and 
2 carried out in March 2020 were not available at the audit. 
 
This is raised as a Minor corrective action requests (CAR) as the 
ultrasonic washers are used as pre-cleaners only, all devices are 
subsequently processed through validated washer-disinfectors. All 
quarterly validations have been completed satisfactorily since the 
annual validations were performed. This non-conformance does not 
increase the risk to product or patient. 
 

• There is no evidence that the Daily and Weekly Tests for the Sterrad 
have been approved by an ‘Authorised User’. 
 
This CAR is a Minor CAR as the tests are being performed correctly, 
the machine is validated and planned performance maintenance (PPM) 
is performed by the manufacturer, the validation reports are reviewed 
by the Authorised Engineer Decontamination (AE[D]). Batch release is 
carried out using Independent Monitoring System (IMS) and Sterrad 
Velocity biological indicators. Therefore, this non-conformance does not 
increase the risk to product or patient safety. 
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All actions to resolve these will be closed at the end of May 2021.  
 

SSD maintains the quality certification of EN ISO 13485:2016 and also 
MDD93/42/EEC.  

 
UK Conformity Assessment (UKCA) scheme 
 
SGS UK moves into a new role as an Approved Body (AB0120) under the 
new regulatory system for medical devices and in vitro diagnostics (IVD’s) in 
the UK, called the UK Conformity Assessment (UKCA) scheme. 
 
SGS will be initiating a programme of transition from “CE” to UKCA over the 
course of 2021.This will be  remote stand-alone transition audit of Sterile 
Services current Quality Management System to ensure compliance to the 
UKCA medical scheme requirements. 

 
8.2 Endoscopy Decontamination 
 

 The endoscopy decontamination units within Royal Cornwall Hospital and in 
West Cornwall Hospital are managed by Sterile Services. 

 
 During the Joint Advisory Group on Gastrointestinal Endoscopy (JAG) audit in 
February 2020, the Decontamination for Endoscopy was reported by JAG to 
be well managed. 

 
8.2.1 West Cornwall Hospital Endoscopy Decontamination 
 
Both automatic endoscope re-processors (AER) are past the end of their life 
span and need replacing, which is a recommendation by the Authorising 
Engineer Decontamination. Capital money has been requested to replace 
both AER’s through the Medical Equipment Board. 
 
The Reverse Osmosis (RO) plant was replaced in 2020; both the plant and 
weekly water results have consistently been good. 

 
8.2.2 Royal Cornwall Hospital Endoscopy   
 
The Reverse Osmosis (RO) plant was replaced in 2020 from 2 x 500 litres per 
minute to 2 x 900 litres per minute capacity. Both the plant and weekly water 
results have consistently been good. 

  
 

 8.2.3 Endoscope Storage cabinets 
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All endoscope controlled environment storage cabinets within the Trust are 
only classed as endoscope storage cabinets and not endoscope drying 
cabinets.  

 
The Trust has now purchased three endoscopes drying cabinets which will 
replace one endoscope storage cabinet at West Cornwall Hospital in 
Endoscopy, and the two endoscope storage cabinets at Royal Cornwall 
Hospital Endoscopy Department. 

  
8.3 Trust Wide Decontamination   

 
8.3 1 Mortuary  
 
The instruments used in the mortuary are processed in a small washer / 
disinfector in the mortuary at Royal Cornwall Hospital. The washer / disinfector 
is now fitted with an independent monitoring system, and the weekly testing is 
conducted by the Estates Department. 

 
 8.3.2 Urology 
 

 The scopes use in Urology are processed in the Endoscopy Decontamination 
and the scopes are stored in the endoscope storage cabinets in Urology. 
Endoscope storage cabinets are planned for replacement with endoscope 
drying cabinets. 

 
 8.3.3 Nasal Endoscopes  
 

 RCHT ENT outpatient department is using the AE-1 antigermix ultraviolet 
(UV) system for nasal endoscope decontamination which achieves best 
practice. The AE-1 was purchased in 2020, and consideration is being made 
for purchasing additional AE-1 antigremix UV system throughout the trust and 
into the community. 

 
8.3.4 Ultrasound Probes  
 
 Royal Cornwall Hospital Trust is using the Trophon automated system which 
is achieving best practice for ultrasound probe decontamination. 

 
8.3.5 Trans oesophageal echo (TOE)  Probes  
 
Currently the TOE probes are manually cleaned and disinfected using the 
Tristel wipe system which achieves essential requirements. 

 
8.3.6 Microbiology  
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 Two laboratory sterilizers for waste discard were replaced in 2020 and after 
passing the commissioning validation tests are now in use. A third 
replacement laboratory sterilizer is planned for replacement in 2021. 

 
 
Overall the Trust is achieving the essential requirements for decontamination and in 
most areas the Trust is achieving best practice. 
 
The Decontamination Risk Assessment Group meets on quarterly basis to ensure 
that essential requirements are maintain and that a plan is in place for progression to 
best practice. 

 
 
9. CLEANING SERVICES (information provided by Stephen Rogers) 

 
9.1 RCHT Cleaning Audit Scores   
 
• A number of KPIs are now in place to support the ongoing monitoring of 

cleaning standards. These are detailed below along with information 
regarding compliance against these for the year. These KPIs are monitored 
on a monthly basis by the Head of Facilities and Contracts. Mitie, the Trust’s 
Soft FM provider, have broadly achieved the required National Standards for 
Cleanliness during 2020/21 with only minor, temporary lapses as indicated below; 
 

• KPIs linked with area percentage standards of cleaning are detailed below and 
are derived from the National Standards of Cleanliness. The 12 months 
performance data is RAG rated with only minor lapses in compliance noted for 
high risk areas. These issues, which relate mainly to hospital thoroughfares, are 
now improving in line with Mitie’s corrective action plans; 
 

• The Cleaning Operations Group meets on a bi-monthly basis to provide 
oversight and scrutiny of the KPIs; 
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9.2  CFT Cleaning Audit Scores   

 
• National Standards of Cleanliness (NSC) audits are completed in line with 

the recommended national frequencies; 
 

• Internal audits are completed by GSA Supervisors. The Hotel Services Manager 
is responsible for reviewing the audit compliance and reporting on the assurance 
of standards; 

 
• In April 2020 all NSC audits were temporarily suspended to reduce footfall within 

the wards and support the increased cleaning frequencies;  
 

• CFT have with the exception of November 2020 met and exceeded national 
targets despite 2020/2021 being an incredibly challenging year with cleaning 
requirements increasing considerably. (Table below); 
 

• The Hotel Services Committee has been re-established and meets on a 
quarterly basis. The committee is well attended by Matrons and GSA 
Supervisors who review the audit compliance. 

 

 
NSC Results 

 
Target 

 
April 

20 
May 
20 

June 
20 

July 
20 

Aug 
20 

Sept 
20 

Oct 
20 

Nov 
20 

Dec 
20 

Jan 
21 

Feb 
21 

Mar 
21 

The average 
cleaning audit 
score for each 
Month for Very 

High Risk 
rooms/areas 

98% Covid-
19 99.6% 99.8% 99.6% 99.9% 98.8% 98.9% 97.5% 98% 98.5% 98.8% 98.5% 

The average 
cleaning audit 
score for each 
Month for High 

Risk room/areas 

95% Covid-
19 97% 97.5% 96.7% 97.6% 97.2% 97.9% 97.5% 97.7% 97.7% 97.8% 97.1% 

The average 
cleaning audit 
score for each 

85% 97.1% 97.5% 97.3% 97.5% 
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9. Patient Led Assessment of the Care Environment (PLACE) 

 
The PLACE assessments are led by the patient assessors, who are volunteers and 
independent of the Trust. The volunteers come from a cross section of the community and 
include Healthwatch Cornwall, Friends of the Royal Cornwall Hospital and independent 
assessors. 

 
The assessments cover five areas but those relevant to Infection Control are: 
 

• Cleaning; 
• Condition & Appearance. 
 

The assessments are mandatory, national and include both NHS and private care 
environments. 
 
Due to the COVID -19 Pandemic, PLACE inspections were suspended during 2020. 
 
In 2020 CFT re-established a PLACE committee to monitor and review PLACE action 
plans. The committee is well attended by CFT Governors, Matrons / Mental Health Clinical 
Managers, Patient Representatives, Estates, Supplies and Finance.  
 
The Quality Assurance Committee has agreed that CFT will introduce a new programme of 
assessments; which will move all sites to a 2 year programme. This will enable community 
sites to have sufficient time to progress and improve the areas identified in the action plans.  
 
Action plans are in place for each hospital site. Clinical Matrons have progressed many 
‘quick win’ aspects of the action plans however funding remains the primary reason for 
further progress. The items which present the most significant challenge to resolve are:- 

 
• Condition and Appearance – Decoration; 
• Dementia – Toilet facilities. 

 
Some wards have now had a refurbishment which has addressed a number of these issues 
and a Task and Finish Group has been established to review dementia signage and toilet 
facilities.  

 
 

Quarter for 
Significant Risk 

room/areas 
The average 

cleaning audit 
score 6 monthly 

for Low Risk 
room/areas 

75% 94.9% 93.5% 
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10. INFECTION PREVENTION AND CONTROL AUDIT PROGRAMME 
 

10.1. Infection Prevention and Control Performance Indicators 
 
Each clinical area at RCHT is required to undertake a series of audits based on the 
Department of Health Saving Lives Campaign.  These include: 
 
• Hand Hygiene; 

 
• Peripheral Line insertion and on-going care; 

 
• Urinary Catheter insertion and on-going care; 

 
• Correct management of patients with diarrhoea; 

 
• Compliance with aseptic non-touch technique (ANTT). 
 

These results are reviewed by the Clinical Matrons and action plans put into place 
where non-compliance has been identified. 
 
At CFT the following have been carried out throughout the year: 
 
• Adenosine Triphosphate (ATP) testing has been carried out to monitor the 

efficacy of cleaning. 
 

• Hand Hygiene audits quarterly 
 

• Stool chart compliance 
 
• COVID – 19 compliance audits 

  
Moving forward all infection prevention and control audits will be standardised. 

 
11. INFECTION PREVENTION AND CONTROL POLICIES 

 
As part of the annual programme of work, the IPAC Team have a programme of 
development and revision of Infection Prevention and Control policies.  During 2020/2021 
the following policies were completed: 
 

• Patients who are Symptomatic or at increased risk of transmissible Creutzfeldt – Jakob 
disease (CJD) Policy (integrated) 
 

• Panton-Valentine Leukocidin (PVL) Policy (integrated) 
 

• Viral Haemhorrhagic Fever Policy  
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• Scabies Policy (integrated) 

 
• Guidance for the Management of Influenza Policy (integrated) 

 
 
12. EDUCATION AND TRAINING 

 
Education and training is a fundamental element of the Infection Prevention and Control 
Programme. The IPAC Team contribute to training activities within the Trust.  The following 
table summarises the formal educational input of the IPAC Team. 
 
 

12.1. Mandatory Training Figures (data from Learning and Development) 
 

Staff Group Percentage trained 
Professional Scientific and Technical  Level 1  98.4% 

Level 2  85.9% 
 

Additional Clinical Services  Level 1  90.9% 
Level 2  70.4%   

Administrative and Clinical Level 1  94.6% 
Level 2  100% 
 

Allied Health Professionals Level 1  95.8% 
Level 2  77.7% 
 

Estates and Ancillary Level 1  80.6% 
Level 2  42.9% 
 

Healthcare Scientists Level 1  100.0% 
Level 2  72.0% 
 

Medical and Dental Level 1  87.2% 
Level 2  59.0% 
 

Nursing and Midwifery Registered Level 1 96.7% 
Level 2 75.8% 
 

Total Level 1 93.5% 
Level 2 72.3% 
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Mandatory training figures (Data obtained from learning and development CFT) 
 

Staff Group Percentage trained 
Professional Scientific and Technical  
 

97% 

Additional Clinical Services  
 

94% 

Administrative and Clinical 
 

98% 

Allied Health Professionals 
 

97% 

Estates and Ancillary 
 

98% 

Medical and Dental 
 

96% 

Nursing and Midwifery Registered 
 

97% 

Total 
 

97% 

 
The mandatory training for CFT has been changed to align with RCHT and now 
includes level 1 and 2 training, with all staff now required to undertake an annual 
update from February 2021. 

 
12.2. Additional Training 

 
All clinical areas have received training on donning and doffing of personnel protective 
equipment as part of the COVID -19 plan. In addition ad hoc training has been 
delivered to ensure Hand hygiene is being performed correctly and at the right times. 

 
 
13. INFECTION PREVENTION AND CONTROL AND THE BUILT 
ENVIRONMENT ESTATES  

 
13.1. Capital Projects 
 
Ensuring Infection Prevention and Control advice is sought for the development of any 
new service, capital build or refurbishment is essential in reducing reservoirs of 
infection. The Trust has a “Building and Refurbishment: Infection Prevention and 
Control in the Built Environment” policy which sets out responsibilities for all parties 
involved in building or refurbishment projects. During 2020/2021, the Infection 
Prevention and Control team has been involved with the following projects: 

 
• ED Resus remodelling and extension building works ; 
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• MRI d-stream project; 
 

• Lowen / MRI building replacement design development; 
 

• Women and Children’s design development; 
 

• Strategic site development. 
 

• Pathology services design development 
 
• Major refurbishment works at CRCH to the old Lamorna ward.  
 
• Helston kitchen replacement 

 
• SACH fire remedial works 

 
Infection Prevention and Control advice is sought for any new 
build/refurbishment/service developments to ensure that the environment is fit for 
purpose and reduces reservoirs of infection.  

 
13.2.  Water Sampling 
 
At RCHT there is a programme for the testing of water throughout the hospital sites. 
The water results for the Trust continue to evidence good systems of control.  The 
Water Safety Policy has been updated during the year with support from the 
Authorised Engineer (water) to reflect the new HTM guidance. Where there are 
positive results these are dealt with in line with the policy, although it is worth noting 
that overall these are minimal. 
 
Concerns were raised during the year regarding the timing of the samples being 
received into the laboratory (in Kent) which impacts on the testing programme. As a 
result a more local laboratory has been sourced along with a dedicated courier. 
 
Similarly at CFT there is a programme of testing throughout the year, provided through 
the respective landlords i.e. Private Finance Initiatives or NHS Property Service and 
Cormac. 

 
The water sampling results demonstrate good systems of control with the exception of 
Edward Hain, community hospital which is currently partially closed with the exception 
of a few clinics on the ground floor.  As a result of the partial closure the water flow is 
inadequate to prevent contamination and therefore NHS PS have now isolated the 
tank and provided Point of Use water heating to the small number outlets still in use.  
It is the intention to vacate this site within the coming year. 
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All water results are reviewed and scrutinised at each of the organisations Water 
Safety Management Group Meeting. Consideration will be given to combining the 
groups in the coming year. 

 
13.3. Ventilation 
 
In response to the COVID -19 Pandemic, additional negative pressure areas were 
introduced to the higher care areas and those areas intended for Critical Care 
expansion. 
 
The Authorising Engineer Ventilation (AEV) is in the process of undertaking the 
annual audit of the site.  The previous AEV report, along with internal assessment 
has identified a significant number of Air Handling Units that are life expired and in 
need of replacement or investment.  Further to this the Trust 6-facet survey is being 
reviewed in the 1st Quarter of the 2021/2022 FY and will provide more insight into 
the work required. 
 
This has been coupled with concerns raised by the HSE nationally around 
inadequate ventilation across many hospital sites that has the potential to increase 
the risk of cross infection in staff in relation to COVID -19.  The Trust is in a similar 
position as many, non-critical; areas have what is described as comfort ventilation 
only or none at all and therefore a reliance on windows.  Further to this the capital 
works have led to a number of windows being sealed to reduce the risk of 
aspergillus and leading to increased temperatures.  Health & Safety have started to 
review all areas and establish where the greatest risks are in relation to safe 
working.   
 
The capital programme has identified three key project lines, with Fistral / Clic, 
Dermatology and ENT considered higher risk as these are used for the treatment of 
patients. 

 
13.4. Refurbished Areas 
 
Minor refurbishment works were completed in a number of areas across bothTrust’s 
estate including: 
 
RCHT: 
• Neo-natal – Fire Safety 
 
• Tower Basement  - Fire Safety 
 
• Nuclear Medicine 
 
• Birth Centre 

 
• Delivery Suite 
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• SAL Fire Upgrades 

 
• Trelawny Reception 

  
• X-Ray Office 

 
• CT/Scanning Fire Stopping 

 
• Maternity Flooring 

 
• Dolphin House  

 
• End of Life Rooms – Grenville & Eden 

 
• Tower Theatres Refurbishment 
 
• Polkerris Ward refurbishment works. 

 
• Urology department refurbishment works  

 
• Dermatology curtain rails/blinds/Basin/tap replacement 

 
• Med services block replacement roof covering  

 
 

CFT: 
 
• Temporary ward at St Austell Community Hospital; 

 
• Doctors Mess at Bodmin; 

 
• Helston kitchen replacement; 

 
• Boiler replacements at Banham and Elfordleigh sites. 

 
 

14. NEEDLESTICK INJURIES 
 

Needle stick and body (NSI) fluid incident reduction is a key agenda item for Occupational 
Health (OH), the Boards and the Trust’s as a whole. OH monitors and reports on NSI/BFE 
incidents, and attends the Sharps Safety Group (RCHT) to assist the Trust to operate in line 
with the Reporting of Injuries, Diseases and Dangerous Occurrences Regulations 2013 
(RIDDOR) legislation in collaboration with the Trust Health and Safety team.  
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Reporting certain incidents is a legal requirement, and the process enables identification 
and targeting of where and how risks arise, and provides advice about how to avoid work-
related deaths, injuries, ill health and accidental loss.  
 
Occupational Health and RCHT Health and Safety meet fortnightly to collate incidents 
reported and Occupational Health reported NSI / BFE’s; this is to act as a safety net for 
non-reporting, and also to help identify trends. 
 
Needlestick injuries for CFT are presented and discussed at the Health and Safety 
Committee. 

 
14.1 Number of incidents  
 
The total number of needle stick injuries (i.e. injuries via sharp devices) reported via 
Occupational Health during 2020 / 2021 is 162 (RCHT), an increase on lasts years’ 
figure which was 127. Ongoing monitoring is via the Health and Safety Committee. 
 
CFT figures reported in year were 71 incidents. 

 
15. FLU VACCINATION 

 
Flu vaccination uptake for the year April 2020 to March 2021 is 65.1% for RCHT and 
67.17% for CFT clinical staff. Due to the COVID - 19 Pandemic, booked appointments in 
dedicated Flu clinics were provided by the Occupational Health Team this year, with each 
ward area being asked to provide their own vaccinator to support staff vaccination. 
Although the overall percentage falls short of the national target of 90%, this is the best 
performance ever for both Trusts. 
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Meeting:  Trust Board in Public 

Date of Meeting:  01 July 2021 

Item Number:  25 

Title of Report:  Integrated Safeguarding Annual Report 2020/21 

Executive Director Lead:  Kim O’Keeffe, Deputy Chief Executive and Dual 
Director of Nursing, Midwifery and AHPs 

Author and Job Title: Zoe Cooper, Consultant Nurse for Integrated 
Safeguarding Services CFT / RCHT 

Email Address:  zoe.cooper2@nhs.net 

Purpose of the Report: 

Approve ☐ Discuss ☐ Note ☒ Endorse ☐ 

The purpose of this annual report is to reflect the work of all the Professionals 
included within the Integrated Safeguarding Services for the financial year April 2020 
to March 2021.  

Consultation: 

The report was reviewed by Quality Assurance Committee on 23 June 2021 

Key Risks (please tick one or more): 

Clinical ☒ Financial ☐ People ☐
Reputational ☒ Legal / Regulatory ☐

Impact Assessment: 
No direct impacts arising 

Recommendation(s): 
The Board is recommended to: 
note the Integrated Safeguarding Annual Report for 2020/21
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Adults, Children and Midwifery 

 

 
 

Annual Report 
2020-2021 

 

• Zoe Cooper - Consultant Nurse for C F T  / R C H T Integrated 
Safeguarding Services. 

• Lerryn Hogg - Advanced Nurse for Mental Health and Complex Cases. 

• Wendy Perkin - Named Nurse for Safeguarding Children - R C H T. 

• Angela Conway - Named Nurse for Safeguarding Children - C F T. 

• Suzie Williams and Bernie Dolan - Named Midwives for Safeguarding. 

• Nicola Booth - Independent Adult Safeguarding Investigator & Prevent 
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• Cerian Margetts - Named Professional for Adult Safeguarding for 
Acute, Community and Hospital. 

• Jane Rees - Manager of Learning Disability and Autism Team. 

• Colette Jolly - High Intensity Users Specialist. 

• Caroline Ellis – Admiral Nurse. 
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1. Introduction 

1.1. This report reflects the work of all the Professionals included within the 
Integrated Safeguarding Services for the financial year April 2020 to March 
2021.  

1.2.  Working Together 

1.2.1. One of the commitments of The Cornwall and the Isles of Scilly Health 
and Care Partnership is ‘To work together to ensure the people of Cornwall and 
the Isles of Scilly stay as healthy as possible for as long as possible’.  

1.2.2. The joint appointment of the Director of Nursing Midwifery and Allied 
Health Professionals for The Cornwall Partnership Foundation Trust and The 
Royal Cornwall Hospitals NHS Trust has provided an opportunity for integrated 
clinical services; this facilitates new ways of working across traditional 
organisational boundaries. Integration commenced with the Integrated 
Safeguarding Services Teams joining and working together as one team in 
April 2020. 

1.3.  Integrated Safeguarding Services: 

The integration of the two Safeguarding teams provided an opportunity to 
introduce the following: 

• A single point of contact to provide real time advice and support for 
staff to help the immediate actions to safeguard patients. 

• Joint policies for both organisations. 

• Provide parity in roles across both Trusts. 

• When new staff are recruited, they will be appointed to the joint team 
providing an opportunity for rotation through acute, mental health and 
community settings thereby enhancing their knowledge, skills and 
experience. 

• Succession and development planning for the team members and 
resilience within the team. 

• Continue to be a local presence at all of the sites. 

• Standardisation of mandatory training for all staff across both 
organisations. 

• Standardised documentation (e.g., risk assessment tools, care plans). 
 

Note: The integration proposal was presented and approved by both Boards in 
March 2020. 
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2. Structure of the Safeguarding Services Team  

2.1. The Safeguarding Children’s agenda is addressed on behalf of Royal 
Cornwall Hospitals Trust (R C H T) and Cornwall Partnership Foundation Trust (C F 
T) by the Integrated Safeguarding Children’s Operational Group (S C O G) and 
Clinical Quality Assurance Groups (CQAG - CFT). The Adult Safeguarding’s 
agenda is addressed on behalf of the Trust by the Adult Safeguarding 
Operational Group (A S O G) and CQAGs. These groups meet bi-monthly and are 
attended by Care Group representatives. Both areas report into the joint CFT 
and RCHT Quality and Assurance Group (QAC). CFT Board also received 
monthly updates via Executive Management Group (EMG). 

2.2. As per statutory requirements in Working Together (2018) and NHS 
England’s Safeguarding Accountability and Assurance framework (2019) both 
Trusts have Named Professionals for Safeguarding Children and Adults:    

• R C H T Named Doctor. 

• C F T Named Doctor.   

• R C H T and C F T Named Nurses are full time roles.  

• Named Midwife is 0.8 Whole Time Equivalent (W T E) as of January 
2021. 
 

2.3. Other members of the Integrated Safeguarding Services team include: 

• R C H T   / C F T Consultant Nurse for Integrated Safeguarding Services 
and Safeguarding Lead for R C H T and C F T: full time role. 

• R C H T Specialist Safeguarding Midwife: substantive post is full time 
role. 

• R C H T Specialist Safeguarding Nurse:  full time role. 

• C F T Specialist Safeguarding Nurses: two full time - one for Mental 
Health and one to support Minor Injuries, special parenting and speech 
and language therapies. 

• R C H T Safeguarding Practitioner: full time. 

• C F T Adult Safeguarding Officer (ASGO): five full time officers. 

• C F T Safeguarding Investigator: 0.8W T E 

• Advanced Nurse for Mental Health and Complex Cases: 0.8 W T E RMN 
who manages the Mental Health and Wellbeing Service and is the 
Named Mental Capacity Lead for the Trust. 0.8 W T E Mental Health 
Assistant Practitioner and 0.8 W T E Liberty Protection Safeguards Co-
ordinator. The mental health roles cover both children and adults. 
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• Liaison Service for Learning Disabilities and or Autism (commissioned 
by NHS Kernow):  
 one part time Learning Disability Nurse Manager. 
 one full time Acute Liaison Nurse. 
 one full time Assistant Practitioner. 
 two part time Assistant Practitioners. 

These roles cover both children and adults, and support children during 
transition to adult services within R C H T. 

• Admiral Nurse – full time. 

• Safeguarding Administrators: three full time roles. 

• Homeless Hospital Discharge Service for R C H T and C F T, one full time 
role. 

• High Intensity Users for RCHT:  2 part time worker (new posts 
commenced Jan 2021). 

• The team hosts a full time Independent Mental Capacity Advocate (I M C 
A) on an honorary contract from The Advocacy People. 

• The team hosts a We Are with You Single Point of Contact (previously 
Addaction) one full time worker to support patients with substance 
misuse on honorary contracts. 

• The team hosts one full time health Independent Domestic Violence 
Advocate IDVA on an honorary contract from Safer Futures. 

• The team hosts from CRCC an Inclusion Worker and two Carer 
Support Co-Ordinators. 

• One full time post vacant for Outlook South West Safeguarding 
Practitioner will be advertised in April 2021 - currently covered by 
RCHT/CFT team members. 

3. Policies and Procedures: Adult, Children and Midwifery 

3.1. R C H T and C F T internal policies and procedures are reviewed and monitored 
as part of the bi-monthly S C O G and A S O G work plan; all policies follow each 
individual Trust policy process. 

3.2. The key policies for children and adult safeguarding applicable to R C H T and 
C F T are multi-agency, county wide policies; R C H T and C F T contribute to these 
when a review is undertaken. 

3.3. All adults and children’s safeguarding policies are available on the 
documents library.  
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3.4. Following publication of the Lampard Report 2015 (written in response to 
the Jimmy Saville Enquiry) the Trust’s policies and processes with regards to 
volunteers, celebrity visits and charitable organisations within NHS organisations 
was reviewed. In line with the recommendations, the gaps identified were 
addressed in the Trust’s Human Resources Concerns about C F T services/staff 
receive independent scrutiny from the local authority. This is provided by the 
Local Authority Designated Officer (LADO) for staff working with children and 
Person in Position of Trust (PiPoT) process for staff working with adults. 

3.5. The L ADO is a statutory role (Local Authority Designated Officer). The role 
and responsibilities are set out in Working Together 2018 and the process is set 
out in the South West Child Protection Procedures and endorsed by the 
Safeguarding Children’s Board (O S C B). The LADO’s primary function is to 
manage and have oversight of any investigation into an incident where an 
allegation of abuse or harm has been made against a professional or volunteer 
who has contact with children as part of their work or activities. 

3.6. The PiPoT (Person in Position of Trust) role is statutory under the Care Act 
(2014) for Adult Safeguarding (Person in the Position of Trust). Like the LADO 
the role its function is to manage and have oversight of investigations pertaining 
to allegations involving professionals committing abuse. 

3.7. C F T and R C H T continue to take allegations against staff seriously and work 
with the LADO and PiPoT process when they are made aware of any allegations 
relating to C F T and R C H T staff. This process is overseen by the Joint Director of 
Nursing, Midwifery and Allied Health Professional, Human Resources and the 
Consultant Nurse for Integrated Safeguarding Services. In 2021 this function will 
be supported also by a designated ASGO. 

4. Training: Adult, Children and Midwifery 

4.1. The Intercollegiate Document: Safeguarding Children and Young People 
(2019) defines the levels of competencies required of the varying staff groups: 
this has been used to inform the training matrix for R C H T and partner agencies. 
County-wide, multi-agency training meetings are held to ensure a coordinated 
approach with regard to the county’s training strategy and delivery. 

4.2. Intercollegiate Document for Adults (August 2018). This defines the level of 
competencies required for varying staff groups in adult safeguarding.  

4.3. Children and Adult Safeguarding training are mandatory for all health staff 
regardless of role. A target of 95% compliance is required at RCHT and 84.5% at 
CFT.  The level of training required for the professional is role dependant. A 
description for the levels of training is described below: 
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4.3.1. Level 1 Children and Adults training (basic awareness) is provided to 
all staff working in healthcare services. This is provided within a mandatory 
reading field prior to attending the new starter induction programme. 

4.3.2. Level 2 Children and Adults Level 2 training is provided to non-clinical 
and clinical staff that, in their role, have contact (however small) with children, 
young people and/or parents/carers or adults who may pose a risk to children. 
Since 2018 to bring R C H T in line with the Core Skills Training Framework, staff 
are able to access level 2 adults and children safeguarding training online. 
Level 2 safeguarding training children forms part of the mandatory training 
days. 

4.3.3. Level 3 Children training is provided to all clinical staff working with 
children, young people and/or their parents/carers and/or any adult who could 
pose a risk to children and who could potentially contribute to assessing, 
planning, intervening and/or evaluating the needs of a child or young person 
and/or parenting capacity (regardless of whether there have been previously 
identified child protection/safeguarding concerns or not). Guidance is provided 
for each professional group and their level is specified. 

4.4. R C H T Midwifery Training: 

4.4.1. Maternity Safeguarding and Complex Needs Training has been 
delivered to all Midwives and Maternity Support Workers since 2018. This 
training has been well received with excellent feedback; it is part of midwifery 
mandatory training week. The compliance within the division has suffered as a 
result of COVID-19 restrictions but is starting to improve again now.  

4.4.2. Due to the restrictions and not being able to conduct face to face 
training, we have developed an M S T programme that includes speakers from 
Children’s Social Care and the Perinatal Mental Health Team. This was rolled 
out in January 2021. 

4.4.3. Maternity have employed 2 Specialist Maternity Support Workers to 
work closely with those women requiring extra nurturing (WREN). They will give 
extra support in the acute trust and where applicable within the community. 
Identified vulnerable families are receiving this valuable extra support and 
parenting education. Key messages to safeguard children are delivered through 
face-to-face contact and resources. Core parenting is an integral part of the 
young parent pathway. 

4.5. R C H T Children’s Training 

4.5.1. Safeguarding training has been delivered in a variety of methods since 
the first lockdown at the end of March 2020. Within the first lock down, R C H T 
Level 3 training was delivered face to face in line with the COVID-19 Pandemic 
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restrictions and simultaneously via Microsoft teams. Since January 2021, all 
training has been delivered via Microsoft teams only. 

Table 1: Safeguarding Children’s training compliance data 
 

Level March 
2020 

2020 - 2021 
(latest available February 2021) 

Safeguarding Children Level 1 98.8 92% 

Safeguarding Children Level 2 94.4% 93.1% 

Safeguarding Children Level 3 90.1% 90.9% 

4.5.2. The COVID-19 restrictions have had a slight impact on training figures 
for R C H T with a decrease in the compliance for Level 1, but Level 2 and Level 3 
figures remain the same as March 2020. 

4.5.3. Level 3 figures have remained the same as March 2020, we had hoped 
to reach our target compliance of 95%, however due to the COVID-19 
Pandemic restrictions, no training was delivered in March and April of 2020; 
however, since May 2020 we have used the online resources available to 
continue to provide Level 3 training for staff, but this was not sufficient to be 
able to reach 95%. Staff have access to the safeguarding training brochure 
which has been cascaded to all staff via our communication links. The training 
brochure contains up to date information of all internal and external training 
opportunities. Bimonthly Safeguarding Children Operational Group (S C O G) 
Care Groups report their compliance against the training mandate. 
Safeguarding Children Team have excellent links with external training 
providers who are able to offer R C H T staff varied, interesting opportunities to 
obtain multi agency training experiences. 

4.5.4. Level 2 training remains at the same compliance as March 2020. R C H T 
Safeguarding Children have written the 2021 Level 2 mandatory training 
package but due to the COVID-19 Pandemic restrictions from January 2021 - 
March 2021, have been unable to deliver these sessions, it is anticipated that 
some of these can be delivered via Microsoft teams shortly. Staff can access 
Level 2 Safeguarding Children’s training as an eLearning package. The 
Safeguarding Children Team also provide bespoke packages for junior doctor’s 
joining the Emergency Department Team and as part of their induction and for 
Emergency Department staff as part of their mandatory training day.  

4.5.5. Level 3 training compliance can be achieved by attending the annual 
updates (4 hours every year). This is achieved by attending the ‘in house’ 
updates provided by Named Professionals for Safeguarding Children and the 
Specialist Nurses for Children in Care are delivering a Level 3 training package 
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on Looked after Children. Every third year Level 3 Practitioners are required to 
undertake multi agency training. The Safeguarding Children Team work closely 
with Children and Family services and R C H T staff have access to their core 
curriculum and appropriate training for our staff has been cascaded via 
safeguarding links group and other communication sources. Further multi 
agency training via Learning Lessons workshops, Annual Safeguarding 
Children Partnership Conference, all of these have been available via Microsoft 
team function and alternative opportunities are available for R C H T staff to book 
via the Safeguarding Children Training Brochure. This is cascaded to staff via 
the safeguarding champion’s links and via the intranet on the Safeguarding 
Children training electronic webpage. 

Table 2: CFT Safeguarding Children’s Training 
 

Year 2018-2019 2019-2020 2020-2021 
(to Feb) 

Children’s Safeguarding - Level 1 89% 87% 82% 

Children’s Safeguarding - Level 2 76% 90% 79% 

Children’s Safeguarding - Level 3 90% 87% 61% 

4.5.6. Work remains on-going with CFT Named Nurse and Learning and 
Development Department to cleanse core data as there are discrepancies as to 
which staff have Level 3 training assigned to them on induction.  

Challenges remain within the electronic system whereby unable to 
record further than the initial 8 hours Level 3-day training, therefore 
CFT Named Nurse and newly appointed Associate Director for Children 
are working together with the Team Managers to introduce a training 
passport. Twice monthly Level 3 training days continue to be facilitated 
by the Safeguarding Practitioners. RCHT training sessions are now 
available for CFT and Outlook Southwest. 

4.5.7. The Integrated Safeguarding Team have designed and are delivering a 
one hour long bitesize ‘Learning Lessons’ sessions for CFT and RCHT that 
includes: Exploitation and Modern Slavery, Domestic Abuse, Think Family, 
Homelessness and Substance Misuse, Neglect and Self-Neglect. Staff can 
attend 4 of these sessions and this will meet their compliance for Level 3 
training. This training information has been cascaded to all teams and has been 
embedded into the training brochure. Moving forward the team are developing 
further training sessions which focus on wider Safeguarding topics, the team is 
also exploring recording these sessions to support the development of a 
training resources archive and to provide greater opportunities for staff to 
access the learning across the Trusts. 
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4.5.8. The Named Professionals monitor attendance at training and ensure 
accurate records of attendance are maintained; this is monitored by the SCOG. 

4.5.9. Named Doctor for Safeguarding Children at R C H T is providing bespoke 
training: 

 E D training to all members of E D staff – 1 hour 3 times per year 
on the safeguarding questions required of patients aged 
<18years (CAS card) and how to approach them. What to do if 
concerned about a child. 

 Safeguarding training to Foundation 1 and 2 doctors on: What 
does the GMC say/legislation around child protection? How to 
approach safeguarding and professional curiosity and what to do 
if concerned. This is 1 hour annually. 

 Paediatric trainees’ monthly providing supervision and case 
discussions/top tips, new guidance/well known cases and 
legislation linked to those cases. Sexual Assault Referral Centre 
(SARC) information. 

 Senior Paediatrics team monthly peer review and supervision. 

4.6. R C H T Adults Training 

Table 3: Adult Safeguarding training compliance data 
 

Year 2018-2019 2019-2020 2020-2021 
(to Feb) 

Adult Safeguarding - Level 1 96% 95% 92% 

Adult Safeguarding - Level 2/3 74% 91% 93% 

4.6.1. Level 1 training compliance has dropped by 3% since 2019; mandatory 
training compliance is reported by the Care Groups via the quarterly A S O G 
meetings. Level 2/3 training has been included within mandatory training since 
January 2020 therefore there is an expected trajectory of compliance going 
forward. 

4.6.2. The Intercollegiate document for Adult Safeguarding was published in 
2018. It provided additional training requirements for frontline practitioners 
(Level 3). In Cornwall the Safeguarding Adults Board (S A B) has decided to 
proceed with a multi-agency approach for training to develop into competencies 
for frontline staff. This would include the level 2 training that is already provided 
to be accompanied by mandatory supervision and training for frontline 
practitioners before the practitioners are signed off as competent. This 
approach is in the development stages. The Consultant Nurse for R C H T/C F T is 
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chair of the S A B Subgroup and will be able to ensure that both Trusts are 
involved and updated with the ongoing changes.  

4.6.3. To support these changes the S A B  has commissioned ‘Making 
Connections’ managers to support managers to understand the purpose of a 
section 42 enquiry, and for issues in relation consent, capacity and 
confidentiality with the aim of them being able to support staff with safeguarding 
enquiries, supervision and ensuring staff competence.  

Table 4: C F T Safeguarding Adults Training 

Level 2018-2019 2019-2020 2020-2021 
(to Feb) 

Adult Safeguarding - Level 1 87% 92% 90% 

Adult Safeguarding - Level 2 55% 80% 86% 

Adult Safeguarding - Level 3 51% 80% 74% 

4.6.1. As part of the COVID-19 Pandemic response the mandatory training 
was paused between April and June 2020 which impacted on compliance 
figures; however overall compliance has been steadily improving in recent 
months for Levels 1 & 2. 

4.6.2. C F T’s Adult Safeguarding Level 3 (Frontline Practitioners) training has 
been revised in line with the progression towards the S A B competency-based 
framework. As part of the COVID-19 response face-to-face training has been 
updated for delivery via MS Teams. These three-hour sessions have been 
adapted focus on the common areas for staff referrals over the last 12 months 
– self neglect & domestic abuse and incorporate learning from Safeguarding 
Adults and Domestic Homicide reviews. The sessions also have key learning 
from C F T case studies encouraging the practitioners to ‘Think Family’. 

Table 5: Outlook Southwest (O L S W) Safeguarding Training 

Level 2020-2021 (to Feb) 

Adult Safeguarding Level 3 78% 

Children’s Safeguarding Level 3 28% 

Note: The compliance figure for adult safeguarding compliance does 
not include support services, many the majority of whom have 
completed the training for frontline practitioners, O L S W is working with 
the Safeguarding Team and Education and Training to improve training 
figures. 
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4.6.8   Named Nurse has developed five bespoke training sessions for 
children’s Level 3 which will ensure that 90% compliance will be 
reached by May 2021. 

4.7. Prevent Training 

4.7.1. We deliver two levels of Prevent training dependent on role in line with; 
NHS England (2017); Prevent Training and Competencies Framework; Home 
Office (2018); Prevent Duty Toolkit for Local Authorities and Partner Agencies.  

4.7.2. We have recently reviewed the TNA in CFT to now ensure all staff 
complete one of the two levels of training as a minimum every three years, the 
TNA review led to an anticipated dip in compliance as we added additional staff 
groups into mandatory training requirements. We will be mirroring this TNA 
review in RCHT this year and anticipate the same dip in training compliance. 
With five Prevent trainers and an online package we offer integrated sessions 
for both Trusts and are promoting the e-learning package to meet compliance 
targets. 

Table 6: Prevent Training R C H T & C F T compliance 

Prevent 
training 
Compliance 

R C H T 
2019/2020 

R C H T 
2020/2021 

C F T 
2019/2020 

C F T 
2020/2021 

Prevent WRAP  74.9% 76% 94.8% 90% 

Prevent 
Awareness 84.1% 84.7% 83% 75% 

4.8. Training for 2021/2022 

         4.8.1 An integrated Training strategy will be the priority for the next year.  
2021 will see the launch of the Integrated Safeguarding Training and 
Competency framework, which will offer the vision for the training for the next 3 
years. It will align the safeguarding training between the Trusts, giving the 
opportunity for more sessions to all our staff to support an increase in training 
compliance and improve staff competency. We are all busy working on this 
exciting piece of integrated working for children and adults. 

5.     Supervision 

5.1. Adult, Children, Midwifery 

5.1.1. Safeguarding Supervision for children was identified as key in 
protecting children in the Laming Report (2003) and Working Together (2018). 
For Adults it was recommended by the Care Act (2014). This enables staff to 
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better identify risks to children and adults and act on any concerns accordingly. 
It provides support and an opportunity for reflective learning for staff members 
and should be seen as integral to a high-quality approach to safeguarding. The 
Safeguarding Team provide supervision by various methods. Safeguarding 
Supervision is mandatory for all registered staff that has been involved in either 
a child or adult safeguarding event. In 2019 NHS Kernow commenced an 
assurance score card to monitor supervision provided within both Trusts. 

5.1.2. The Integrated Safeguarding Service provides a single point of contact 
for all staff to discuss concerns and seek guidance in relation to safeguarding 
cases. The team is also available for staff to discuss especially distressing 
cases and provides restorative supervision when required for specific cases. It is 
evident from the increasing numbers of daily phone calls and MS Teams 
contacts to the service that this support is valued and recognised as an asset to 
the organisations.  

5.2. Children 

5.2.1. Safeguarding Children’s Supervision Policy was re-designed in 2017 
and updated in 2019 to reflect the supervision requirements for R C H T staff. For 
both C F T and R C H T Supervision is offered in various supportive frameworks 
and recorded within the Safeguarding Supervision database. This information is 
shared at the bi-monthly S C O G meetings.  

5.2.2. On commencement of post in October 2020 the CFT Named Nurse 
reviewed CFT Supervision provision. Safeguarding Supervision is now 
facilitated within the community that enables identification of practitioners who 
regularly work with all children and therefore require supervision, rather than 
just those working with children on CP/CIC plans. This review has allowed 
equitable to all children who require staff to be working effectively with multi-
agency colleagues and managing vulnerabilities and risk competently. This is 
also a requirement of the Intercollegiate Document, 2019. 

5.2.3. Quarter 4 at CFT is where accurate compliance has been reported 
from and shows an overall compliance from the 474 practitioners initially 
identified. There will be an action plan monitored through Community Children 
CQAGS, CAMHS Service Line and SCOG to manage any concerns with 
regards to compliance. These reports will be able to evidence areas of good 
compliance and those areas that require extra support. 

5.2.4. Named Nurse is working with Safeguarding Consultant Lead Nurse to 
develop the role of trained Safeguarding Supervisors across the key children’s 
areas of the Trust. Figure 1 demonstrates the future template of supervision 
reporting to come in 2020/2021.  

Page 556 of 702



 

15 

0
5

10
15
20
25
30
35
40

SO
W

EN
N

A
CA

M
H

S 
In

te
ns

iv
e…

CA
M

H
S 

Ea
st

CA
M

H
S 

M
id

CA
M

HS
 W

es
t

CA
M

H
S 

LD
CA

M
H

S 
Ea

tin
g…

CA
M

H
S 

Ed
uc

at
io

n…
CA

M
H

S 
Ac

ce
ss

Sa
LT

Ch
ild

re
n'

s…
Ch

ild
re

ns
 B

la
dd

er
…

AD
H

D
AS

D
YO

S
Sp

ec
ia

l P
ar

en
tin

g
Pe

rin
at

al

2020-21, Quarter4 -Total Safeguarding 
Supervision (SGSV) 
 as at 24-Mar-2021 

Total SGSV

Figure 1: 2020-2021 Quarter 4 Total Safeguarding Supervision as at 24th March 
2021 

 

 

5.2.5. Adult 

The process for Adult Safeguarding Supervision is identified in the R C H 
T Adult Safeguarding Policy, and is carried out by the Safeguarding 
Adult Team members. The Safeguarding Policy for C F T and R C H T is 
currently being integrated; as part of the transition towards competency 
based Adult Safeguarding Training it will be mandatory for staff to 
complete Safeguarding Supervision with their line managers. 
Safeguarding Supervision for practitioners will also continue to be 
offered for staff and teams for complex cases including support with 
complex Adult Risk Management (ARMs) to help develop staff 
confidence to run ARMs meetings for patients with capacity who self-
neglect where the threshold for a Section 42 enquiry is not met.  

5.2.6. Midwifery  

5.2.7. Midwives within the acute setting are offered one to one Safeguarding 
Supervision and debriefs by the Maternity Safeguarding Team following all 
babies separated after the birth. Group Supervision sessions are held as part of 
the 8 weekly ward meetings, which the Specialist Midwife for Safeguarding 
attends on Microsoft Teams (M S T) due to COVID-19 Pandemic restrictions. 
These sessions focus on case discussion from recent complex safeguarding 
cases, often frequent attenders, to offer support and guidance.  
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5.2.8. RCHT have three new Community Team Leaders, who are waiting to 
attend Safeguarding Supervision training; therefore, as mitigation, the Maternity 
Safeguarding Team has been supporting them with their Safeguarding 
Supervision often in a tripartite meeting via M S T. One to one Supervision is 
provided 6 weeklies if the midwife has families subject to Child Protection (CP) 
or Child in Need Plans (CHIN) plans and Group Supervision is accessed by 
attending their monthly team meetings where current safeguarding concerns 
are discussed.  

5.2.9. The Named Midwives offer Safeguarding Supervision to the 
Community Team Leaders, Perinatal Mental Health Midwives and Specialist 
Safeguarding Midwife.  

5.2.10. The Safeguarding Supervision Policy has been updated, to reflect the 
changes to Maternity Safeguarding Supervision and the addition of revised 
paperwork. 

Note: The above Children’s and Maternity Supervision is captured 
within the Safeguarding Supervision database and shared bi-monthly 
at S C O G.  

5.2.11. The Trust has invested in the development of Safeguarding 
Supervision Champions who span across a range of operational services in C F 
T. These champions offer additional Supervision and support staff alongside the 
Safeguarding Team and are supporting to embed the “Think Family” Agenda 
and transition from child to adult mental health services.  

6. Record Keeping: Adult, Children and Midwifery 

6.1. Child Protection-Information Sharing (C P - I S) project remains live across 
the paediatric wards, paediatric emergency department, West Cornwall Hospital 
(W C H), Maternity Services and M I U’s (Minor injury Units).  

6.2. The Integrated Safeguarding Children’s Team launched the new 
Emergency Department, Minor Injury Unit CAS card in October 2020; this 
provides prompts and guidance when staff are completing the NICE guidelines 
checklist for children aged 0-18 who attend these unscheduled care settings. 
The Integrated Safeguarding Children Team will be auditing compliance of the 
CAS card in September 2021 

6.3. The Named Midwives and R C H T Named Nurse are the sponsors for the 
FGM-IS and are responsible for the flagging and de-flagging process. The FGM-
IS guidance has been added to the existing female genital mutilation FGM 
policy. We have been live since September 2019, but no cases have been 
flagged in 2020/2021. 
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6.4. Within C F T the documentation of Safeguarding concerns is recorded in the 
patients’ notes or RiO. The completion of the SystemOne Exit Project has 
enabled clinical and safeguarding information to be accessible for C F T staff and 
the Integrated Safeguarding Service. Notes do not contain details of alleged 
perpetrators, unless there is a risk to the patient. Learning has been shared from 
a Caused Enquiry relating to a Community Assessment and Treatment Unit 
(CATU) in which the concerns about poor care; although not substantiated, has 
been shared to ensure that staff check both electronic and paper medical 
records to ensure that a complete medical and social history of the patient is 
obtained.  

6.5.  A joint Data Privacy Impact Assessment (D P I A) has been completed for 
the Integrated Safeguarding Service transition of data onto one shared drive 
which is jointly owned by C F T and R C H T. The Integrated Safeguarding Service 
Adult’s Team maintain a bespoke case database, registered through the 
Caldicott Guardian process which securely logs sensitive safeguarding 
information that cannot be recorded in the medical notes.  

6.6. Improvements have continued to be made to Euroking (E3), the Maternity 
electronic record system. This has aided the data we capture on vulnerable 
families and referrals sent to other agencies. The system allows alerts and risks 
to be placed on the woman’s maternity records, clearly identifying when an 
unborn is subject to a child protection or child in need plan. Safeguarding 
paperwork and multi-agency plans are saved directly to the woman’s record. 

6.7. The Named Midwives have been collaborating with the Lead Pre-Birth 
Social Worker to develop a discharge plan template. This will be embedded into 
the electronic system used by the local authority and will prompt the Social 
Worker to discuss the plan with the Named Midwife and family. The completed 
template will ensure clear guidance for discharge. This will then be placed in the 
baby’s record after birth with a safeguarding divider to highlight. 

7. Incident Reporting and Governance 

7.1. Adult, Children and Midwifery 

7.1.1. R C H T Safeguarding Adults, Children and Midwifery concerns lead to a 
notification on the DATIX risk management system which is then sent to the 
Named Professionals. In Safeguarding Children, referrals to the Multi Agency 
Referral Unit (MARU) are copied to the Named Nurse and Named Midwives for 
Safeguarding; hence there is a record of the data collected. Themes from 
MARU referrals are reported through the S C O G which monitors themes, 
influences training, checks progress and ensures lessons are disseminated to 
the divisions. 

7.1.2. The R C H T Named Nurse and Safeguarding Midwives ensure learning 
from Serious Incidents are presented and monitored through the Safeguarding 
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Children Operational Group (S C O G). This process is reflected in Adults via the 
Adult Safeguarding Operational Group (A S O G). The Named Midwives also 
report to the Maternity Forum and Governance meetings. 

7.1.3. In C F T the incident notification areas have been revised to reflect the 
key areas for safeguarding, these incidents are reviewed by the corresponding 
geographical or clinical area Adult Safeguarding Officer (ASGO) to ensure that 
required referrals and immediate safety plans are in place. The governance 
team also additionally notify incidents which require Safeguarding Team 
oversight.  

7.1.4. Safeguarding is a standing agenda item at all the Clinical Quality 
Assurance Group (C Q A G) and items for discussion are inputted directly into the 
meetings in order to raise the profile and importance of safeguarding, the 
Named professional for Adult Community and Hospitals attends the A C S 
locality meetings at least quarterly to update and provide assurance that 
learning from s42 enquires and concerns which have been triaged for care 
management via the incident processes have been embedded into clinical 
practice.. A shared spreadsheet has been developed for concerns in relation to 
A C S services which are accessible to the Quality Leads and updated by the 
Named Professional. 

7.1.5.  The C F T Clinical Executive Risk Group (E C R G) monitors themes from 
Serious Incidents and these are considered within the threshold for any 
Safeguarding issues. The Safeguarding Team inputs into the investigation 
where required, provides information about enquires into abuse relevant for the 
report and provide consultation to the serious incident investigators as required. 
In addition, the Investigator within the Safeguarding Team contributes to 
Domestic Homicide Reviews and recommendations for the Trust and wider 
partnership. The Safeguarding Team had provided representation at all ECRG 
in 2020/2021 and will be commencing representation at RCHT’s meeting from 
April 2021. 

7.1.6. In 2021 the team will be working with the CCG to complete the 
Safeguarding Assurance Scorecard (SAS) Tool.   

8. Communication and Working with Partner Agencies  

8.1. The Children Named Professionals attend the Joint Children Social Care 
(CSC) Senior Management Team and Safeguarding Health Managers bi-
monthly. 

8.2.  C F T Adult Mental Health Professionals are alerted when a child who lives 
with an adult with mental health difficulties reaches threshold for ICPC (Initial 
Child Protection Conference). 
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8.3. Children open to C F T Y O S (Youth Offending Service) receive notifications 
when they attend R C H T Emergency Departments (E D) and M I Us. 

8.4. GP’s continue to receive notifications when children attend M I U units 
frequently or if there are safeguarding concerns.  

8.5. All CARAs (Child at Risk Alerts) and SWAST (South West Ambulance 
Notifications) are uploaded to the RiO system and staff informed. 

8.6. Integrated Safeguarding Children Team continue to support information 
gathering and dissemination for children discussed at MACE (Missing and 
Children Exploited). 

8.7. A new pathway has been developed in order that C F T M I U’s refer children 
who have presented with alcohol and substance misuse difficulties to “Y S U P” a 
service for children who have misused alcohol and substances. 

8.8. Integrated Safeguarding Children Team have representation at the O S C P 
Neglect Subgroup. 

8.9. The Named Nurses for the Integrated Safeguarding Children Team along 
with the Named Midwives for Safeguarding receive invitations to case 
conferences in Cornwall. C F T Safeguarding checks the RiO system and ensures 
relevant adult mental health staff are invited to CP Conferences. 

8.10. The Named Nurses for the Integrated Safeguarding Children Team have 
representation at the monthly Learning Group, a subgroup of the Safeguarding 
Children’s Partnership Board. The responsibilities of the members are to ensure 
all the information and any learning from the meetings is disseminated effectively 
within their agency/organisation. 

8.11. The Named Nurses for the Integrated Safeguarding Children Team have 
representation at the bi-monthly Missing and Child Exploitation group (MEG). 
The responsibilities of the members are to ensure all the information from the 
meetings is disseminated effectively within their agency/organisation. 

8.12. Named Midwives for Safeguarding Chair a Pre-birth meeting which is held 
monthly with the pre-birth Social Workers and Health Visiting Safeguarding 
Supervisor. Vulnerable families are discussed. The meeting allows for up-to-date 
information to be shared, ensure all safeguarding plans are in place and gives 
the opportunity for professionals to escalate concerns.  

8.13.  The midwifery Long-Acting Reversible Contraceptive (LARC) training is to 
be commenced in March 2021. This will enable midwives to deliver 
contraception, particularly to vulnerable women, before they are discharged 
home. 
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8.14. The Named Midwives attend the R C H T Women Requiring Extra Nurturing 
(WREN) fortnightly meeting. It is attended by the Specialist Perinatal Mental 
Health Team, Perinatal Mental Health Midwives and Obstetric Consultant with 
specialist interest and maternity safeguarding knowledge. The Health Visitors 
have been invited to attend monthly to ensure close communication. 

8.15. The Named Midwife attends the Supporting Parents with Learning 
Disabilities (L D) Working Group. Our guidelines and pathway are currently under 
review, training has been embedded over the past year and additional support to 
these families from both community and the acute setting. A joint audit with the 
Special Parenting Service and the Acute Learning Disability Team has been 
completed. 

8.16. There have been delays in pre-birth assessments being undertaken from 
Children’s Services due to the COVID-19 Pandemic, with an increasing number 
of cases needing escalating. The Named Midwives now meet monthly with the 
MARU to identify those families most at risk, to ensure timely assessments are 
undertaken and plans are in place prior to the birth.  

8.17. The Named and Specialist Midwife for Safeguarding has set up monthly 
meetings with We Are With You (W A W Y) to promote communication regarding 
pregnant women who have substance misuse or alcohol issues. The Hospital 
outreach worker for W A W Y also joins the meeting and will see women on the 
ward for support and test women, with their consent, for drugs.  

8.18. The joint Safeguarding Executive represents both Trusts at the Our 
Children’s Safeguarding Partnership (OSCP) and Safeguarding Adults Board (S A 
B), the Consultant Nurse via the attendance of the Consultant Nurse for 
Integrated Safeguarding Services. 

8.19. The Consultant Nurse for Integrated Safeguarding Services is the Chair of 
the S A B Subgroup for Learning and Development and is a member of the Quality 
and Safeguarding Adults Review Subgroups. 

8.20. The Consultant Nurse for Integrated Safeguarding Services is a long-
standing member of the Domestic Homicide Review panel (DH R) and 
Safeguarding Adults Reviews (S A R). 

8.21. The Advanced Nurse for Mental Health and Complex Cases has been 
leading the development of the Integrated Multi-agency Prevention and 
Assessment of Crisis Team (IMPACT) Hub. The IMPACT Hub will provide a 
working space for Safeguarding Services, in addition to a range of partner 
agencies. The IMPACT Hub Team were finalists for two National awards: The 
Nursing Times Awards and the H S  J Awards, where the team achieved a Highly 
Commended. 

Page 562 of 702



 

21 

8.22.  Following the Royal assent of the Liberty Protection Safeguards in 2019 
the Advanced Nurse for Mental Health and Complex Cases has been working 
with the Mental Capacity Leads across Cornwall to develop a system wide 
approach to the new legislation in anticipation of its implementation. For MCA 
and DOLs at CFT, responsibilities sit with the Mental Health Administration 
office. 

8.23.  Integrated Safeguarding Team provides information to the MACE (Missing 
and Child Exploitation) Group. This includes information for children and young 
adults up to 25yrs in line with the Exploitation Strategy. 

8.24. As part of the response to the COVID-19 Pandemic there is a daily Adult 
Safeguarding triage call which is chaired by Social Care and has representation 
from Health, Police, We Are with You and First Light. The calls’ purpose is to 
review cases and consider boarder-line cases for triage as either part of a 
statutory s42 enquiry or for a care management response. The Nurse Consultant 
for Integrated Safeguarding Services is collating feedback from our Safeguarding 
Service to review the triage calls and review multiagency information sharing and 
collaboration post the COVID-19 Pandemic response.  

8.25. Local Authority are in the early stages of their planned development of a 
Multi- Agency Safeguarding Hub (MASH) model for triaging referrals and have 
contacted the Nurse Consultant and Advanced Nurse for Mental Health and 
Wellbeing to support the development. 

8.26. C F T Prevent Lead represents R C H T and C F T at: 

• Channel - a multi-agency approach to identify and provide support to 
individuals who are at risk of being drawn into terrorism. 

• Counter Terrorism Local plan - contribution to the plan and briefing 
attendance.  

• Cornwall Prevent Board - Local operational and strategic meetings. 

• South West Regional Prevent Leads Network. 

8.27. Children: all children practitioners work closely with the Multi-agency 
Referral Unit (MARU) at the local authority. 

Table 7: Total R C H T acute children staff referrals to MARU 
Quarter Number of MARU referrals made by R C H T in 2020-2021 

Q1  121 (decrease in referrals in April 2020: reduced attendances in 
E D due to first lock down) 

Q2  173 
Q3  154 
Q4  128 to date (17/03/2021) sent 
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Table 8: Total C FT community children staff referrals to MARU (monitored by C FT Trust 
Board) 

Quarter MARU Referral 2020-2021 Total 
Q1  34 

274 Q2  76 
Q3  68 
Q4  96 

8.27.1. Table 9 shows the Child Protection Case Conference invites and 
attendance for R C H T staff. It is not known how this reflects against a national 
picture. There are approximately 390 children on a Child Protection plan in 
Cornwall at present. R C H T are invited to a percentage of those, we predict that 
this is the same across the country due to the current challenges for acute 
medical staff to attend these conferences; however, if they are not able to 
attend, they provide a report. 

Table 9: Number of case conferences R C H T children staff invited and offered 
support 
 

Quarter Number of case conferences  
Q1 1 
Q2 4 
Q3 3 
Q4 2 to date (17/03/2021) 

Note: these figures appear low but remain consistent from previous 
years. 

8.27.2. CFT Named Nurse is not currently assured that all staff who are 
completing MARU referrals across the Trust are notifying the Safeguarding 
Team. Therefore, communications were distributing to all teams during the 
month of March 2021 and will continue to cascade through CQAG’s and 
Service Line meetings. 

8.27.3. CFT Named Nurse has liaised with the MARU Manager to ensure that 
the outcome notifications are sent to members of the Safeguarding Team to 
confirm that the workforce are completing appropriate referrals and review the 
quality of referrals. 

8.27.4. Attendance at the multi-agency meetings evidence Safeguarding 
activity within the organisations and ensures that staff are contributing with 
regards to information sharing, threshold decision making and plans for S17 
and S47. As the Named Nurse has no current oversight of attendance at these 
meetings there is a risk that CFT staff are not attending or providing good 
quality conference reports as required. Hence the Named Nurse is currently 
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Figure 3: MARU Referrals by Midwives 

Figure 2: Case Conference Attended by Midwives 
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liaising with the Child Protection Conference Co-Ordinator to ensure that CFT is 
meeting its requirements with regards to the above. To mitigate the Named 
Nurse has now produced an internal database to start recording conference 
invites and attendance; until the informatics request can be completed. This will 
allow for these meetings to be recorded on the Rio calendar for each child and 
a monthly report provided. 

8.28. Midwifery  

8.28.1. Referrals made to MARU by midwives relating to the unborn baby and 
number of case conferences attended by midwives: The Named Midwives 
monitor the invites to all case conferences. If staff are unable to attend, the 
Team Leaders will either attend themselves or allocate another member of staff 
to attend. If that is not possible the Maternity Safeguarding Team will attend. 
The Named Midwives liaise with counterparts in Plymouth and ensure cross 
boundary communication.  

8.28.2. The referrals to MARU have continued to increase - improvements to 
Maternity Safeguarding training, identification of risks through professional 
curiosity and data collection are felt to have influenced this.  

8.28.3. The Named and Specialist Midwives now receive all midwifery invites 
to child protection conference (ICPCs), which we then forward on to the Midwife 
and their Team Manager to ensure attendance. The Safeguarding Midwives 
offer support at these meetings which has resulted in a higher attendance by 
midwifery staff. 
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Figure 4: Breakdown of Cases Discussed at MARAC from 2020 - 22nd March 2021 
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8.29. Multi-agency Risk Assessment Conference (MARAC) for C F T and R C H T  

8.29.1. The main aim of the MARAC is to reduce the risk of serious harm or 
homicide for a victim and to increase the safety, health and wellbeing of adults 
and any children experiencing abuse. In a MARAC Conference, local agencies 
will meet to discuss the highest risk victims of domestic abuse in their area. 
Information about the risks faced by those victims, the actions needed to 
ensure safety, and the resources available locally are shared and used to 
create a risk management plan involving all agencies (reference CARDA - 
toolkit for E D 2010). The Consultant Nurse for the Integrated Safeguarding 
Services represents CFT and RCHT on the local MARAC Steering Group. 

8.29.2. Prior to the integration of the Safeguarding Services (April 2020) 
attendance at the MARAC meetings for C F T was on a rotational basis from the 
C M H T Managers (often the team were unable to send a representative due to 
other commitments), and for RCH by the MARAC Nurses from the Emergency 
Department attended. The integrated team have allocated a Lead Safeguarding 
Practitioner for MARAC. The MARAC Lead represents both C F T and R C H T;   this 
has provided continuity and supports information sharing with partner agencies 
from services across C F T and R C H T; since April 2020. Representation since 
April 2020 has been 100%. The MARAC Lead decides whether it is 
proportionate to add a MARAC Flag to the patient’s Patient Administration 
System (PAS) that remains active for 1 year from the date of the conference 
with and alert to contact the Integrated Safeguarding Service. In addition, 
midwives may be required to attend a MARAC meeting when one of their 
pregnant ladies is presented on a MARAC meeting.  Outlook Southwest send a 
representative to MARAC and the integrated team cover when the OLSW 
representative is on leave or absent.  

8.29.3. Between April 2020 and the 22 March 2021, a total of 582 people has 
been discussed at MARAC. Over half of all the people discussed at MARAC 
are open to have had contact with either or both a C F T and R C H T Service 
[Figure 4]. The MARAC Lead has had had a total of 53 actions set, 3 deaths 
have been discussed at MARAC in this time, 1 suicide, 1 domestic homicide 
and 1 
drug 
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overdose of unknown cause. Figures were not collected before the integration 
of the services took place. 

8.30. Adult Safeguarding – Section 42 Enquiries (Care Act 2014) 

8.30.1. This is the first full year that the integrated figures have been collated; 
prior to April 2020 the C F T Safeguarding Lead did not collect the number of 
contacts to their service, these figures have been incorporated into the 
combined report [Table 10].  

8.30.2. Throughout the COVID-19 Pandemic, the number of face-to-face 
reviews made by the team has reduced. The majority of early intervention and 
support was provided remotely to practitioners via telephone or MS Teams. 
However, where there were complex safeguarding concerns or specific 
communication needs, patients were seen by the Integrated Safeguarding 
Service which ensured that the adults’ voice was heard. 

Table 10: Referrals to Adult Safeguarding Team from staff 
Quarter 2018 - 2019 2019 - 2020 2020 - 2021* 

Quarter 1 233 308 811 
Quarter 2 220 268 661 
Quarter 3 294 297 933 
Quarter 4 293 250 840 

*Figures for Integrated C F T and R C H T 

8.30.3. The majority of the referrals to the team are for Safeguarding advice 
and support, the Referrals Co-ordinator for the Safeguarding Service will often 
undertake information gatherings at the request of Adult Social Care for 
patients’ open to services to support the Adult Safeguarding triage process. All 
the onward referrals to Adult Social Care for Safeguarding concerns are 
completed by the Safeguarding Service team members, enabling oversight and 
support with immediate safety planning. For C F T the practitioners complete the 
referrals and copy in the Safeguarding Team for information.  

8.30.4. There is a trend for lower referrals during Quarter 2; this may be 
related to staff leave during the summer months. Overall, the majority of Adult 
Safeguarding concerns are for women who may be at risk of harm or 
experiencing abuse approximately 60 / 40 split. 

8.30.5. The Integrated Safeguarding Service hold a daily huddle which reviews 
patients with a MARAC, Safeguarding, Homeless or Substance Misuse flag 
who have presented to R C H T or CFT Minor Injury Units. 

8.30.6. Section 42 Enquiries citing the Organisations. See figures 5, 6, 7 
and 8. For the last 2 years the overall identified theme has been related to 
inadequate discharge.  The majority of these concerns continue to be low levels 
incidents and relate to human error by the discharging practitioner.  
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8.30.7.  For CFT: this is the first year that there has been the collection of 
detailed information in relation to these Section 42 referrals. This new reporting 
process allows the Named Professional to review trends and focus on care 
areas which may need particular support with concerns.  

8.30.8.  A total of 34 Adult Safeguarding Section 42s enquires (S42s) were 
caused to RCHT in relation to care; 2 of these were declared as Serious 
Incidents (SI’s). Of these concerns 21 relate to poor discharge (62%), feedback 
has so far been received from 17 of the caused enquiries [Figure 5].  All 
substantiated incidents - learning and actions have been taken forward within 
the Care Groups governance processes. There is not a separate Safeguarding 
process. There have been no allegations or substantiated allegations of 
Organisational Abuse for RCHT. 

Figure 5: Feedback from s42 caused enquiries relating to Poor Care or Poor 
Discharge from R C H T 

 

8.30.9. In 2019-2020 there were 208,330 in-patient adult discharges, across all 
R C H T sites. Using this figure to calculate the percentage of s42 enquiries 0.01% 
of in-patient discharges in 2020-2021 resulted in an Adult Safeguarding caused 
enquiry.  

8.30.10. Since April 2020 a further 32 concerns in relation to poor care or 
discharge were triaged for care management via the Datix incident reporting 
system All of these themes are used to support learning and development in 
care groups and feedback via the ASGO to support embedding learning into 
practice. 

8.30.11. The Named Professional has provided additional support to the 
Emergency Department by feeding back learning from Safeguarding Enquiries 
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to the department [Figure 6]. The higher number of section 42 referrals for SAL 
and Tintagel Ward were partly related to discharges and from a review a core 
theme was staff working outside of their usual Care Group and caring for 
patients who were outliers from the usual care wards, learning from these are 
shared by the ward team via the daily Safety Briefs, Governance processes 
and at A S O G. 

Figure 6: Number of Concerns per Ward / Clinical Area for R C H T up to 22nd 
March 2021 

 

8.31.  Adult Safeguarding Concerns raised relating to C F T Community 
Services 

8.31.1. Adult section 42 enquiries which raise concerns about service provision 
are ‘caused’ to C F T. Staff allegations for RCHT and CFT are managed 
separately to the Human Resources but supported by the Safeguarding Senior 
Managers. 

8.31.2. Between April 2020 to the 23 March 2021, there were a total of 26 
Adult Safeguarding Section 42 enquiries relating to poor care or poor discharge 
from C F T; of these one was a Serious Incident.  

8.31.3. These concerns are managed by the ward or team with the oversight 
and support of the Named Professional. Prior to 2020 safeguarding data 
relating to care provision by C F T Community Services was not centrally collated 
or reported therefore there are no previous figures for comparison.  

8.31.4. To date feedback has been received from Social Care from 18 of the 
26 enquiries; 61% of the concerns were unsubstantiated [Figure 6], of those 
that were substantiated the majority of the concerns relate to low or no harm 
levels.  
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8.31.5. A particular theme, as for RCHT, is in relation to discharge, where the 
Community Hospital has respected, capacious patients, informed unwise 
choices, to accept equipment or support in the community. Another theme is 
where allegations of poor care have been raised by the family or carers relating 
to communication about patient care. 

Figure 7: C F T concluded enquiries for 2020-2021 
 

 

8.31.6. The Named Professional for Adult Community and Hospitals attends 
the Adult Community Services C Q A G meetings at least quarterly to feedback on 
key local themes and learning from Clinical Reviews, this provides additional 
assurance that learning from section 42 enquires has been embedded into 
clinical practice.  

8.31.7. A shared spreadsheet has been developed [Figure 7] for concerns in 
relation to section 42s that is accessible by the Locality Quality Leads and 
updated by the Named Professional. The Named Professional has provided 
additional support to all the areas with 42 enquires and additional support with 
staff supervision and to the Community Hospitals with higher incidences of 
allegations including a review of Liskeard Hospital which was shared with the 
Joint Director of Nursing, Midwifery and Allied Health Professionals and 
highlighted learning as well as areas of good practice. 
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Figure 8: Adult Community Services Concerns 

 

8.31.8. Comments: 

 All referrals for adults and children are monitored by the A S O G 
and     S C O G; joint CFT/RCHT Quality and Assurance 
Committee (QAC). In addition to this C F T referrals are also 
monitored by the Executive Team monthly. 

 The S A B monitors the Adult Safeguarding figures. 
 

8.32. Section 42 Caused Enquiries Safeguarding for CFT Adult Mental 
Health  

8.32.1. Data collection in Adult Mental Health Safeguarding was brought in line 
with the wider Adult Safeguarding Team data collection methodology in 
October 2020. Therefore, the data in this report does not encompass the 
entirety of 2019-2020. 

8.32.2. In Adult Mental Health, safeguarding data is collected by locality, where 
a patient is on a ward the locality will be recorded as the iCMHT locality. This 
process allows the allocated Adult Safeguarding Officers (ASGOs) to take real 
time Safeguarding data to meetings with Locality Managers to inform 
Supervision and team activity.  

8.32.3. Data is separated into ‘Early interventions’ which accounts for advice, 
signposting, care management and ‘Section 42’ which is a statutory enquiry 
caused to the Trust. 

0
0.5

1
1.5

2
2.5

3
3.5

4
4.5

CFT Concerns 
2020-2021 

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar

Page 571 of 702



 

30 

Figure 10: Early Interventions by Locality and Month 
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Figure 9: Adult Mental Health Safeguarding Activity 

 

8.32.4. Early interventions account for 87% of Adult Mental Health Team 
contacts. Some early interventions may be a single contact for advice or 
signposting whereas others may result in ongoing support for high-risk care 
management.  

8.32.5. Early interventions are proportionately spread by month and location, 
with the exception of February, when the figures dropped. It is unclear what is 
responsible for this reduction in contacts, but it was also reflected in the Section 
42 activity. 

8.32.6. Section 42 caused enquiries are carried out by the ASGOs who work 
with the Care Co-Ordinator to develop safety plans and undertake the enquiry. 
Completed enquiries are returned to the Council Risk Managers for either 
closure or progression into the Safeguarding process. 
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Figure 11: Section 42 enquiries by Locality and Month 
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8.32.7. At the beginning of 2020 there was a significant backlog of Section 42 
enquiries and the team were holding overdue enquiries. In a snapshot of 
activity taken on 26 May 2020 there were 21 enquiries within the team and 24 
ongoing with the Council. In addition to a number awaiting closure by the 
Council. 

8.32.8. To support the reduction of the backlog an ASGO was provided to 
support the Council with enquiry planning and closures. Although initially 
intended to support on a part time and short-term basis this support continued 
throughout 2020.  

8.32.9. Currently the team are not holding a backlog. No cases are more than 
one month overdue, and where cases are overdue extensions are sought from 
Cornwall Council Risk Managers and the rationale is discussed within weekly 
team meetings. Rationale for overdue cases includes awaiting police 
investigation, working with the patient to make safeguarding personal and 
assurance of established risk reduction. 

8.32.10. In all cases safety planning is completed at the outset of the caused 
enquiry and where risks cannot be adequately mitigated the case is returned to 
the Risk Manager for progression to multi-agency discussion and planning.  

8.32.11. The highest reported type of abuse within adult mental health 
safeguarding is Self-neglect. This has been recognised as an area which has 
required bespoke training and the raising of awareness. This is covered with 
the implementation of the 1 hour ‘Lessons Learned’ Safeguarding training, 
bespoke 7-minute learning based on a Serious Incident within the Trust, 
Safeguarding Supervision with Team Managers. Self-neglect is included in the 
mandatory Level 3 safeguarding training. The same applies for Domestic 
Abuse which is the second most common type of abuse that is reported. 
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Figure 12: Type of abuse in adult mental health 

 

8.32.12. Peaks of abuse within localities are discussed at the monthly 
safeguarding meetings between ASGOs and the Locality Managers. This 
ensures that Safeguarding Supervision is targeted to address service activity 
within that locality and that the Locality Managers are equipped to support their 
team. 

8.32.13. Throughout 2021 the team intend to build on the activity of 2019/2020 
and further strengthen their relationships within their allocated areas to 
proactively support the Safeguarding agenda. This will likely increase Early 
Intervention contacts and reduce Section 42 enquiries. 

9. Outlook Southwest 

9.1. In April 2020 Outlook Southwest migrated into Cornwall Foundation Trust. 
Initially both adult and child safeguarding processes continued in line with the 
Outlook Southwest procedures. Staff made safeguarding enquiries via the 
OLSW Interface Team or the Safeguarding Leads.  

9.2. Outlook Southwest Safeguarding Services have now become a part of the 
Integrated Safeguarding Services. Communications were sent to all staff from 
the OSW outlining the new process for contacting the Safeguarding Team and 
additional updates have been distributed to aid the transition and provide 
clarity.  

9.3. Outlook Southwest have adopted the same data collection as the 
Integrated Safeguarding Services. This began in November 2020, so a full year 
data set is not yet available. Since the integrated data collection began there 
have been 95 referrals from Outlook Southwest. The vast majority of referrals 
(86%) are received via email with only 8% being received by telephone and 1% 
by incident report [Figure 13].  

Page 574 of 702



 

33 

23 

1 

19 

6 

11 10 

4 

21 

0

5

10

15

20

25

8, 8% 

86, 91% 

1, 1% 

Telephone

Email

Incident report

Figure 13: Referral route for Outlook Southwest safeguarding concerns 

 

9.4. The most common type of abuse was Domestic Abuse, followed by ‘Think 
Family’ which incorporates concerns about transferrable risks and MARU 
referrals. The ‘No abuse’ category captures contacts made to the team for 
advice, information and signposting [Figure 14]. 

Figure 14: Types of abuse referred by Outlook Southwest 

 

9.5. The Outlook Southwest Safeguarding Lead left post in December 2020, this 
post is vacant; this has been backfilled within the existing team establishment 
pending active recruitment. 

10. Adults, Children and Midwifery Internal Audit 

10.1. An R C H T annual audit programme and work plan is monitored by the S C O 
G for Children.  
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10.2. Safeguarding Children audits results are presented at the Audit and 
Guidelines Group, held bi-monthly by the Child Health Department. Adult 
Safeguarding presented to the A S O G.  

10.3. Audits completed in 2020-2021 include:  

10.3.1. A joint audit to ensure that staff are utilising the Child Protection - 
Information Sharing (C P - I S) system: 

10.3.1.1. Findings: audit demonstrated that we have made improvements 
in some areas when comparing the figures from the 2019 audit but there is 
still a requirement to increase the compliance of the C P - I S checking; 
particularly within RCHT Emergency Department, WCH Urgent Treatment 
Centre, Fistral Ward and Liskeard Minor Injury Unit. 

The audit demonstrated that further improvement is required in order to be 
fully compliant with C P - I S in the areas discussed. Our recommendation is to 
prioritise this improvement. It is evident that the administrative staff within R C H 
T has been key in maintaining the compliance of the checking of the C P - I S for 
all children; both the audits in 2019 and 2020 demonstrate that this checking 
system would be best placed as an administrative role on admission. This 
was a recommendation and an action following the results of the 2019 C P - I S 
audit, that the administration staff within E D and W C H-U TC would complete 
the C P - I S checking on all 0–18-year-old admissions, however, to date this 
process has not been fully rolled out; acknowledging that the COVID-19 
Pandemic has been a challenging period over the past months. Moving 
forward this will now be reviewed as we need to demonstrate the action has 
been considered once again and action or amend accordingly. There has 
been excellent compliance of checking C P - I S within the majority of M I U’s across 
the county, Maternity Services and Polkerris Ward, this has been positively 
recognised. 

10.3.2. Re-audit of Routine Enquiry into Domestic Abuse in Maternity 
Service  

In April 2020 a re-audit of Routine Enquiry into Domestic Abuse in 
Maternity Service showed 100% compliance for asking the question at 
least once in pregnancy. This was a vast improvement form the same 
audit last year whereby only 67% of the cohort had been asked about 
DA. The audit showed excellent compliance in the community, 
however, it identified that more robust measures were needed in the 
acute setting. The findings were presented to the Safeguarding 
Children’s Operational Group (S C O G), D A S V strategy group, Our 
Safeguarding Children Partnership (O S C P) Board and the Maternity 
Forum and Governance meetings 
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10.3.3. Audit of The Joint Young Parents Pathway  

In October 2020 the joint Young Parents Pathway was designed for 
parents of 19 and under (or up to 23 with additional needs) and 
introduced due to reported serious incidents in Cornwall, involving 
young parents and the decommissioning of the Family Nurse 
Partnership. The purpose of this audit was to ascertain baseline audit 
data and to measure the Midwives compliance since the introduction of 
the Young Parents Pathway. This data was cross referenced with WIL D 
young parent project and Public Health Nurses. 

10.3.3.1. Good Practice Found 

 100% of the cohort had a written referral to the health visitor and 
were assigned to the Family Health Plus team, showing good 
communication. 

 All but one young parent had been asked the routine enquiry into 
domestic abuse - the one who had not been asked was reported 
as single and living at home. 

 75% had enhanced postnatal care and all had at least one visit 
in the home. 

 All young parents under 16 had a MARU referral. 

10.3.3.2. Areas for improvement 

 70% were known to the WIL D young people’s project. Referrals 
to WIL D are an opt out service at point of contact and therefore 
this should have been 100%. 

 Those young women who were on a subsequent pregnancy did 
not have such a structured referral process for support. 

 All young parents should be asked routine enquiry into domestic 
abuse regardless of status. Recognition of Domestic Abuse 
within the family unit needs to be embedded. 

 Half of the cohort received core parenting. It is not documented if 
this was because it was declined. 
Action plan in place and monitored through Maternity 
Governance processes. 

10.3.4. Joint Audit of Women with Learning Disabilities 

10.3.4.1.     Adults with a learning disability have the right to become 
parents and to have a family life (Valued Lives - D o H, 2001). They are also 
entitled to additional support in their role as a parent (The Equality Act, 2010). 
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It is well documented that women with a learning disability are more likely to 
experience adverse pregnancy outcomes including pre-eclampsia, low birth 
weight, prematurity and neonatal unit admissions (McConnell et al. 2008).  

10.3.4.2.  In October 2020 a Joint Audit of Women with Learning 
disabilities was undertaken between Maternity Safeguarding Team, the 
Special Parenting Service and the Acute Liaison (A L) Service for Learning 
Disability and Autistic Spectrum. The overall aim of the audit was to 
understand the additional requirements of pregnant women with a learning 
disability in Cornwall. To gather knowledge for improvements and inform 
recommendations for future best practice. 

10.3.4.3. Initial Findings 

 All of the cohort had been referred to and were supported by the 
Special Parenting Service. Less than half were referred in their 
first trimester, the majority in their third trimester and 2 
postnatally. As early recognition is related to increased positive 
outcomes, early referrals are important. 

 When women are known to the acute Learning Disability Team, 
they are more likely to have a hospital passport in place and 
access to additional resources and reasonable adjustments. 

 When it was required social care referrals and involvement, were 
documented as appropriate. 

 The Maternity Team ensure enhanced postnatal support in both 
the acute and community. 

 Minimal information was audited involving the father of the baby, 
or partner of the woman with a learning disability. Further work 
could be done in this area of support. 

 This audit did not capture contraceptive choices or education 
prior to pregnancy or during the PN period. Further work could 
be done in this area of support. 

 The electronic Maternity records system showed timely referral 
and additional information and communication, to the Health 
Visitor. 

 Use of easy read material was evident when the women were on 
the wards to help explain process and baby care. 

*Action planning is underway and will be monitored through the 
Maternity Governance process. 

10.3.5. CFT Domestic Abuse Audit 
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• Our Safeguarding Children’s Partnership Quality and Scrutiny Panel 
held in June 2019 requested CFT ‘conduct an audit of its response to 
domestic abuse, based upon the implementation of NICE guidelines’. 
This was conducted in February 2021.  

10.3.6. Key Successes 

 When there was evidence of routine enquiry there was a positive 
correlation with numbers of disclosures. 

 Our staff across the organisation are asking about children in the 
household in majority of cases. 

 Alert being placed on adult male record that is victim and has 
children’s living in the home. 

10.3.7. Key Learning 

 Routine enquiry still needs to be embedded within the 
organisation. 

 Staff need to record specific actions taken considering others 
who may be affected by domestic abuse in the home. 

 Staff need to consider referral/s to specialist services, including 
for those who are alleged to have caused harm. 

 Incidental learning - liaise with KCCG re: training for GP’s.  
*The Action plan has been presented at the CFT audit process 

10.4. C F T and R C H T contribute to the S A B and O S C P Partner Agencies 
Safeguarding Audits and findings are disseminated through the C Q A G and team 
meetings.  

10.5. C F T have completed a Children Adolescent Mental Health Service (C A M H S) 
audit with oversight from NHS Kernow. This reviewed the pathway of children 
through the generic C A M H S services. Findings were presented to Our 
Safeguarding Children Partnership (O S C P) and recommendations have been 
accepted by the Trust Board and C A M H S Clinical Quality Assurance Group. 

10.6. Planned for 2020-2021 

• Audit of records to ascertain if staff capture the ‘child’s voice’ within 
their assessments. 

• Audit of compliance of E D/M I U CAS card. 

• Re-audit of Young Parent Pathway.  

• Audit of Unborn subject to Child Protection Plans. 
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11. Our Children’s Safeguarding Partnership Board and 
Safeguarding Adult’s Board 

11.1. The Joint Director of Nursing, Midwifery and Allied HealthCare 
Professional’s and the Consultant Nurse are core members on both 
Safeguarding Boards as the R C H T representatives for R C H T / C F T.  

11.2. R C H T and C F T report to the Children’s Safeguarding Partnership (OCSP) 
Board annually: Section 11/Q&S report. This statutory report is a self-evaluation 
of the organisations compliance against the requirements outlined within the 
Section 11 of the Children Act 2004: states that ‘all organisations are to have 
arrangements to safeguard and promote the welfare of children’. RCHT received a 
positive report from OS C P Quality and Scrutiny Panel with improvements 
recognised. The first integrated Section 11 return is in progress and due for 
submission on the 12 May 2021. 

11.3. The Named Nurses for Children and the Safeguarding Midwives are the 
health representatives on the Safeguarding Children Board Practice Group. This 
group is responsible for reviewing and improving children’s safeguarding practice 
across the whole county from a multi-agency perspective. 

11.4. The Consultant Nurse is a member of a number of subgroups for the 
Safeguarding Adults Board (S A B) and represents both organisations. 

11.4.1. O S C P - Quality Assurance Scrutiny Panel 

 On the 23 September 2020 the Integrated safeguarding children, 
R C H T and C F T colleagues presented their Quality Assurance 
Scrutiny Report to the panel as regards Vulnerable Adolescents. 

 On the 30 September 2020 R C H T Safeguarding Children and R C 
H T colleagues presented their Quality Assurance Scrutiny Panel 
Report and presentation. This report was submitted and 
prepared for the original April 2020 date but was deferred by the 
OSCP Chair, hence updated and presented in September 2020. 
The Safeguarding Children Team received a plaudit from O S C P 
Chair, John Clements on the report both written and presented. 
R C H T Safeguarding Children Team have received the findings 
and recommendations from the panel. Board has been briefed 
as regards the findings. 

 On the 10 November 2020 – Integrated Safeguarding Children 
and C F T colleagues presented their Quality Assurance Scrutiny 
panel report on Early Years. 
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 On the 3 March 2021 Integrated Safeguarding Children, R C H T 
and C F T colleagues presented a Quality Assurance Scrutiny 
panel report on Safeguarding Children with Disabilities. 

12. Acute Liaison (A L) Service for Learning Disability and Autistic 
Spectrum  

12.1. All patients, including those with a Learning Disability (L D) or Autistic 
Spectrum Disorders (A S D) follow the care pathway for their specific health need. 
The Acute Liaison (A L) Service supports and liaises with the appropriate health 
care professionals, in order to identify and make what reasonable adjustments 
are required. 

12.2. The Acute Liaison Service supports patients, carers and their families, 
based on their individual needs through their journey in the acute hospital setting. 
This report aims to reflect the essential liaison work that is undertaken in order to 
prevent Death by Indifference (Mencap 2007). 

12.3. The Annual Liaison Service is vital as a strategic resource; this includes the 
development of policies, procedures, care pathways and education in line with 
National Policy and Guidance. 

• The Acute Liaison Service has been adapted to reflect the growing 
needs of patients accessing our service; 0.6W T E Team Manager 
(management of the A L Team). 

• 1.00 W T E Acute Liaison Nurse (Admission planning and complex case 
management). 

• 1.00 W T E Assistant Practitioner (Specialist L D and A S D healthcare). 

• 0.80 W T E Assistant Practitioner (Specialist L D and A S D healthcare). 

• 0.60 W T E Assistant Practitioner (Specialist L D and A S D healthcare). 
 From September 2020 - December 2020: 

- Temporary Staffing Assistant Practitioner has been 
utilised. This is due to COVID-19, the effects of some 
staff having to shield and a steep increase in attending 
patient’s numbers) 

12.4. The Service operates Monday to Friday; 08.00 - 17.00 hours. The team 
members provide a degree of flexibility in this regard, however, in the main this 
has not been significantly required. The team are based within the wider 
Safeguarding Team, which supports with backfill if and when required. 

12.5. The Acute Liaison Service recognises the importance of the continued 
professional development of the team and the wider hospital. The Acute Liaison 
Service has recently refocused to ensure the team are supported to. 
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• Participate in continued professional development including local and 
national study days, conferences and workshops. 

• Undertake continued academic development including Assistant 
Practitioner modules, and Advance Clinical Practitioner degree course. 

• Keep up to date with current local and national initiatives and best 
practice; attend conferences related to Learning Disabilities and 
Autism. 

12.6. Our Team Provides 

• Bespoke presentations for Child Health, Maternity, Senior Medical 
Staff, Clinical Imaging and the Emergency Department, which will 
continue next year. 

• Pro-active education and care planning. 

• Learning from incidents and responsive toolbox training delivered at 
ward/department level. 

• Development of Link Practitioner roles in each clinical area. 

• Contributing to undergraduate education programmes and Assistant 
Practitioner training. 

• Provision of a half day insight placement experience for students and R 
C H T staff, this provides an awareness and increased understanding of 
the role of the team. 

• Provide Learning Disabilities Student placements in partnership with 
Bristol University, offering a 12-week placement. 

• 2 study days every year open to all R C H T staff to attend. (This 
unfortunately did not take place this year due to the COVID-19 
Pandemic and associated operational pressure and restrictions). 

• Complete the NHSI L D Improvement standards audit annually. 

• 1 study day for parents and carers. (This unfortunately did not occur 
due to the restrictions of the COVID-19 Pandemic). 

12.7. Training provided by the team is often supported and contributed to by 
Cornwall Health and Making Partnerships (CHAMPS). They attend the Trust by 
invitation to consult on practice development issues and service user audits. The 
team invite patients and carers to present where needed so professionals get 
first-hand information from people who have experienced care within this 
hospital. 
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Figure 15: Total Patient Contacts 2017 - 2020 
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12.8. The Acute Liaison Service supported 3100 patients from January 2020 to 
December 2020 which is a 30% increase on the previous year (Graph 1). This 
has put considerable pressure on the A L Team; however, they have maintained 
their high level of support and advice. Contacts recorded include telephone 
advice, face to face and advice during a hospital stay / day case visit / outpatient 
visit. In addition, the team have been actively promoting the service both within 
the Trust and externally via training and study days. Integration with C F T has 
increased the referrals and patient support which can only be positive for 
individuals accessing our service. 

12.9. Acute Liaison Service supports adults and children with Learning 
Disabilities and /or Autistic Spectrum Disorder; there has been a 10% increase in 
child referrals, from 632 in 2019 to 705 in 2020. (Graph 2) Graph 2: Total Adult 
and Child Patients. The Acute Liaison Team are doing extra work with the 
children’s ward weekly, attending their morning handovers and linking with pre-
assessment clinics regularly. 

Figure 16: Total Adult and Child Patients in 2020 
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12.10. The members of the Acute Liaison Team support pro-active admission 
planning with a Referral Management System (RMS). General Practitioners refer 
to the Acute Liaison Team who subsequently contact the patient and their carers 
to discuss the admission and offer reasonable adjustments. The adjustments are 
then sent to the booking team who confirm the admission and support is 
provided as required and in 2020 the Acute Liaison Team received 261 RMS 
referrals, which is slightly less than the previous year which may be due to the 
COVID-19 Pandemic and less attendance within primary care.  

12.11. Complaints 

12.11.1. There have been only 3 complaints received by the Trust from people 
with Learning Disabilities and/or A S D or their carers during 2020. Nearly all the 
complaints have been in relation to communication and how patients have felt 
they have been treated while in hospital. No serious incidents have been 
reported. 

12.11.2. All complaints, Serious Incidents and Safeguarding alerts received in 
relation to people with learning disabilities and/or autistic spectrum disorder are 
investigated and managed as per the Trusts policy and procedure. Within the A L 
Team learning is identified and shared as required both internally and 
externally.  

12.12. Overall Lessons Learned 

1. The need to increase awareness about the Learning Disabilities 
and Autism Team and the services they can provide, due to 
hospital audits conducted and feedback from patients/ carers and 
families. 

Action taken 

- Learning Disability/Autism packs have been developed for 
every ward, for staff to access when needed for patients.  

- Revised posters and team website, which includes photos 
of the team, contact numbers and referral information. 
Information is also available on the Trust intranet. 

2. Education regarding Learning Disabilities and Autism and the 
provision of reasonable adjustments to ensure equitable care, 
due to complaints or advise received from the public. 

Action taken 
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- The members of the A L Team will support education and 
awareness training internally and remain abreast of relevant 
research, national policy and best practice. 

- The A L Team Manager and nurses will support the 
investigation of complaints and incidents, disseminate any 
learning and offer bespoke training as required. 

3. Team Processes 

Action taken 

- The team have a pathway which is followed for each 
patient. This will ensure each patient is offered (or where 
lacking mental capacity, and if in their best interest, is 
provided with): 

- A hospital flag. 

- A hospital passport (L D, Autism, Communication). 

- A Carers passport. 

- Maxims risk assessment and reasonable adjustment plan. 

- Patient feedback (easy read). 

- Transition /Admission plan. 

- The team continue to offer a pro-active service making 
reasonable adjustments in advance of any pre-planned 
admission, Outpatient or day-case services. 

4. Information to help staff recognise deterioration in patients. 

Action taken 

- Pain recognition, section added to hospital passport to 
include individual pain signs and behaviours. Baseline 
observations, as some patients with L D / A S D deviate from 
the norm. 

12.13. The Acute Liaison Service participates and contributes to all mortality 
reviews and Structured Judgement Reports for people with a learning disability 
diagnosis. There were 12 deaths from patients with a Learning Disability during 
2020, 10 adults and 2 children.  
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12.14. The Acute Liaison Service actively supports the LeDeR process by 
being members on the LeDeR Steering Group for the South West, as well as 
supporting the LAC (Local Area Contact) when reviewing and submitting the 
findings. The Acute Liaison Manager then feeds back any lessons learnt positive 
or negative from the investigations done to the R C H T Mortality Board. 
Appropriate actions are then undertaken and monitored. 

12.15. There have been a number of achievements and developments 
that should be noted in 2020 

12.15.1. Designed and produced a Going to Hospital Book for all children with 
an L D and Autism, which has been a very well received success and benefitted 
many children and families accessing health care. The book was shortlisted for 
the Nursing Times award 2020, and for the Waterloo Foundation Embracing 
Complexity Awards 2021, RCHT won this award. 

12.15.2. The Team are continuing to work closely with a Domestic Violence 
Group, to support individuals with an L D who have been abused, called, The 
Speak out Advisory Group. These individuals provide training sessions for 
professionals to help them have a better understanding when supporting 
victims who have experienced abuse. We have developed easy read material 
which is available for R C H T patients to access. 

12.15.3. RADAR Patient flagging system is used by the Team to respond 
promptly to an emergency admission. If a patient who has an L D or Autism 
hospital flag is brought to R C H T the team are notified within minutes. This 
allows the team to meet the patient on arrival to E D and ensure a hospital 
passport is available and reasonable adjustments are implemented. Over 2020 
we have been liaising more closely with Primary Care L D Teams, resulting in 
being able to recognise and apply a flag to more individuals, this then ensures 
they automatically receive our service on admission to the acute settings. 

12.15.4. The Learning Disabilities Mortality Review (LeDeR) Programme has 
been established as a result of one of the key recommendations of the 
Confidential Inquiry into the premature deaths of people with Learning 
Disabilities (CIPOL D). This is in addition to the usual R C H T Mortality Review. 
The L D Manager attends the steering group to cascade any local learning or 
actions needed from reviews back through R C H T, as well as being a member 
on the panel with the Local Area Co-ordinator to review the deaths as they are 
processed. 

12.15.5. Communication folders have been developed for wards to build on 
confidence and communication between patients, carers, families and health 
professionals. These were trialled on the Trauma Unit and have been such a 
success; they are now being used on many more wards throughout the hospital 
as and when needed. 
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12.15.6. Parent Carers Council published a 4 page write up with the support of 
the Team Manager on hospital passports and how vital they are for patients, 
which was published in their 6 monthly magazines, which is distributed to 
hundreds of families. (www.parentcarercouncilcornwall.org.uk). 

12.15.7. Due to the COVID-19 Pandemic the team designed COVID -19 
Hospital Passports to support and provide information quickly to health 
professionals to reassure patient’s families. 

12.15.8. Guidelines were designed to make sure reasonable adjustments were 
still provided for our patients during the COVID-19 Pandemic, in regard to 
families and carers access to support these individuals. 

12.15.9. Treatment Escalation Plan (TEP) - Easy read material designed by the 
team to help patients understand and make informed decisions when the plans 
are completed:  

 

12.15.1. Continued work with the Safeguarding Maternity Team has helped us 
develop a wider set of easy read materials to help pregnant mums with a 
Learning Disability; to feel more confident and understand what is being 
expected of them. Midwives have expressed how they have felt these helped 
them explain things to the patients, and knowing they understood what was 
being asked of them reassured them. A Maternity and L D audit is being 
completed early next year and evidence how pregnant mums benefited from 
support from the A L Team and multi-agency working. 

12.16. Learning 2020 

12.16.1. 2020 has been a year of positive change and innovative working 
practice for the Acute Liaison Team, ensuring that all relevant patients are at 
the centre of the services provided, against a backdrop of national change, and 
supporting patients throughout the pandemic. 

12.16.2. Patient contacts continue to increase significantly. The team are proud 
to be raising awareness and educating patients, staff and the public about the 
service’s provided, and patients are receiving our support as and when needed. 

12.16.3. The Teamwork in partnership with the Integrated Safeguarding Team, 
including We Are with You, Homeless and The Advocacy People to support 
and advise patients, taking a holistic life approach based on need rather than 
segregating due to diagnosis and this has been reinforced with the integration 
with Cornwall Foundation Trust Safeguarding Team in April 2020. 
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12.16.4. The team are dedicated and passionate about the services they 
provide. They demonstrate drive and commitment to maintain and develop the 
high quality, responsive service for all patients with a Learning Disability or 
Autistic Spectrum Disorder. All staff attends on-going education programmes to 
ensure that patients receive up to date, evidence-based practice and cutting-
edge innovative services, to receive a high quality level of care at R C H T. 

12.16.5. Due to the success of the children’s Going to Hospital book, frequent 
requests received to produce an Adult L D Going to Hospital book, so the team 
are hoping to produce this during 2021. 

12.16.6. Mandatory online L D and Autism training to be provided to all 
professional health care staff working within R C H T throughout 2021.  

Note: The Learning Disability team within C F T does not sit with the 
Integrated Safeguarding Services Team and therefore is reported 
separately to the C F T Board.  

13. Mental Health and Wellbeing - R C H T 

13.1. The R C H T Mental Health and Wellbeing Team are responsible for: 

13.1.1. Compliance with the Mental Health Act 1983 and Mental Health 
Amendment Act 2007 within R C H T, ensuring that the legal requirements are 
observed and that patients receive up to date information that they are able to 
understand. The Clinical Site Coordinators are nominated by the hospital 
managers to undertake receipt and scrutiny of Mental Health Act Papers. 
Specialist training is provided to support the Clinical Site team in their role. 

13.1.2. Providing specialist mental health advice and education to non-
psychiatric staff, to enable them to deal effectively with a range of mental health 
problems encountered in their clinical areas. Where the patient is experiencing 
an acute mental health problem the Psychiatric Liaison Team provide treatment 
and management advice. 

13.1.3. Psychiatric Liaison Services are provided by Cornwall Partnership 
Foundation Trust. This includes Psychiatric Liaison Team (P L T), Complex Care 
and Dementia (C C & D) and Child and Adolescent Mental Health Services (C A M 
H S). 

13.1.4. The planning and provision of reasonable adjustments to ensure parity 
of esteem for people with mental health problems that are attending, or 
admitted to, R C H T. 

13.1.5. Providing support for staff in caring for patients experiencing mental 
distress, have complex needs and behaviours that challenge. The Mental 
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Health and Wellbeing Team build relationships with the patients and their care 
team to facilitate person centred care planning and mitigate risk behaviours.  

13.1.6. The Mental Health and Wellbeing Team is a vital as a strategic 
resource; this includes the development of policies, procedures and care 
pathways and education. 

13.2. The Mental Health and Wellbeing Team 

13.2.1. The Service operates Monday to Friday: 08.00 - 17.00 hours. The team 
members provide a degree of flexibility as always, however, this has not been 
significantly required. The team are based within Integrated Safeguarding 
Services, which supports with backfill if and when required. 

13.2.2. The R C H T Mental Health and Wellbeing Team see people of all ages 
who attend or are admitted to R C H T for a physical health condition who also 
have a mental health condition and/or who were detained under mental health 
legislation either at the time of admission or during their hospital stay. 

13.2.3. All patients with a Mental Health (M H) issue follow the care pathway for 
their specific health need. The R C H T Team support and liaise with the 
appropriate health care professionals, in order to identify and make the required 
reasonable adjustments; the teams use national / local policies and guidance to 
inform best practice and strategic development. Where the mental health 
problem is acute the Psychiatric Liaison Team provide assessment and 
treatment. 

13.2.4. The Advanced Nurse for Mental Health and Complex Cases has been 
managing the use of the Mental Health Act within R C H T since 2011. Nationally 
Mental Health detentions have been increasing over recent years; however, in 
2020-2021 R C H T have seen a reduction in adult mental health detentions (-31% 
from 91 to 62). The number of mental health detentions of Children has 
continued to increase (18% from 16 to 19).  

13.2.5. During the COVID-19 Pandemic the Bassett Unit, situated at 
Longreach House, Camborne Redruth Hospital Site, was opened. The Basset 
Unit provides adult outpatient and urgent mental health assessments. Early 
evidence suggests that the opening of this unit has reduced psychiatric 
presentations at R C H T Emergency Department and mental health detentions of 
adults at R C H T. 

13.2.6. NHS digital data from 2019/2020 estimates an increase in mental 
health detentions of 0.8% from the previous year. The 2019/2020 data features 
the initial impact of the COVID-19 Pandemic; it is likely the impact of COVID-19 
will be more evident in the 2020/2021 data (National 2020/2021 data to be 
published October 2021). NHS Digital time series data for people subject to 
detention does show a decrease in people subject to detention in March 2020.  
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Figure 17: Total MHA detentions within R C H T (April 1st 2020 - March 16th 2021) 
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13.2.7. The context of the COVID-19 Pandemic should be kept in mind when 
using and interpreting these statistics. 

 

 

13.2.8. In response to COVID-19 Pandemic the Basset Unit was opened at 
Longreach House. Patients who present in situation crisis present specific 
challenges for E D, such as maintaining safety, preventing absconding 
behaviours and timely assessments and care planning. The Basset Unit 
provides an outpatient appointment and assessments for adult patients who 
may otherwise have presented at R C H T E D.  Where someone has an acute 
physical health issue, such as an overdose, they would still present at R C H T to 
ensure their health needs are managed. The opening of the Bassett Unit 
appears to have contributed to the decrease in psychiatric presentations and 
detentions at RCHT. 

13.2.9. The number of Child and Adolescent presentations and detentions has 
increased in line with national patterns. The Child and Adolescent Mental 
Health Services (C A M H S) crisis team at R C H T has moved to a 24/7 service. 
Although at present there is no alternative outpatient assessment unit away 
from E D the C A M H S team are able to respond in a timelier fashion and reduce 
length of stay. 

13.2.10. To monitor the mental health provision at R C H T the Mental Health 
Operational Group (M H O G) has been established. This group sits within the 
internal governance structure and is a sub-group of the Adult Safeguarding 
Operational Group (A S O G). The group has continued throughout the year in 
spite of COVID-19 and has had consistently high attendance. The group 
includes representatives from E D, Psychiatric Liaison, C A M H S, Complex care 
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and Dementia, Approved Mental Health Professionals, Police and Safeguarding 
Services. 

13.3. Number of achievements and developments that should be noted 

13.3.1. Following concerns regarding the acceptance of detention papers a 
multi-agency flowchart has been developed for Mental Health Act assessments 
and the acceptance of detention papers at R C H T. This has been adopted by all 
agencies and is monitored via RCHT Mental Health Operational Group (M H O 
G). Since its inception there have been no reported instances of mental health 
detentions at R C H T being refused. 

13.3.2. Fact sheets have been developed for each of the commonly used 
Mental Health Sections within R C H T. The objective of the fact sheet is to be 
placed in the records of a detained patient to refresh staff of the implications of 
the specific section and what can be provided under the section. For example, 
Section 5(2) allows detention only, treatment cannot be enforced. However, on 
a Section 2 treatment for a psychiatric disorder or related physical health 
problem can be enforced, however for an unrelated physical health problem the 
Mental Capacity Act must be used. The aim is that the fact sheets will enable 
staff to feel more confident in understanding sections of the mental health and 
caring for detained patients.  

13.3.3. The IMPACT (Integrated Multi-agency Prevention and Crisis Teams) 
building is now operational. Due to the COVID-19 Pandemic the full ambitions 
of the project have not yet been realised; this is due to the need to abide by the 
rules of social distancing. Staff that have been physically based within the 
IMPACT building have been frontline operational staff that are attending 
patients within the hospital and who are unable to work remotely. Teams based 
in IMPACT; during this period include Psychiatric Liaison, CMAHS Crisis, 
Complex Care and Dementia and the Learning Disabilities and Autism team. 
Other staff have accessed the building as required, to undertake work they are 
unable to do from home, ensuring full adherence to COVID-19 Pandemic 
restrictions. 

Note: MHA Administration, DoLs and MCA for CFT is not a 
responsibility of the Integrated Safeguarding Services Team; at C F T it is 
reported to the C F T Board separately. 

14. Mental Capacity Act (M C A) and DoLS - R C H T 

14.1. Deprivation of Liberty Safeguards (DoLS) are a legal framework that exist 
to ensure that adults who lack the mental capacity to consent to the 
arrangements for their care, where such care may amount to a "deprivation of 
liberty". DoLS provide independent assessment of care arrangements to ensure 
they are in the best interests of the individual concerned.  
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Figure 18: DoLS applications made within R C H T (1st April - 18th March) 
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14.2. NHS Digital report that the number of DoLS applications has increased by 
an average of 13.9% each year since 2014-2015, within R C H T we have seen an 
average increase of 32%. It is possible that R C H T is above the national average 
due to the aging population of Cornwall, with people with dementia making up 
the majority of applications. Also, the Integrated Safeguarding Services Team 
has worked to educate staff teams via mandatory and bespoke training on the 
importance and statutory responsibility, regarding DoLS.  

14.3. In 2019 - 2020 we have seen our first reduction (-24%) in DoLS 
applications, it is highly likely that this is as a result of the COVID-19 Pandemic, 
however it is not yet possible to be able to compare nationally; this is due to the 
national delay in reporting. The C Q C have continued to monitor DoLS 
applications throughout the Pandemic and noticed a sharp decrease of 65% in 
hospital settings in the first 3 month (March 2020 – May 2020). 

14.4. In July 2018, the government published a Mental Capacity (Amendment) 
Bill, which passed into law in May 2019. It replaces DoLS with a scheme known 
as the Liberty Protection Safeguards. Under LPS, Deprivation of Liberty will have 
to be authorised in advance by the Responsible Body and will also apply to 16-
and 17-year-olds alongside adults. 

14.5. The new roles and responsibilities will include 

• the identification of an ‘appropriate person’ to represent and support 
the cared for person. 

• the assessment of the cared for person’s capacity. 
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• consultation with the cared for person. 

• pre-authorisation reviews. 

• drafting and signing off authorisation records. 

• regular reviews.  

• the authorisation of the DOLS in an emergency situation. 

14.6. Initially planned to have been brought into force in 2020/2021 the 
introduction of LPS has now been delayed until April 2022. 

14.7. Achievements and developments that should be noted include: 

14.7.1. Mental Capacity Training is included in R C H T mandatory safeguarding 
adults training and bespoke training is available. A Mental Capacity and DoLS 
Toolbox Training is available for staff to access as a training tool, this can be 
utilised following incidents to provide a refresher and supporting learning. 

14.7.2. The Trust Mental Capacity Act Audits have identified that mental 
capacity assessments which are supported by the use of a tool, such as the 
consent form 4 or the online DESUTO tool, are of a higher quality than 
freehand assessments. The NerveCentre Team have been working with the 
developers of the DESUTO mental capacity tool to provide a mental capacity 
assessment tool on NerveCentre. 

14.7.3. A second member of Integrated Safeguarding Services has completed 
the Best Interest Assessors Training and is now an accredited Best Interest 
Assessor. 

14.8. Advocacy Services (Data provided by The Advocacy People) 

14.8.1. Providing Independent Mental Capacity Advocacy is a key aspect of 
the Mental Capacity Act 2005. The Act places a statutory duty on local 
authorities to ensure that people who are considered to lack capacity and have 
no appropriate family or friends to consult, have access to an Independent 
Mental Capacity Advocate (an I M C A) when a decision is being made about: 

 Providing, withdrawing or stopping serious medical treatment. 
 A change in the person’s accommodation where the NHS or 

local authority are proposing a stay of more than eight weeks in 
a care home. 

 A hospital stay of more than 28 days. 
 Adult protection proceedings. 
 Care Reviews. 
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Figure 19: Reason for referral to advocacy 
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14.8.2. Within R C H T Integrated Safeguarding Services, we have a Mental 
Capacity Act Advocate (I M C A), employed by The Advocacy People, on an 
honorary contract to R C H T.  

14.8.3. When someone is considered not capable of making their own 
decisions, it is still important that their views and wishes are heard by those 
involved in their care and treatment. An I M C A is: 

 Independent of the person or people making the decisions. 
 Able to meet the person who lacks capacity in private. 

 Has the right to see all relevant health, social services and care 
home records. 

14.8.4. There were 137 referrals made to the Hospital Advocate during 2020. 

14.8.5. As could be expected the most common reasons for referral to 
advocacy services was for serious medical treatment or changes of 
accommodation, combined these totalled just over half of all referrals totalling 
54%.  

14.8.6. The Hospital I M C A  provides an advisory service for staff and this is 
reflected in referrals for enquiries and ‘other’. DoLS referrals are made to the I M 
C A in the event of a person objecting to the DoLS. 
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Figure 20: Referring organisation 

14.8.7.  

14.8.8.  

14.8.9. The vast majority: 74% of referrals were made from R C H T. The local 
authority has referred to the hospital advocate and it is likely that these referrals 
would be in relation to decisions regarding change of accommodation and 
DoLS. 

Note: M C A is not a responsibility of the Safeguarding Services Team at 
C F T; this is reported to the C F T Board separately. 

15. Homeless Hospital Discharge Service - R C H T /C F T 

15.1. The Homeless Hospital Discharge Service is responsible for: 

• Supporting wards that have patients that will be homeless on 
discharge or were homeless on admission. 

• Providing advice and guidance to patients who may need assistance 
with housing, ensuring they are referred to the appropriate 
accommodation providers. 

• The development of clinical guidelines, relating to the multiagency 
response to those who are homeless in hospital and ensuring that 
these guidelines are followed. 

• Ensuring that the Trust meets its duty, under the Homelessness 
Reduction Act 2017, to refer anyone who they believe to be homeless 
or at risk of becoming homeless if they have attended the emergency 
department or admitted as an inpatient. 

15.2. The Homeless Hospital Discharge Service comprises of: 
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Figure 21: Referrals to the Homeless Hospital Discharge Service 
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• One FTE worker who works across the hospital network in Cornwall 
covers both RCHT and CFT. 

15.2.1. Funding has been secured for through Department of Health & Social 
Care - Out of Hospital Care Fund for a second post at 0.4 FTE for 12 months, 
and the recruitment process is currently under way. 

15.2.2. This increase in funding will mean that there will be a full-time worker 
covering the wards for RCHT and community beds and the other post providing 
cover for the mental health wards for CFT. 

15.2.3. The funding has also increased provision in the community run as a 
pilot for the last quarter of this financial year, and further funding sought to 
continue this for the next financial year. 

15.2.4. The funding has made available a further 6 beds provided by Harbour 
Housing but also outreach support for those going into alternative general 
needs accommodation, when a discharge bed is unavailable.  

15.3. As Figure 21 shows that there has been a decrease in referrals to the 
service, which was anticipated once the ‘Everyone In’ Government guidelines 
were introduced at the start of the lockdown restrictions. The guidelines meant 
that local authorities had to find accommodation for anyone who was sleeping 
rough, regardless of the usual duties. This led to reduction in the number of 
admissions or attendances to the acute hospitals as a result of health concerns 
relating to homelessness. People were able to recover in accommodation or 
access primary care services more easily, and so situations did not escalate to 
people needed hospital treatment.  
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15.4. Despite a decrease in referrals the complexity of the situation for those that 
are being referred has increased significantly.  

15.4.1. The service has particularly noticed a significant increase in those who 
cannot return home due to a change in mobility, and at any given time there are 
several patients delayed in hospital or in placement provided by the local 
authority due to the severe lack of accommodation that is accessible for those 
with mobility issues.   

15.4.2. This situation is only compounded when the patient requires care as 
currently the accessible hotels (Premier Inns and Travelodge) that Cornwall 
Housing are relying on the provide emergency housing, will not currently allow 
any visitors to their guest’s rooms. This includes care agency staff, which 
means that the only option available to those needing care and housing is 
having to go into temporary placements in residential homes.  

15.5. Despite the increase in discharge beds available the service is very 
concerned about the future summer months, once lockdown restrictions are 
lifted, the holiday type accommodation that has been used to house those that 
are homeless will no longer be available to the local authority.  

15.5.1. The situation over the last holiday season was very concerning, with 
Cornwall Housing only able to secure bookings as close as Somerset. Leading 
to delays for those requiring support or care on discharge, as local services not 
having staff to travel to those areas to meet the needs of the person.  

15.5.2. In the case of the Mental Health Crisis Hub, this may lead to 
admissions onto the acute mental health wards, instead of that patient being 
offered Home Treatment Team support in the community.  

15.5.3. This also leads to many people who would usually be accommodated 
by the local authority because they or someone in their household are 
considered too vulnerable to risk becoming street homeless, actually using 
cars, tents or sheds to stay in until accommodation was found. Thus, leading to 
a decline in their physical health, which I believe explains the sharp increase in 
referrals to the service in September 2020. As a result, some applicants’ health 
declined significantly enough to warrant an admission. 

15.5.4. For the future the service hopes that further funding is secured under 
the Out of Hospital Care Models for the next financial year to allow a further 
post to be created to support the Homeless Patient Advisors.  

15.6. The service plans to work more closely with the Health for Homeless GP 
service to reduce the number of outpatient appointments that their patients do 
not attend.  
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15.7. The service plans to make use of the health peer advocates to support 
those patients, making use of the lived experience of the advocates to try and 
improve the health these patients and ensure they have to same access to 
healthcare.  

15.8. The service hopes to improve the experience of those who are admitted to 
hospital and reduce the number of self-discharges against medical advice of 
those patients known to the service. Supporting the wider staff network and the 
hospital environment to adopt a more trauma informed approach.  

16. Prevent 

16.1. The Prevent Strategy, first published by the Government in 2011, is part of 
the Government’s overall Counter-Terrorism Strategy, CONTEST: the four Ps to 
the strategy: 

Pursue: apprehension and arrest of any person suspected of being 
engaged in the planning, preparation or commission of a terrorist act;  

Protect: aims to strengthen our protection against a terrorist attack and 
reduce vulnerability. Work with crowded places, safeguarding 
hazardous materials, business and community engagement; 

Prepare: seeks to mitigate the impact of a terrorist attack where that 
attack cannot be stopped. This includes work to bring a terrorist attack 
to an end and to assist recovery in the aftermath; 

Prevent: non-criminal space. Working with partners to reduce the 
threat to the UK from terrorism by: 

 Preventing people from being drawn into terrorism and ensure 
that they are given appropriate advice and support. 

 Safeguarding and supporting those most at risk of radicalisation 
through early identification, intervention and support. 

 Enabling those who have already engaged in terrorism to 
disengage and rehabilitate. 

 Channel panel participation - mental health Trusts have a legal 
requirement to input into this multi-agency safeguarding 
programme which tailors support for people who have been 
identified as at risk of being drawn into terrorism. The C F T 
representative is a standing member of this panel.  

16.2. Prevent as part of Safeguarding  
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16.2.1. The Prevent statutory duty, introduced via the Counterterrorism and 
Security Act 2015, requires all specified authorities including NHS Trusts and 
Foundation Trusts to have ‘due regard to the need to prevent people from being 
drawn into terrorism’. The duty helps ensure that individuals who might be at 
risk of radicalisation are supported as they would be under other safeguarding 
processes, recognising radicalisation is comparable to other forms of 
exploitation. 

16.2.2. In the course of this duty, specified authorities share relevant 
information through dedicated safeguarding pathways. Police determine if there 
is a genuine vulnerability to radicalisation and ensure there is no imminent 
threat to the public. Referrals operate in the non-criminal space and therefore 
do not result in a criminal record or criminal investigation.  

16.2.3. Following police consideration, a multi-agency Channel panel, chaired 
by the local authority, will meet to discuss the referral, assess the extent of the 
vulnerability and decide on a package of support to be offered on a voluntary 
basis to the individual. The organisational representative is a standing member 
of this panel. 

16.2.4. In the health sector, the Prevent duty sits alongside long-established 
duties on all NHS organisations and health professionals to work with local 
authorities, police and other partners to safeguard people from harm or 
exploitation. 

16.3. Trusts are responsible as part of the NHS to have: 

• A designated Prevent Lead - held by Nurse Consultant for Integrated 
Safeguarding Team for R C H T and Adult Safeguarding Investigator for 
C F T. 

• Prevent incorporated in policies and procedures. 

• Prevent training delivered to all staff. 

16.4. In 2017 NHS England published ‘Guidance for mental health services in 
exercising duties to safeguard people from the risk of radicalisation’. As with all 
safeguarding duties, mental health provider organisations must ensure that 
sufficient capacity is in place to fulfil their statutory and professional duties for 
Prevent.  

16.5. At C F T  this also includes ensuring that: 

• Prevent pathways are in place to facilitate referrals to and from 
Prevent. 

• Key Prevent roles are established and supported within the 
organisation: 
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 Board level accountable clinician - held by the Joint Director of 
Nursing, Midwifery and Allied Health Professionals.  

 Senior clinical lead – This role is occupied by two senior 
clinicians: Consultant Child and Adolescent Psychiatrist and 
Consultant Forensic and Clinical Psychologist.  

 Prevent Lead – This role is held by a member of the Adult 
Safeguarding Team. 

• Frontline staff are trained to recognise potential risk of radicalisation. 

16.6. Prevent Training 

The Trusts have five approved Prevent trainers. We deliver two levels of Prevent 
training dependent on role in line with; NHS England (2017); Prevent Training 
and Competencies Framework; Home Office (2018); Prevent Duty Toolkit for 
Local Authorities and Partner Agencies. We have recently reviewed the TNA in C 
F T to now ensure all staff complete one of the two levels of Prevent training once 
every three years as a minimum, we will be mirroring this TNA review in R C H T, 
hence anticipate training compliance will dip following the review. This will mirror 
what we saw at CFT compliance once this review was undertaken. As with C F T 
this will become mandatory for all staff and a focus for the Prevent trainers and 
training departments to facilitate and prompt training completion. 

16.7. Policies and Procedures 

A stand-alone joint Prevent Policy has recently been ratified across both 
organisations. This includes a flowchart; ‘Reporting Flowchart for Raising 
Concerns’. The policy is now available via Trust’s intranets and information 
disseminated to all staff. 

16.8. Guidance for Staff 

16.8.1. Prevent Information and how to raise a concern is available on the 
Trusts Intranets under ‘Safeguarding’ and is updated regularly in line with 
changes in policy and guidance. Guidance and updates to processes or the 
local threat picture are also disseminated via Cascade and Weekly News. 

16.8.2. The Trusts intranets supports the ‘STOP Red Button campaign’ an 
anonymous online reporting mechanism, [Stop Terrorists' and extremists' 
Online Presence] and the ‘Act Early Campaign’. 

16.9. Prevent Pathways 

16.9.1. Mental Health referral pathways are in place to facilitate referrals to 
and from Prevent, these follow usual referral pathways but with oversight from 
the Prevent Lead for C F T. 
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16.9.2. Referrals from Trusts into Prevent/Channel process - Both Trusts 
provide quarterly return data on Prevent activity to the Home Office and training 
compliance for staff. 

Table 11: C F T Prevent Enquires / Referrals/ Information requests 
 

 2018/2019 2019/2020 2020/2021 
Prevent related general 
enquiries received by Prevent 
Lead (from staff) 

20 14 16 

Referrals made to Prevent 
Lead for assessment and 
consideration (from staff) 

 
6 

 
7 

 
10 

Referrals made from your 
Prevent Lead to the Channel 
Coordinator  

4 9 9 

Individual referral cases for 
which your organisation has 
been requested to provide 
information either during their 
assessment for Channel 
during their management by 
the Channel Panel  

 
 

24 
 

 
41 

 
54 

Note: 2021/2022 will see joint data being provided  

16.10. Partnership working 

16.10.1. There are several work streams and forums we participate in: 

 Channel – consistent attendance at monthly multi-agency 
meetings via teams. 

 Counter Terrorism Local plan – contribution to the plan and 
briefing attendance and dissemination to staff.  

 Cornwall Prevent Board – Local operational and strategic 
meetings. 

 SW Regional Prevent Leads Network. 

16.10.2. A Joint Prevent delivery plan has been completed which is then 
exception reported via Adult Safeguarding Operational Group. Outstanding 
actions and developments planned for this year include: 
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 Quality audit of referrals to Prevent by C F T staff. 
 Safeguarding team participation in SW Task and Finish Group 

responsible for formulating competency framework, two staff 
members have volunteered for prototype training to influence 
new training package. 

 Implementation of new Home Office training package. 
 Review levels of training via TNA for R C H T. 
 Development of Prevent Senior Clinicians role in Channel. 
 In 2021/2022 the Prevent Lead will be reviewing MAPPA 

arrangements with the CFT MAPPA Operational Lead. 

17. High Intensity User Service (H I U) 

17.1. The High Intensity User service is an RCHT funded role; but works with all 
agencies and has been operating since January 2021. The focus will be looking 
at those patients who attend the hospital frequently, to see if there are ways to 
reduce or prevent these attendances. The service will be closely working with 
the High Intensity User teams for SWAST and Volunteer Cornwall, to ensure 
there is no duplication of work. The RCHT Service will concentrate on how the 
system interacts with these patients and also itself and look for ways to ensure 
information is shared between services, clinicians and the patients themselves, 
more appropriately. Multiagency meetings are held fortnightly. 

17.2. This should lead to a reduction in the number of attendances and prevent 
those who are starting to use the hospital in a way that may not be appropriate 
from becoming high intensity users.  

17.3. This service is being run as a pilot for 12 months, to assess the impact.  

18. The Admiral Nurse Service 

18.1. Admiral Nurses are Registered Nurses who specialise in dementia care, 
working holistically with families and people affected by dementia, particularly 
during complex periods of transition and where there is a risk of breakdown in 
the caring relationship. The Admiral Nurse Service is currently working 
holistically as one Registered Nurse, being supported by the Consultant Nurse 
for the Integrated Safeguarding Services and Dementia UK. This current Admiral 
Nurse Service was first established in May 2019, to work directly with families 
and support the best practice of other health and social care professionals.  

18.2. The Admiral Nurse Service works within the Integrated Safeguarding Team 
with RCHT and CFT to try and support families through coordination of services.  

18.3. The aim of the Admiral Nurse is to: 
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• Promote physical, social and psychological health of family carers and 
people with dementia.  

• Improve well-being and quality of life for people with dementia and 
their family carers.  

• Enhance adjustment and coping strategies for people affected by 
dementia and their families to delay and / or reduce the need for care 
and support, including hospital admission.  

18.4. The Admiral Nurse Service supports best practice through:  

• Quality improvement.  

• Service development. 

• Sharing expertise and partnership working.  

• Strategic planning and policy development.  

• Leadership and role modelling.  

• Facilitation of learning and delivering bespoke training. 

18.5. R C H T serves a resident population of around 565,968 people in Cornwall 
(O N S UK 2018). The largest increase in population over the next ten years is set 
to be in the 75-84 age groups (50% vs. 36% in England). As a result of the 
projected population growth across Cornwall, coupled with the ageing profile of 
the local population, there will be a proportionally much greater rate of growth in 
people likely to need tailored and effective frailty services, including dementia 
care. 

18.6. Objectives of the Admiral Nursing Service  

• Provide emotional support, practical advice and support the 
development of coping strategies for families affected by dementia 
with complex care needs in the hospital setting. 

• Provide specialist nursing assessment and develop and support 
person- centred care plans for people with dementia, including positive 
risk management. 

• Support and advise on a range of psychosocial interventions to reduce 
distress and promote health and well-being for people with dementia 
and their carers/families. 

• Work collaboratively with other professionals to provide coordinated 
support and information to families, particularly around advance care 
planning, best interest’s decisions, end of life care and timely 
discharge planning.  
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• Work alongside clinical / ward staff to promote the involvement and 
inclusion of family carers and develop and implement carer-specific 
projects and interventions.  

• Facilitate innovative dementia training and education to staff within the 
hospital to improve staff attitudes, knowledge, skills and confidence in 
line with best practice and guidance.  

• Support care transitions and effective discharge for people with 
dementia and their carers/families as part of a multi-disciplinary team 
in order to impact on length of stay and improve the flow of patients 
living with dementia as they move through stages of care.  

• Support the development and delivery of work streams as part of the 
Trust’s dementia strategy, particularly around person - and 
relationship-centred care practice. 

18.7. Development of the Admiral Nurse Service 

Since March 2019, due to unprecedented times and effects from the COVID-19 
Pandemic, the Admiral Nurse extended the referral criteria to accept referrals to 
a wider care setting. This was including the three acute Hospital sites at Royal 
Cornwall Hospital, St. Michael’s Hospital, and West Cornwall Hospital, but also 
receiving referrals from the community, and community hospitals working 
collaboratively across R C H T and C F T. This has been a very successful 
development and has allowed more families and carers to receive the Admiral 
Nurse support, especially during these very difficult and challenging past 12 
months. Due to the expansion of the criteria process, the Admiral Nurse Service 
operates using telephone liaison consultation. This has been a positive attribute 
to the service and has meant more families can be supported as necessary. The 
Admiral Nurse Service has worked closely with the Carer Support Workers 
employed by Cornwall Rural Community Charity who have an honorary contract 
with R C H T, has enabled the service to adapt its care pathway as they have 
been facilitating follow up telephone calls to families before discharge from the 
service. This provides a safe best practice discharge process. 

18.8. Supporting Ahead Programme (S A P)  

One of the initiatives that the Admiral Nurse has developed is the Supporting 
Ahead Programme (S A P). This is a quarterly meeting, held within R C H T in 
which relevant professionals and agencies come together in one place to provide 
information and support to families with dementia, as well as providing a holistic 
referral access point.  

The aim of the programme is to provide continuity of care and support for people 
with dementia and their families during their hospital admission, to provide good 
quality information, education and awareness of provision of services in the 
community. S A P also increases peer support for carers as well as providing 
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practical and emotional support and reducing social isolation. This is in the 
process of being reviewed, in the view of running S A P on the road, to support a 
wider community. 

18.9. The Herbert Protocol Project 

The Admiral Nurse worked collaboratively with the Co-op stores in Cornwall and 
the Isles of Scilly, the Cornwall Search & Rescue Volunteer Teams (East & West 
Cornwall), Cornwall Council and Devon and Cornwall police to help promote and 
distribute the Herbert Protocol procedure across Cornwall and the Isles of Scilly. 
This has enabled us to highlight the Herbert Protocol and to speak about the 
importance of having a Herbert Protocol form filled out ready to give to the police 
and other agencies should their loved ones who have a diagnosis of dementia or 
who are vulnerable ever become lost and missing.  

18.9.1.  What is the Herbert Protocol?  

18.9.2. The Herbert Protocol is a national scheme introduced by the police in 
partnership with other agencies to encourage carers to compile useful 
information which could be used to help locate a vulnerable person if they go 
missing. 

18.9.3. The initiative is named after George Herbert, a war veteran of the 
Normandy landings, who lived with dementia. George Herbert died whilst 
'missing', trying to find his childhood home.  

18.9.4. It is a simple risk reduction tool to be used in the event that an adult 
with care and support is reported missing.  

18.9.5. The protocol consists of a simple form that contains valuable 
information about the person that can be passed to the police at the point they 
are reported missing. It is not designed to replace existing safeguarding and 
security measures. Recording this information ahead of time and keeping it 
regularly updated will greatly reduce stress associated with trying to recall 
detailed information in an emergency. It will also save valuable time. Police 
research shows that fatalities decrease significantly when a person is found 
within 12 hours of the ‘last time seen’. 

18.10. Partnership Working 

• The Admiral Nurse Steering Group – quarterly. 

• MHO G - non reporting attendance. 

• Dementia Partnership Board meeting. 

• Carers Partnership Board meeting. 

• Innovation and quality Improvement project work. 
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18.11. Contact Details  

The Admiral Nurse can be contacted at any time during working hours on their 
mobile. Any referrals can also be made via Maxims, email, telephone or self-
referral. The Admiral Nursing service is not an urgent response service.  

• Operational Mon-Fri (excluding bank holidays) 08:00 - 16:00 

• Tel: 07823 535934 or 01872 255742  

• Email: rcht.admiralnurse@nhs.net    

18.12.  Referral Inclusion Criteria   

• The person being cared for has a confirmed diagnosis of dementia, with 
no indication of functional mental health or physical brain injury, which 
could otherwise account for symptoms.  

• The carer is providing a significant level of care. 

• The carer consents to their referral to the Admiral Nurse.  

18.13. Referral Process  

The Admiral Nursing Service at R C H T will accept referrals from all professionals 
within the Trust, as well as family members of the person with dementia and self-
referrals. Referrals should be made via:  

• Maxim’s - searching for the Admiral Nurse Service.  

• If unable to access Maxims, please complete the Admiral Nurse 
Referral Form which can be currently obtained by contacting the 
Admiral Nurse direct - completed forms should be returned to the 
Admiral Nurse via Email: rcht.admiralnurse@nhs.net   

• Family members please contact by email or Tel: 07823 535934. 

18.14. Referrals 2020-2021 

The number of open referrals is 201.  

18.15. Future of the Admiral Nurse Service 

• To extend the service to support the CATU’s 

• To consider having two registered nurses and a support health care 
worker to enable a system wide support structure. 

• Look at the ‘Ride the Wave’ Project. 

19. Domestic Homicide Reviews (D H R’s)  
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19.1. D H R’s were established on a statutory basis under Section 9 of the Domestic 
Violence, Crime and Victims Act 2004 and came into force in April 2011. The Act 
requires a ‘review of the circumstance in which the death of a person aged 16 years 
or over has or appears to have, resulted from violence, abuse or neglect by: 

a) A person to whom he was related or with whom he was or had been in 
an intimate personal relationship; or 

b) A member of the same household as himself, held with a view to 
identifying the lessons to be learnt from the death’. 

Later guidance: Multi-agency Statutory Guidance for the Conduct of Domestic 
Homicide Reviews (2016) stated: ‘Where a victim took their own life (suicide) and 
the circumstances give rise to concern, for example it emerges that there was 
coercive controlling behaviour in the relationship, a review should be undertaken, 
even if a suspect is not charged with an offence or they are tried and acquitted’. 

19.2. The purpose of a D H R is to: 

a) establish what lessons are to be learned from the domestic homicide regarding 
the way in which local professionals and organisations work individually and 
together to safeguard victims. 

b) identify clearly what those lessons are both within and between agencies, how 
and within what timescales they will be acted on, and what is expected to 
change as a result. 

c) apply these lessons to service responses including changes to policies and 
procedures as appropriate; and  

d) prevent domestic violence and abuse homicide and improve service 
responses for all domestic violence and abuse victims and their children 
through improved intra and interagency working. 

19.3. Both Trusts participate in the D H R process in several ways: 

• Representing both organisations at the D H R panel meetings and in 
production of the final overview report and recommendations. We provide 
consistent safeguarding expertise to the Community Safety Partnership D H R 
panel. 

• Production of an Individual Management Review (IMR) – agency’s 
narrative and analysis of involvement with the people concerned and 
production of recommendations for our organisations. 

• Dissemination of learning from D H R’s to our organisations/teams/services. 

• Internal monitoring of recommendations/actions and external reporting of 
progress to Community Safety Partnership. 
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19.4. There are a number of D H R’s in progress currently or have 
outstanding action plans: 

Table 12: Ongoing D H R’s and Actions  
D H Rs Actions 

D H R S1 
 

CFT and RCHT 
Boards were briefed 
in December 2020 

following publication 
of the overview 

report 

Multi-agency Action Plan 
underway with two actions 

ongoing for CFT. The  
action plan is being 

monitored by Integrated 
Safeguarding Team and 
exception reported via 

Adult Safeguarding 
Operational Group (A S O G) 

 

Table 12: Ongoing D H R’s and Actions continued 

D H Rs Actions 

D H R S2 
 

Boards briefed 
December 2020 

following the 
publication of the 
overview report 

Multi-agency action 
plan has one 

remaining action and 
a request to remove 

another action 
awaiting confirmation 
from Safer Cornwall. 
Action plan is being 

monitored by the 
Integrated 

Safeguarding Team 
and exception 

reported via the Adult 
Safeguarding 

Operational Group  
(A S O G). Actions due 
for completion in May 

2021. 

 

D H R 7 - 
Joint D H R 

and 
Safeguard

D H R overview 
report published 

27.01.21 

Awaiting Multi-agency 
action plan - 
monitored as 

previously stated 

CFT agency 
specific action plan 

has been 
completed 
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ing Adults 
Review 

D H R 8 Review completed 
Multi-agency action 
plan and CFT action 

plan completed 
 

D H R 9 Review completed 
Multi-agency action 

plan completed for all 
organisations 

 

D H R 10 
 

Individual 
Management 

Review reports 
have been 
submitted 

Currently within the 
review process 

CFT action plan is 
underway with 

actions for 
Safeguarding, 

Minor Injuries Unit 
and Integrated 

Community Mental 
Health Teams – 

associated action 
plan monitoring as 
previously stated 

Table 12: Ongoing D H R’s and Actions continued 

D H Rs Actions 

D H R 11 Within the review 
process 

Not Known to CFT or 
RCHT 

RCHT/CFT have 
panel 

representation 

D H R 
Family S Not for publication 

Learning points from 
the CFT report; 

monitored via Serious 
Incident / Community 

Quality Assurance 
Group 

Where applicable 
the multi-agency 
actions for CFT / 

RCHT will be 
informed by the  
Safeguarding 
Adults Board 

D H R S3 

Agency 
chronologies 

submitted on the 
15.01.21 and the 

Individual 

RCHT and CFT are 
working 

collaboratively on this 
investigation and will 
provide a joint report 
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Management 
review reports are 

due on the 
31.03.21 

 

to the DHR panel 
(due end of March 

2021) 

D H R 12 

Notified of decision 
for D H R 17.02.21. 

Request for 
agency 

chronologies to be 
submitted 26.03.21 

RCHT and CFT 
working 

collaboratively on this 
review 

 

D H R S4 Notified of decision 
for D H R 17.02.21 

Agency chronologies 
submitted on the 

19.03.21 

RCHT and CFT 
working 

collaboratively on 
this review 

19.5. D H R Developments  

• We have produced a joint D H R SOP which has been signed off by A S O 
G, both Governance Teams and will be an addendum to the Adult 
Safeguarding Policy. 

• IMR author succession planning is underway with mentoring provision 
from the Safeguarding team to Independent Investigators. 

• Trusts hold an overarching D H R action plan which tracks all live D H R’s 
and associated action plans, this is actively monitored by the 
Integrated Safeguarding Team. 

• Learning from D H R’s is disseminated to staff via; Learning lesson 
sessions, Intranet updates, Cascade and Weekly news, 7-minute 
briefings; 

• We have worked with Barnardo’s and Safer Futures to weave learning 
from local D H R’s into our bespoke health commissioned domestic 
abuse training thus providing local real learning to staff. 

20. Safeguarding Adults Reviews (S A R’s) 

20.1. The Care Act 2014 states that Safeguarding Adult Boards (S A B s) must arrange 
a Safeguarding Adult Review (S A R) when an adult in its area dies as a result of 
abuse or neglect; whether known or suspected, and there is concern that partner 
agencies could have worked together more effectively to protect the adult. 

20.2. SABs must also arrange a S A R if an adult in its area has not died, but the CIoS 
S A B knows or suspects that the adult has experienced serious abuse or neglect and 

Page 610 of 702



 

69 

there is concern that partner agencies could have worked more effectively to protect 
the adult. 

20.3. S A B Board members must co-operate in and contribute to the review with a 
view to identifying the lessons to be learnt and applying those lessons in the future. 
The purpose is not to allocate blame or responsibility, but to identify ways of 
improving how agencies work, individually and/or together, to help and protect adults 
with care and support needs who are at risk of abuse and neglect, including self-
neglect, and are unable to protect themselves. 

20.4. The organisations involvement in these multi-agency review processes is 
multifaceted: 

• Represent the Trusts at the S A R sub-group and panel meetings and in the 
production of final overview reports and recommendations on behalf of the 
S A B. We provide consistent safeguarding expertise to the S A B and the Nurse 
Consultant for the Integrated Safeguarding Services Team is currently 
chairing the S A R sub-group as a partner of the S A B. 

• Production of an agency chronology and analysis of involvement.  

• Staff members supported participation in practitioner events to aid the 
information gathering and analysis. 

• Dissemination of learning from S A R s to our organisations/teams/services. 

• Internal monitoring of recommendations/actions and external reporting of 
progress to S A B. 

 
Table 13: S A R’s in progress and Actions 

 

S A R s Actions 

Review on 
the former 
Morleigh 

Group 

Recommendations 
and actions were 
identified for both 

organisations 

R C H T and CFT 
action plan has 
been completed 
and signed off. 

 

Table 14: S A R’s in progress and Actions continued 

S A R s Actions 

‘M’ - Joint D  H 
R and 

Safeguarding 
Adults 

D H R/S A R 
overview report 

published 

Awaiting Multi-
agency action 

plan - monitored 

C F T agency 
specific action 
plan has been 
completed and 
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Review 27.01.2021 as above signed off. 

‘J’ 
Safeguarding 
Adult Review 

 

Both Boards 
briefed in 

December 2020 
following 

publication of the 
overview report 

Awaiting multi-
agency action 

plan to be issued 
and monitored by 

S A B 

 

Thematic 
Carers review 

Multiple 
chronologies 

requested and 
were submitted in 

July 20 

 
Awaiting multi-
agency action 

plan to be issued 
and monitored by 

S A B 

 

‘K’ 
Final draft 

currently with S A B 
panel members 

Awaiting multi-
agency action 

plan to be issued 
and monitored by 

S A B 

 

20.5. S A R Development/Plans 

• The Safeguarding Team plan to compile an overarching S A R action 
plan to track all live S A R’s and associated action plans. This will be 
actively monitored by the Integrated Safeguarding Team. 

• Learning from S A R’s is disseminated to staff via: Learning Lessons 
Sessions, Intranet updates, Cascade and Weekly news, 7-minute 
briefings and Adult Safeguarding training. 

21. Local Safeguarding Children Practice Reviews (L S C P R) 

LSCPR are reviews that examine the way agencies and individuals which have been 
involved with child/ren have acted when abuse or neglect are suspected or known. 
The purpose of a LCSPR is to identify learning that will bring about improvements so 
that the likelihood of harm to children is minimised (previously known as Serious 
Case Reviews). 

Cornwall published Child C LSCPR in July 2020. Both Trust Boards received a 
briefing and oversight of the action plan; the learning was disseminated throughout 
the organisations using the 7-minute learning tool. 
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There are currently 4 further LSCPRs underway as part of a thematic review. RCHT 
and CFT have representation on the LSCPR Panel.  

22. Highlights 2020/2021  

22.1. Children. Adults and Midwifery 

22.1.1. 2020 - 2021 During all three lockdowns caused by the COVID-19 
Pandemic, Integrated Safeguarding Services continued with Safeguarding being 
business as usual. No changes to any safeguarding arrangements were made. All 
staff remained in their roles and were accessible for safeguarding support and 
advice.  

22.1.2. CFT welcomed a new Children’s Named Nurse for Community and 
Mental Health in October 2020. 

22.1.3. Integrated Safeguarding Children have maintained support and 
guidance for staff by daily contact to paediatrics, Emergency Department, Minor 
Injury Units   and clinical wards. Integrated Safeguarding Children Team have 
supported each other throughout the lockdowns; via the Safeguarding Children 
Huddles, held via the Microsoft Teams function. The Integrated Safeguarding 
Children Team have provided up to date safeguarding children information to staff 
using regular safeguarding bulletins and briefings 

22.1.4. The Young Parent Pathway in Midwifery has now been successfully 
embedded within maternity care and was positively audited at the end of the year 
for compliance and effectiveness. 

22.2.  Statement; Dual Director of Nursing, Midwifery and Allied Health   
Professionals 

As the Executive Lead for Safeguarding Services, I would like to take this opportunity 
to thank all members of the team for their commitment, dedication and relentless 
drive to ensure Safeguarding remains everybody’s business. This has been one of 
the most challenging times ever faced by our NHS, and your flexibility and 
determination to provide services to the most vulnerable within our communities, has 
never faltered; with peer support both within our organisations and with our health 
and social care partners, you have strived to support the most vulnerable within our 
communities. The leadership of the team has always been front and centre and the 
success of both integrating the teams and exploring new ways of working for the 
benefit of clients and their families. The role modelling of behaviours, expectations 
and a positive attitude in the face of adversity has always shone through. This report 
has been a testament to your work and commitment to our communities.                                                                           
The next twelve months will continue to be challenging and I am assured that the 
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team will continue  to drive an innovative, personalised approach and a 
determination to provide the best care and options to the communities we serve.                  

22.3. Closing Statement; Consultant Nurse for Integrated Safeguarding 
Services 

This annual report has demonstrated the aims and successes of integrated working, 
but there is still more to do. 2021 will see the launch of the Integrated Safeguarding 
Training and Competency Framework. This will offer the vision for Safeguarding 
training for the next 3 years. It will align the Safeguarding training between the 
organisations, giving the opportunity for more sessions to be available for all our 
staff, to increase our ability to obtain the required compliance, thereby improving 
staff competency. Currently we are all busy working on this exciting piece of 
integrated working for children and adults……. So please continue to support us and 
watch this space.  

I would like to say a BIG thank you to all of the Integrated Safeguarding Service 
Team members for their hard work and dedication in pulling this integrated report 
together and all that they do for the adults and children of Cornwall to keep them 
safe. I know through this challenging year Safeguarding has been business as usual 
for all of the team. I look forward to continuing to work with all colleagues in health 
and social care to ensure that the most vulnerable are supported to be able to 
access the care and support they and their families require, personalised and 
bridging any potential inequalities. Many challenges ahead as we continue working 
in a COVID-19 Pandemic environment, but ‘team’ working will continue. 

Author 
Zoe Cooper 
Consultant Nurse for C F T / R C H T Integrated Safeguarding Services 
 

Date 

12 April 2021 

Amended and Approved Following Joint QAC and Safeguarding 
Operational Meetings 

Kim O’Keeffe 

Deputy Chief Executive RCHT / Dual Director of Nursing, Midwifery and Allied 
Health Professionals RCHT / CFT 

 

Date 
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20 June 2021 
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Meeting:  Trust Board in Public 

Date of Meeting:  1 July 2021 

Item Number:  26 

Title of Report:  Staff Survey 2020 Action Plan 

Executive Director Lead:  Paul Hargreaves, Acting Director of People & OD 

Author and Job Title: Christiern Francis, People Engagement Lead 

Email Address:  Christiern.francis1@nhs.net 

Purpose of the Report: 

Approve ☐ Discuss ☐ Note ☒ Endorse ☐ 

This paper presents the proposed action plan arising from the 2020 Annual Staff 
Survey results, the governance of progress updates and how we will communicate 
progress to our people. The action plan has been built around four priority themes, 
Health and Wellbeing, Staff Engagement, Quality of care and Safety Culture. 

Consultation: 
• Joint Consulting and Negotiating Committee (JCNC) – 12/01/2021 - response

rates and action planning approach presented. Approach noted.
• Executive Board 27/01/2021- Initial results were presented to the executive

board alongside next steps and the action planning process on the
27/01/2021.

• People and Organisational Development (OD) committee 24/02/2021 – Staff
Survey Initial Results - Action planning and Communications.

• JCNC – 09/02/2021 Initial Results presented to JCNC – noted.
• JCNC - 09/03/2021 - Progress update given. – Noted the good work around

the increase in response rates
• Executive Board – 07/04/2021 - Headlines, Action Planning and

Communications
• JCNC – 11/05/2021– Staff Survey Action Plan 2020-2021 - (postponed until

08/06/2021) – outcome pending
• Executive Board – 19/05/2021 – Approved
• People and OD Committee – 22/06/2021 – received for assurance

Key Risks (please tick one or more): 
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Clinical ☐ Financial ☐ People ☒ 
Reputational ☒ Legal / Regulatory ☐ 

Impact Assessment:  
Information: The Staff survey collects two main pieces of information around Equality 
diversity and inclusion. Workforce Race Equality Standard (WRES) and Workforce 
Disability Equality Standard (WDES). This information is used monitor the 
experience of these two groups of staff, influence action to address inequalities. 

Method: The NHS Staff Survey was conducted using a census approach meaning all 
staff had the opportunity to take part. The survey was available online to the majority 
of staff, and targeted paper copies to areas where computer access is traditionally 
limited. Where people had difficulties with either the online method or paper option 
they were able to use the phone line making the survey accessible to all staff. 

Recommendation(s): 

The Board is recommended to: 
• note the organisations action plan arising from the 2020 staff survey 
• note the communication approach 
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Title: Staff Survey 2020 Action Plan 

1. Situation 
1.1 For the 2020 national Staff Survey the Trust saw its highest ever response rate 

of 59%, an improvement on 2019 of 3%. This means that 601 more of our 
people have had their say this year. Having had the largest response rate ever it 
is important to turn the results into action. Action planning is important to 
address feedback and complete the feedback loop, driving engagement and 
empowering our people. Action planning can be a continuation and completion 
of on-going work as well as new initiatives. 
 
 

 
Figure 1. Trust response rates 2016 – 2020. 

 
1.2 Priority themes 
 

The staff survey consists of 10 themes in total, from these themes four priority 
themes were identified and approved by Executive Board on the 7th of April 
2021. The identified themes and justification are below:  

 
• Quality of care – although a 5 year trend of improvement, it is our theme with 

the biggest difference to the national acute care average. Our colleagues say 
they are less satisfied with the quality of care they are able to provide to 
patients and service users, and that they are less able to deliver the quality of 
care they aspire to.  
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Figure 2. Overall theme score for Quality of care 2016 - 2020. 
 

• Safety culture – An area with a strong 5 year improvement, but we still score 
lower than the national acute care average and this theme would support the 
current work going on in regards to safety culture. With the areas ‘I am 
confident that my organisation would address my concern’ and ‘my 
organisation acts on concerns raised by patients / service users’ being the 
biggest point of difference. 

 

 
Figure 3. Overall theme score for safety culture 2016 – 2020.  

 
• Health and wellbeing – Although meeting the national average this is our 

lowest scoring theme – our people are going to continue to need support 
during the pandemic and in the recovery and understanding what our staff 
want and need will be crucial to this. The inclusion of H&W is in line with the 
NHS’ fourth phase recovery plan for COVID-19. 
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Figure 4. over all theme score for Health and Wellbeing 2016 – 2020. 

 
• Engagement -  Recommendation of the organisation as a place to work and 

to receive care 
 

 
Figure 5. Overall theme score for staff engagement 2016 – 2020. 

 
 

 
 

Figure 6. subset of questions - ‘recommendation of organisation as a place to 
work/receive treatment’ subset of questions from the staff engagement theme. Including 
Staff Friends and Family Test (SFFT) Q18c and Q18d. 
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Note: Due to the overlapping nature the Quality of Care and Safety culture, it 
was decided to combine these two themes. In the action plan (appendix 1) they 
will appear together. 

 
 
1.3 Sponsors, Leads and responsibilities 

 
The overall responsibility for the coordination of the organisation’s action plan 
sits with the People Engagement Lead. The People Engagement Lead will, 
monitor progress and feedback to the P&OD committee and as well as 
communicate progress back to the organisation. 

 
 Each theme of the action plan has an overall sponsor at Executive level with 

leads assigned to respective themes. Sponsors are a point of escalation for 
leads. Leads are responsible for the formation and delivery of the actions in for 
their respective area. 

 
Health and Wellbeing: 
Executive sponsor – Interim Director of People and Organisational 
Development 
Lead – Head of Wellbeing 

 
Engagement: 
Executive sponsor – Interim Director of People and Organisational 
Development 
Leads – People Engagement Lead and Head of Quality Improvement 
 
Quality of care and Safety Culture: 
- Executive Sponsors – Deputy CEO RCHT and Joint 

Director of Nursing, Midwifery and AHP for RCHT and CFT, and the 
Director of Integrated Governance 

- Leads – Deputy Director of Corporate Nursing, Clinical 
Lead for Culture Change and Improvement and Deputy Director of 
Integrated Governance  

 
 
 

1.4 Staff Involvement and feedback 
 

Our people are the best resource when it comes to the challenges we face as an 
organisation, as such staff involvement was a key part in the formation of the 
action plan. 
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A series of engagement events were held from mid to late March 2021 to 
communicate the results to staff and provide an opportunity for people to 
feedback on the priorities. The sessions were facilitated by the Chief Executive 
Officer and People Engagement Lead, involving a presentation of results and 
priorities with audience participation opportunities throughout. Feedback and 
insight from the sessions was shared with the respective leads to help them 
inform their action planning.  

 
1.5 Action Plan 
 

Please see appendix 1. 
 
1.6 Updating and accountability 
 

Updates on the action plan will be provided every two months through the P&OD 
Committee: 
 

- 22nd June 
- 24th August 
- 27th October 
- 14th December 

 
Accountability for delivery will sit with the respective lead for each area. 
 

 
1.7 Communication 
 

Action Plan: 
Following the approval of the action plan it will be communicated to colleagues 
across the trust. 
 
Continuous: 
Following each update at the P&OD Committee, updates will be communicated 
to the trust through the intranet and email. Social media and email will be used 
to communicate outcomes to staff.  
 

 
1.8 Narrative free text comments 
 

Free text comments were originally due to be sent out by the NHS staff survey 
coordination centre at the end of April 2021, unfortunately there were technical 
issues identified during the quality assurance process run by the coordination 
centre.  

 
 Comments are now due at the end of May 2021, and will be available from 

questions 21a and 21b of the NHS national staff survey. Free text comments will 
be received by the trust in two ways:  
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1. From the coordination centre, where an Excel spreadsheet will hold all the 
redacted free text comments. Also provided will be a sentiment analysis 
broken down into twelve main categories with sub-categories under each 
main category, this will allow us to demonstrate the types of 
comments frequently arose in the free text questions.  

2. From Quality Health our contracted survey provider. It is this provision that will 
allow free text comments to be allocated to a care group and potentially 
speciality level. It is not possible to receive this before the national 
coordination centre have sent out the full free text comments.  
 

The Engagement team will share thematic analysis at POD committee, and 
breakdowns of comments will be sent through people partners to their respective 
Care Groups. 

2. Background 
2.1 Action planning is key to improving local working conditions for staff and care for 

our patients. It is an essential part of completing the feedback loop when it 
comes to the staff survey, helping to build trust with our colleagues. 

 
2.2 The National Staff Survey is an annual opportunity for staff to provide feedback 

on their experience working for RCHT. The Trust undertakes the survey as 
part of a national effort. The survey is run every year between the end of 
September and the end of November. Each year an action plan is formed to 
address arising priorities from the survey.  

 
2.3 The decision was approved on the 7th of April by the Executive Board to take a 

priority approach to action planning, choosing the top 3-4 themes arising from 
the survey to focus on. 

3. Risk  
3.1Internal and external reputation is at risk where there is inaction from the Staff 

Survey, which could also result in low morale, inability to recruit, retain staff and 
impact on quality of care to our patients.  

4. Accountability 
4.1 Christiern Francis, People Engagement Lead and Paul Hargreaves, Acting 

Director of People & OD are responsible for this plan. 
 

4.2 Success will be measured by progress against the action plan and by using 
results from the 2021 and 2022 Staff Surveys. It can often take two years from 
action to result change. Where appropriate the Pulse Check Survey can also be 
used to monitor impact. In the interim period there are a number of indicators 
already embedded in the trust which can be used as proxy monitors for the action 
plan for example data presented in the IPR, quarterly Pulse Check Surveys. 

Page 623 of 702



   
 

5. Recommendations 
Note the organisation’s action plan and communication approach arising from the 
2020 staff survey 

 
Appendix 2 – supporting information link to full national results 

https://www.nhsstaffsurveyresults.com/wp-
content/uploads/2021/03/!sta$$21!/NHS_staff_survey_2020_REF_full.pdf  
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Royal Cornwall NHS Staff Survey Action plan 2020 V.1 

Below is the corporate action plan for the staff survey 2020. Based around the arising priorities in 2020, it is informed through staff 
feedback from survey engagement sessions, existing and new corporate initiatives. 

Priority areas of focus: 

- Health and Wellbeing 
- Staff Engagement 
- Quality of Care & Safety Culture 

Health and wellbeing 
Ambition Action Progress Lead Time scale 
Improve the 
Psychological wellbeing 
of our People at RCHT 

Promote and 
collaborate with 
local Mental 
Health Peer 
support groups 
such as Man 
Down and Your 
Voice 

Weekly meetings set up next to 
RCH 
Flyers distributed around the 
hospital 

Head of Wellbeing On-going 

 Work with Surfwell 
& Chill UK to 
promote Blue 
therapy for 
treatment of 
Mental Health 
disorders 

First Surfwell Cohort planned for end 
May 2021 
First Chill UK group planned for May 
2021 

Head of Wellbeing First Cohort 
complete by July 
2021 

 Expand the Mental 
Health First Aider 
Network 

New cohort planned for May 2021 
with delegates assigned 

Head of Wellbeing June 2021 

 Improve New Mental Health Awareness Head of Wellbeing September 2021 
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awareness of 
Mental Health 
across Managers 
in organisation to 
establish a 
baseline 
knowledge 

dates arranged 

 Create more self-
sustaining models 
of care for 
employees to 
assist each other 

Clinical Psychologist appointed 
Start date July 2021 

 

Head of Wellbeing August 2021 

 Creation of a 
network of TRiM 
trainers in the 
Trust 

Charity funding application 
submitted 

Head of Wellbeing December 2021 

Improve the Physical 
Health of our People 

Offer proactive 
health checks to 
all staff 

Equipment ordered 
OH tech recruited 
 

Head of Wellbeing August 2021 

 Promotion of 
walking 

New map to be created as building 
works 

Head of Wellbeing July 2021 

 Morning moves – 
series of exercise 
videos to promote 
planned exercise 
for those working 
at home / in offices 

Series of videos uploaded 
Ongoing promotion via Twitter / 
Facebook page 

Head of Wellbeing May 2021 
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Staff Engagement 
Ambition Action Progress Lead Time scale 
Improving respect in 
the trust 

Team of senior leaders 
to be formed to look at 
how to promote and 
facilitate staff coming 
forward where there 
have been incidents of 
harassment or bullying. 

Topic discussed at 
Executive board on 
02/03/2021. Volunteers 
sought. 

tbc tbc 

Improving staff 
recommending the 
trust as a place to 
work 

Promote staff stories of 
Team work and 
Friendliness  through 
communication 
channels 

 

Channels such as team 
talk, V-logs and 
newsletters are 
available. 
 
Discussions to be held 
about focus of 
communication and 
stories. 
 
May - We care bulletin 
split into health and well 
being. ‘We care – our 
People ’ is now our 
channel to help focus on 
staff stories and 
achievements. 
Welcoming new starters 
and celebrating 
retirements 

People Engagement 
Lead & Communications 
Manager 

Ongoing 

 Develop an engagement 
Toolkit available to 
teams across the trust 

Current initiatives and 
support for teams to be 
centralised into package 

 End of July 2021 
 
Roll out august 2021 
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and communicated. 
 Conduct review and 

understand current 
reward and recognition 
across the trust. 

 People Engagement 
Lead 

December 2021 

 Development of a 
‘Knowledge exchange’ 
for middle managers 
and team leads 

 People Engagement 
Lead 

December 2021 

Improving 
communication 
between senior 
managers and staff 

Estates and Parking 
review decision 
communication and 
implementation. 

Survey conducted and 
outcome being taken to 
board on the 19th of May 
2021. 

Head of Hospital 
Reconfiguration & 
Strategic Estates 
communication Lead 

Decision and changes 
to be communicated in 
June 2021 
 
Changes to be 
implemented in autumn 
of 2021 

 Conduct review of 
communication 
channels in care groups 
and make 
recommendations 
accordingly. 

 People Engagement 
Lead 

End of July 2021 

 Procure audience 
participation software to 
improve interactivity of 
Team talk and 
organisation level 
meetings. 

Slido procured for use in 
team talk and 
organisational meetings. 
 
First use planned for 
Junes Team Talk 
 
Next steps: expand use 
across the trust 
First use at People and 

People Engagement 
Lead 

Complete 
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OD bi-monthly meet. To 
be used in July’s team 
talk. 

 Restart Schwartz 
Rounds 

Schwartz team 
members are meeting 
on the 16th June to draw 
up some plans. 
 
First event held in the 
next 2-3 months. Then 
held on a regular 
monthly basis after that. 

Medical Director and 
Schwartz Round Lead 

August 2021 

Improve staff Ability to 
contribute to 
improvements 

Introduction of a 
Smartsheet application 
to encourage ideas from 
all staff within the Trust 
to submit improvement 
ideas that can be 
managed through to 
implementation 

Developed and currently 
being tested by 
Maternity 

Head of Quality 
Improvement and PMO 

1st August 2021 

 Re-launch of QI website 
to provide tools for 
individuals to improve 
services 

In development Head of Quality 
Improvement and PMO 

1st September 2021 

 Re-launch of QI training; 
Ambassadors, QI 
Café's, Management 
Passport and bespoke 
to individual 
Departments as 
required 

Courses are designed; 
awaiting opportunity to 
re-launch post Covid-19 
recover 

Head of Quality 
Improvement and PMO 

1st September 2021 
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Quality of Care and Safety Culture 
Ambition Action Progress Lead Time scale 
Enable our staff to 
deliver the Quality of 
Care they aspire to. 

Review roster templates 
and  amend accordingly. 

 Deputy Director of 
Nursing 

Complete 

 Complete workforce 
review undertaking the 
SNCT acuity and 
dependency on a 
quarterly basis due to 
changes in ward patient 
groups. 
 

Data collection 
completed. Analysing 
data. Report to go to 
QAC in May 2021. 
Agreed to repeat 3 
monthly. 

Deputy Director of 
Nursing 

30th May 2021 

 Complete the HCA 
recruitment process. 

Recruitment process 
complete 

Deputy Director of 
Nursing 

Complete 

 Commence International 
recruitment of 150 
nurses. 
 

Agency appointed. 
Interviews to commence 
May 2021. 

Deputy Director of 
Nursing 

31st of December 2021 

 Re-commence ASPIRE 
accreditation 
• Expand the ASPIRE 

programme to 
maternity and 
theatres 

Programme 
recommenced in May 
2021. Maternity birth 
centre tool completed, 
sourcing a team for 
pilot. Theatre tool 
currently being drafted. 

Deputy Director of 
Nursing 

31st of July 2021 

That colleagues feel 
able to raise concerns 
with confidence, 
knowing that they 
won’t be judged and 
their voice is 

Supporting speak up 
conversation by 
continued promotion of 
the CUS tool within 
human factors and 
patient safety training. 

As of 20.04.2021 
training compliance for 
patient safety is 37.3%.  
 
CUS has been 
promoted on SWIFT 

Clinical Lead for Culture 
Change and 
Improvement 
 
 
 

August 2021 
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respected. Target of 95% of 
colleagues in RCHT to 
have completed the 
training by June 2021. 
 

plus boards in the trust. 
 
 

 
 
 
 

 
 
 

 Continued work stream 
regarding a SAFE 
climate and also civility 
in 2021/22. Target of 
75% positive response 
to Q17b ‘I would feel 
secure to raise concerns 
about unsafe clinical 
practice’. 
 

20.4.21 SAFE climate is 
within human factors 
training which is been 
delivered to 65% of 
1230 colleagues 
working in high risk 
areas. 
 
Discussed on Shared 
Learning Event 10.2.21 ,  
avoidable harm 
18.1.2021. 

Clinical Lead for Culture 
Change and 
Improvement 

 November 2021 
 

 Freedom to speak up 
training to be part of 
mandatory training 

Pending JCNC Sign off 
11/05/2021. 
 
Training has received 
executive board sign off. 
Two modules are now 
live on ESR. ‘Speak up’ 
which is for all staff and 
‘Listen up’ a module for 
managers or people 
seeking more 
information. 

Freedom to speak up 
guardian 

June 2021 

Ensuring those who 
are involved in an 
adverse event are 

Update the disciplinary 
policy to move the focus 
away from formal 

20.4.21 The draft 
Disciplinary Policy with 
just culture flow chart on 

People Experience 
Manager 
 

June 2021 
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treated fairly & receive 
feedback. 

punitive language and 
actions to a Just Culture 
approach which seeks 
learning and 
reconciliation by 
30.6.2021. 
 

the first page went to 
JCNC last week and is 
being tabled at their 
meeting on 20th April. It 
is also going to POD 
Committee on 28th. 

 
 
 
 

 
 

 Amendment  of the 
Incident Management 
and Serious Incident 
Policy  to include After 
Action review 
 

Director of Integrated 
Governance 
 

 TBC 
 

 Delivery of leading a 
SAFE Climate within 
Being Brilliant Bitesize 
programme, AHP future 
leaders & board 
members. Minimum 
target of 100 colleagues 
by November 2021. 
 

Concept tested in CRHT 
Leadership exchange in 
Jan 2021 & Feb 2021.  
AHP future leaders 
session planned for 
delivery 20.5.2021 
Being Brilliant session to 

Clinical Lead for Culture 
Change and 
Improvement 
 

November 2021 
 

 Sample audit of 
feedback given through 
incident reporting and 
freedom to speak up. 
Aim for +3% in NHS 
survey. 

commence June 2021 Clinical Lead for Culture 
Change and 
Improvement 
 

September 2021 
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Meeting:  Trust Board in Public 

Date of Meeting:  01 July 2021 

Item Number:  27 

Title of Report:  Committee Annual Reports 2020/21 

Executive Director Lead:  Company Secretary 

Author and Job Title: Lynsey Neave, Deputy Company Secretary 

Email Address:  lynsey.neave@nhs.net 

Purpose of the Report: 

Approve ☐ Discuss ☐ Note ☒ Endorse ☐ 

Per the requirement in Standing Orders and Committee Terms of Reference, 
presented to the Board for information are the Committee annual reports for 
2020/21, which includes an assessment of effectiveness for each one. 

Consultation: 

Each Committee has reviewed their annual report prior to onward recommendation 
to the Trust Board for information. 

Key Risks (please tick one or more): 

Clinical ☒ Financial ☒ People ☐ 
Reputational ☒ Legal / Regulatory ☒ 

Impact Assessment: 
No direct impact of the annual reports and self-assessments, however equality, 
diversity and inclusion issues are regularly considered by the Committees in their 
deliberations and decision-making.   

Recommendation(s): 

The Board is recommended to: 
• note the annual reports from the Committees and the associated areas for

improvement focus, including:
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o Quality Assurance Committee 
o Finance and Performance Committee 
o People and OD Committee 
o Audit and Risk Assurance Committee 
o Remuneration and Appointments Committee 
o Charitable Funds Committee 
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Quality Assurance Committee Annual Report 2020-21 
 
 
1. Introduction  
 
1.1 The purpose of this report is to provide the Quality Assurance Committee and 

the Trust Board with a summary of the work of the Quality Assurance 
Committee (the “committee”) for the year 2020/21 and, in doing so, comply 
with the committee’s Terms of Reference.  

 
1.2 The Committee’s Annual Report is also informed by a Committee self-

assessment (undertaken by online survey in February 2021) completed by 
Committee Members (Non-Executive Directors) and those officers identified 
as ‘in attendance’ 
 

1.3 In March 2020, the Trust Board agreed (via E-Governance) changes to some 
elements of the Scheme of Reservation and Delegation and to quorum 
requirements for some Board Committees to enable the organisation to 
respond swiftly and effectively to Covid-19. It was recognised that it was of 
vital importance to have flexible corporate governance arrangements in place 
to ensure the most essential aspects of the ‘business’ of the Trust and good 
governance practices were maintained.  As part of this agreement the Trust 
Board would determine the point at which the changes would be dissolved 
post the Covid-19 pandemic; 
 
A quorum must be three members of whom two must be Non-Executive 
Directors, and one Executive Director who must be clinical. 
 

1.4 The Committee membership changed during 2020/21 and this is highlighted 
in Chart 1 (below).    

 
2. Terms of reference  
 
2.1 During the year, the Committee has worked to Terms of Reference approved 

in July 2020 (see Appendix 1).  
 
2.2 Meetings and membership  
 

The Committee met on eleven occasions during 2020/21 and the membership 
and attendance has been recorded as follows: 

 
Chart 1 – Committee Member attendance register 2020/21 
Board Member 2020/21 Quality Assurance Committee 

Apr May June July Aug Sept Oct Nov Dec Jan Feb Mar 
Kim O’Keeffe, Joint 
Director of Nursing, 
Midwifery and AHP 

√ √ √ √  √ x √ √ √ √ √ 
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Margaret Schwarz, 
Non-Executive 
Director & Chair 
April to November 
2021 

√ √ √ √  √ √ x x Left the Trust 
January 2021 

Richard Stephenson, 
Non-Executive 
Director 
& Chair December to 
date 

√ √ x √  √ √ √ √ √ √ √ 

Allister Grant, Medical 
Director √ √ √ √  √ √ √ √ √ √ √ 

Susan Bracefield, 
Chief Operating 
Officer 

√ √ √ x  √ x x x x x √ 

Kerry Eldridge, 
Director of People 
and OD 

x √ √ √  x √ √ √ √ x x 

Berni George, 
Director of Integrated 
Governance 

√ √ √ √  √ √ √ √ √ √ √ 

Sarah Pryce, Non-
Executive Director √ x √ x  x √ √ √ x x x 

Gill Vivian, Non-
Executive Director √ √ √ x  x Left the Trust October 2020 

Ruth Allarton, 
Associate Non-
Executive Director 

Joined the 
Committee in 
July 2020 

√  √ √ √ √ √ √ √ 

Adam Broome, Non-
Executive Director Joined the Committee in January 2021 √ √ √ 

Rob Leighfield, 
Associate Non-
Executive Director  

√ √ √ √  x Left the Trust October 2020 

Rich Smith, Associate 
Non-Executive  √ √ √ Left the Committee July 2020 

Mairi Mclean, 
Chairwoman (in 
attendance/observing) 

√ √ x √* 
Chair  x √ √ √ √ √ x 

 
(* to ensure quorum) 

  
2.3  The Chair of the Committee changed from Margaret Schwarz, Non-Executive 

Director to Richard Stephenson, Non-Executive Director in December 2020. 
 
2.4 There was one occasion when it was identified that the meeting would not be 

quorate.  In order to ensure quorum the Chairwoman was invited to attend the  
July 2020 and on this occasion Chair the meeting.   
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2.5 Minutes of each of the meetings have been formally presented to a 

subsequent meeting, with the Committee Chair drawing any key issues for the 
attention of the Board. 

 
2.6  Sub-committees  
 
2.6.1 The Committee has received a summary assurance report from its Sub-

Committee / Groups on a routine basis.  The Committee received the terms of 
reference of its sub committees /groups in February 2021 which was a 
recommendation from the 2019-20 report.  See Appendix 2 for a full list of 
meetings. 

  
 
2.7  Delegated authority  
 
2.7.1 The Committee is authorised by the Board to investigate any activity within 

these Terms of Reference. It is authorised to seek any information it required 
from any employee and all employees are directed to co-operate with any 
request made by the Committee. The Committee is authorised by the Board 
to obtain outside legal or other professional advice and to secure the 
attendance of outsiders with relevant experience and expertise if it considers 
this necessary and after informing the Chair of the Trust Board. 

 
2.7.2 The Committee will assist the Trust Board to ensure the organisation 

discharges its functions and meets its responsibilities with regard to the 
quality and safety of healthcare delivered. 

 
2.7.3 As per Standing Orders, Standing Financial Instructions and Scheme of 

Delegation and Reservation section The Committee's principal purpose on 
behalf of the Board is to rigorously keep under review all aspects of the 
Trust's quality and clinical governance. This includes, in particular, ensuring 
that the Trust meets all its duties and obligations under the NHS Constitution; 
plus all other statutory, regulatory, and best practice requirements by which it 
is bound as a public body and for whose good implementation it is 
accountable to the people and community of Cornwall. It especially includes 
all aspects of the risk management process regarding clinical, quality, and 
safety; and obtaining assurance on all aspects of the Trust's declarations and 
its registration by the Care Quality Commission (CQC). 

 
3  Work plan  
 
3.1  The Committee has a work plan that schedules key matters for regulatory 

compliance, core business as well as strategic matters and matters for 
approval.  
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3.2 The key principal review areas of the Committee, as set out in the Committee 
Terms of Reference are summarised below: 

 
o Assurance in relation to development and delivery of an effective strategy 

for improving quality and safety of care; 
o Effective operational governance; 
o Compliance with regulatory and legislative requirements; 
o Annual Clinical Audit Plan; 
o Board Assurance Framework & Risk Management; 
o Ward to Board Framework and Ward Accreditation; 
o Compliance with external visits and accreditations;  
o Review the annual Quality Account; 
o Oversee Trust’s Research Strategy; 
o Assurance in relation to quality, clinical governance and research matters 

including:  
 Infection control 
 Safe staffing and quality metrics 
 learning from complaints and experiences; 
 Clinical outcomes by specialty and consultant, including review 

and response to national clinical audits, national registries etc. 
 Mortality rates & Learning From Deaths 
 Regulatory compliance 
 Safeguarding Children’s and Adults 
 Quality Impact Assessment of CIP projects 
 Incident reporting, serious incidents and duty of candour; 
 Risk management 
 Information Governance and Senior Information Responsible 

Officer (SIRO) 
 Health and Safety Management 
 Emergency preparedness and business continuity; 
 Clinical claims and inquest management and legal services 
 Seven Day Services 

 
3.2.1 The Committee routinely receives information in order to discharge its duties; 

this includes compliance with regulatory requirements to scrutinise and 
receive assurance on the Trust controls through routine reporting.  This 
includes assurance through monthly, quarterly and annual reports: 
• Learning from Deaths Quarterly Reports; 
• Safer Staffing Bi-annual report; 
• Learning from Serious Incidents  monthly and annual report; 
• Annual Clinical Audit Plan; 
• Senior Information Risk Owner (SIRO) quarterly and annual report; 
• Legal Services quarterly and annual report; 
• Patient experience/Complaints quarterly report and annual report; 
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• Emergency Preparedness Resilience and Response Compliance 
statement; 

• Maternity Clinical Negligence Scheme for Trusts (CNST) Compliance. 
 

3.2.2 The Quality Assurance Committees of the Royal Cornwall Hospitals NHS 
Trust and Cornwall Partnership NHS Foundation Trust undertake similar 
duties and in 2021-21 it was agreed to create a joint element of the two 
Committees.  A number of statutory and mandatory requirements are 
discussed and approved at the meeting as the relevant services are 
integrated; 
• Safeguarding quarterly and annual report; 
• Infection Prevention and Control quarterly and annual report. 

 
3.2.3 The Committee received and provided comment on the development of the 

Brilliant Care Strategy in April 2020 prior to submitting to the Trust Board for 
approval.  The content of the Brilliant Care Strategy was developed following 
discussion with a wide range of stakeholders both within the Trust and 
external to the Trust. 
 

3.2.4 As per its Terms of Reference, the Committee has oversight to the 
development and delivery of effective strategies for improving quality and 
safety of care and in 2020/22 the Committee not only approved the Brilliant 
Care Strategy, but it also considered and approved the Research, 
Development and Innovation Strategy in May 2020 
 

3.2.5 As per the change to the Terms of Reference in 2019/20, the Committee has 
oversight of Research, Development and Innovation.  The Committee 
received the Strategy (as above) and also approved the Annual Report in 
October 2020. 

 
3.2.6 The Committee is responsible for scrutinising the Integrated Performance 

Report relating to quality and safety metrics.  The Committee receives and 
reviews the IPR on a monthly basis, escalating any matters for the attention of 
the Board or seeking further information and assurance through management 
action. 
 

3.2.7 The Committee is responsible for scrutinising assurance on compliance with 
CQC standards.  The Committee routinely receives a CQC Assurance report 
and progress against the CQC action plan.  In addition the Committee 
received (on several occasions) copies of the Statement of Purpose which 
outlined temporary relocation of services in response to the Covid-19 
pandemic.   
 

3.2.8 The Committee received the post-inspection feedback letter received from the 
CQC (December 2021) at the January Committee and the draft action plan in 
response to the Section 29a Warning Notice.  Subsequently the Committee 
received routine assurance on progress of the S29a action plan and the 
Never Event action plan  
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3.2.9 In relation to scrutiny of Information Governance, the Committee receives a 

quarterly Senior Information Risk Officer (SIRO) report as well as an annual 
report.  This includes assurance on the activities of the Information 
Governance Committee.  The Committee scrutinises compliance with the 
Data Security and Protection Toolkits on an annual basis. 
 

3.2.10 The Committee receives the Ward to Board reports on a monthly basis with a 
Quarterly Care Group summary submitted on a quarterly basis.  The Nursing 
Ward to Board dashboard monitors performance at a Ward / Unit, Care Group 
and Trust wide level.  The data is also triangulated with the IPR and the 
ASPIRE Ward Accreditation programme data (but this was paused during 
2020-21). 

 
3.2.11 The Committee receives a quarterly exception assurance report on external 

visits and accreditations in order to understand any shortcomings in outcomes 
or process. The management approach adopted resembles that of the CQC 
action plan and provides assurance on the rigour of the management of these 
actions.  The Committee did express concern in 2020/21 regarding the 
Cardiology review which remained to have incomplete actions.  
 

3.2.12 With regard to assurance regarding principal risks, the Trust reviewed its Risk 
Appetite and revised the Risk Management Policy in 2020/21 which resulted 
in the alignment of the Committee agenda’s with the principal risks.   

 
3.2.13 On an annual basis the Committee reviews and recommends the Trust Board 

approves the Quality Account.  Due to the Covid-19 pandemic the national 
deadline for submission of the Quality Accounts was deferred to December 
2021 and the requirement for an external audit of the Quality Accounts was 
removed.  The Committee reviewed the Quality Account in November 2020. 
 

3.2.14 With regard to monitoring of the sub-committee/group activities, the 
Committee workplan clearly structures the reporting timetable for the 
assurance reports.  Several of the quarterly assurance reports have been 
incorporated in to the relevant assurance reports i.e. IRLG Group and Patient 
Experience Group. 

 
3.2.15 In 2019/20 the Committee sought additional assurance regarding Health and 

Safety and throughout 2020/21 the Committee received a monthly assurance 
report outlining compliance against the Health and Safety Improvement 
Programme.  The Committee challenged compliance with manual handling 
training and continue to request assurance on delivery of compliance 
standards and the impact of non-compliance. 
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3.2.16 In October the Committee received a Fire Safety assurance report on the 
actions required to deliver compliant management of the service, in particular 
the critical issues around the Fire Risk Assessments, remedial fire works and 
fire training.  It was agreed that monthly assurance reports were required due 
to the level of risk and the concern regarding timescales for delivery. 
 

3.2.17 During 2020-21 the Committee received routine assurance on the Referral to 
Treatment Time (RTT) performance in light of the national phase 1 of the 
Covid-19 pandemic which impact on elective activity, waiting times and 
performance.  The Committee received assurance on the arrangements in 
place to minimise harm arising out of increased referral to treatment times 
during the pandemic.  A monthly assurance report was and continues to also 
be received for assurance on the management of harm. 
 

3.2.18 With regard to deep dives, the Committee requested and sought additional 
assurance through the form of a Sepsis Deep Dive in September 2020 as well 
as requested assurance regarding the management of the long standing risk 
(on the Corporate Risk Register) regarding compliance with Discharge 
Summaries.   
 

4. Controls and Assurance 
 
4.1 The Committee gained assurance through routine reporting, requesting 

reports from management and where necessary deep dive reports. 
 
4.2 The Committee routinely receives information in order to discharge its duties; 

this includes assurance that the Trust is meeting its regulatory requirements, 
for example by considering the CQC Action Plan, and complying with 
Standing Orders, Standing Financial Instructions, Scheme of Delegation and 
Reservation through the reports outlined in the workplan.  

 
5. Committee effectiveness  
 
5.1 Following the approval and publication of the Corporate Governance Standing 

Operating Procedure (SOP) in 2020, each Trust Board Committee is required 
to undertake a self-assessment review  (as outlined in sections 6.15 ‘Review 
of Board/Committee Business’ of the SOP). The UK Corporate Governance 
Code (and the Code of Governance that applies to Foundation Trusts) also 
states that: ‘The Board should undertake a formal and rigorous annual 
evaluation of its own performance and that of its Committees and individual 
Directors’. This review allows each Committee to identify areas where it could 
improve its understanding and/or effectiveness. 

 
5.2 The self-assessment questionnaire encompassing 20 questions was sent to 

Committee members and attendees in February 2021.  The survey focussed 
on the effectiveness of the Committee during 2020/21.  Five out of a total of 
twelve respondents answered the survey: Four members and one observer.   
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5.3 Key Findings of the 2020/21 survey: 
 
5.3.1 Overall effectiveness of the Committee was rated at 3.2 (good/excellent).  The 

Committee were asked to rate each of the 20 statements (see Appendix 3) 
against the following criteria: 

 

 
 
5.3.2  An overview of the weighted average of each assessed element is shown in 

Chart 2 below, the data presented is predominately a weighted average and 
will depict where most of the observations fall.  A full list of the questions can 
be found at Appendix 3. 

 
Chart 2: Weighted Average by Assessment Statement – Quality Assurance 
Committee  
 

 
 
5.3.3 The overall effectiveness of the Committee was found to be ‘Good/Excellent’ 

and responses in the main ‘agreed’ with the questions. Members agreed: 
• There are clear terms of reference with clarity regarding reporting lines 

and delegated authority 

• Committee members have sufficient time to fulfil their responsibilities in 
relation to the committee 

• Committee meetings encourage high quality of debate with robust, 
respectful discussions 
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• Committee members, individually and collectively, have a good 
understanding of the key responsibilities of the committee 

• The Chair demonstrates effective leadership and allows full and open 
discussion before decisions are taken 

• There is a structured annual work programme, which focuses on the right 
areas 

• The committee focuses on the right questions and issues 

• The composition of the committee is appropriate, with the right mix of 
knowledge and skills to maximise performance 

• All committee members actively contribute and add value at meetings 

• Meeting dates are scheduled appropriately to enable members to attend 

• There is good information flow between the committee and the Trust 
Board 

• Outstanding actions arising from committee meetings are properly 
followed up 

 
In comparison to comments received in 2019-20, where members 
unanimously agreed ‘Time is used effectively in meetings’ and ‘The number 
and length of meetings is sufficient to allow the committee to fully discharge 
its duties’ both areas deteriorated with at least one person disagreeing with 
the statement. 

 
5.3.4 In 2019-20 no respondents disagreed or strongly disagreed with any of the 

self-assessment statements. In 2020-21 there were three occasions where a 
respondent disagreed with a self-assessment statement.  There were also 
four occasions where one respondent neither agreed nor disagreed with a 
statement.   

• Time is used effectively in meetings. 

• The number and length of meetings is sufficient to allow the committee to 
fully discharge its duties. 

• Committee papers are of an appropriate quality (e.g., not overly lengthy 
and clearly explain the key issues and priorities) 

• Sufficient time is allowed between committee meetings and meetings of 
the full board to allow any work arising to be carried out and reported to 
the board as appropriate 

 
In comparison to comments received in 2019-20 there is one clear 
comparison and further deterioration in scores, namely time being used 
effectively in meetings and the number of agenda items/length of the agenda. 
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5.3.5 Common themes identified through Committee member comments and 

observations included: 
 

• The need to challenge and ensure there was no duplication across the 
Committee and Joint Committee and Trust Board ; 

• Length, quality and quantity of papers / data and information rich rather 
than concise and informative; 

• Length of the agenda / need to ensure proportionality of time matches the 
priorities on the agenda / frequency of the meeting 

• Need to have succinct delivery and presentation of the agenda items / 
being taken as read; 

• Would like to see more deep dives on specific issues / more patient and 
service user involvement; 

• Good check and challenge  
• Timescales are ambitious. 

 
In comparison to comments received in 2019-20, there again were similarities 
regarding the size of the agenda, and the length, quality and volume of 
papers.  It was noted the meeting takes place the week before the Board as 
such this has improved the flow of information. 

 
5.3.6 Committee members were asked the question “what do you think should be 

the Committee’s areas of focus for 2021/22” Suggestions included: 
 

• Correlating focus on the agenda with the highest risks on the Corporate 
Risk Register and Board Assurance Framework; 

• Assurances on recovery and performance from the Covid-19 pandemic 
alongside an ambitious transformational programme aligned to the Trust 
Clinical Strategy; 

• More thematic review on key quality indicators. 
 
There are clear comparisons to comments received in 2019-20 regarding responding 
to the pandemic and the links with the organisational journey to improve and 
introduce new care pathways and more system working alongside the Trust’s own 
transformation agenda. 
 
5.3.7 The Committee allocates time in its meetings to review its own work plan and 

evaluate the effectiveness of its meetings and Chair routinely seeks feedback 
from Committee members which is captured at the end of each meeting. 

  
6  Conclusion and Recommendations 
 
6.1 The Committee will strive to continually improve the process for providing the 

Board with assurances within the remit of the Committee. 
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6.2 The Committee has complied with its Terms of Reference during 2020/21.  
The Committee should not the Terms of Reference have been reviewed and 
are being presented to the Committee in June 2021 for approval (appendix 
19.1). 

 
6.3 The Committee should consider the following recommendations: 

• Timeliness of the production and distribution of Committee papers to 
comply with the Chairwoman’s actions to improve governance around 
Board and Committees and tighten processes; 

• Company Secretary and Executive Directors to support improvements 
regarding the length of reports through the development of a new report 
template and report writing training; 

• Debate the priorities for 2021-22 and ensure the work plan adequately 
reflects the highest risks on the CRR/BAF to ensure more focussed 
agendas 
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Finance and Performance Committee Annual Report 2019/20 

 
 
1. Introduction  
 
1.1 The purpose of this report is to provide the Finance and Performance 

Committee and the Trust Board with a summary of the work of the Finance 
and Performance Committee (the “committee”) for the year 2020/21 and, in 
doing so, comply with the committee’s Terms of Reference.  
 

1.2 The Committee’s Annual Report is also informed by a Committee self-
assessment (undertaken by online survey in February 2021) completed by 
Committee Members (Non-Executive Directors) and those officers identified 
as ‘in attendance’ 

 
1.3 In March 2020, the Trust Board agreed (via E-Governance) changes to some 

elements of the Scheme of Reservation and Delegation and to quorum 
requirements for some Board Committees to enable the organisation to 
respond swiftly and effectively to Covid-19. It was recognised that it was of 
vital importance to have flexible corporate governance arrangements in place 
to ensure the most essential aspects of the ‘business’ of the Trust and good 
governance practices were maintained.  As part of this agreement the Trust 
Board would determine the point at which the changes would be dissolved 
post the Covid-19 pandemic; 

 
A quorum must be three members of whom one must be an Executive 
Director, who should be either the Director of Finance/delegated deputy, and 
two Non-Executive Directors. For voting purposes, if the Finance Director 
cannot be present another Executive Director would be required for quorum. 

 
1.4 The Committee membership and Chair changed during 2019/20 and this is 

highlighted in Chart 1 (below).   Predominately this related to changes in 
Non-Executive Director attendance. 

 
2. Terms of reference  
 
2.1 During the year, the Committee has worked to Terms of Reference approved 

in July 2020.  
 
2.2 Meetings and membership  
 

The Committee met on eleven occasions during 2020-21and the membership 
and attendance has been recorded as follows (the Board agreed to suspend 
the Committee meetings and the Trust Board in August 2020).  The 
Chairwoman of the Board is not a member of the Committee: 
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Chart 1 – Committee Member attendance register 2020-21 
Board 
Member 

2020-21 Finance and Performance Committee 
Apr May June July Aug Sept Oct Nov Dec Jan Feb Mar 

Richard 
Stephenson 
(Chair) July 
2020 

 x √ √  √ √ √ √ √ √ √ 

Paul Hobson √ 
Chair 

√ 
Chair 

√ 
Chair √  √ √ √ √ √ √ √ 

Adam Broome  √ √ √ √ x 

Sally May x x x x  x x x x  

Susan 
Bracefield √ √ √ x  √ x x x x x √ 

Kerry Eldridge √ √ √ √  √ √ x  √ x x x 

Thom Lafferty √ x √ √  x √ √ √ √ √ √ 

Berni George √ √ √ √  x x √ x x √ x 

Kelvyn 
Hipperson √ √ √ √  √ √ √ x √ √ √ 

Karl Simkins 
Director of 
Finance  

 √ √ √ √ 

Margaret 
Schwarz 
Non-
Executive 
Director 

√ √ x  

Gill Vivian 
Non-
Executive 
Director  

 √  x Left October 2020 

Ruth Allarton 
Associate 
Non-
Executive 
Director 

√ √ √ Aligned to other Committee meetings 
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Rob Leighfield 
Associate 
Non-
Executive 
Director 

 x  √ Left October 2020 

Mairi McLean 
Chairwoman 

√ √ √ √  x √ √ x x √ √ 

 
2.3  The Chair of the Committee changed from Paul Hobson, Non-Executive 

Director to Richard Stephenson, Non-Executive Director in July 2021. 
  
2.4 Minutes of each of the meetings have been formally presented to a 

subsequent meeting, with the Committee Chair drawing any key issues for the 
attention of the Board. 

 
2.5  Sub-committees  
 
2.5.1 The Committee has received a summary assurance report from its Sub-

Committee / Groups on a routine basis.  The Committee received the terms of 
reference of its sub committees /groups in February 2021 where issues were 
highlighted about the reporting arrangements and the Backlog Maintenance 
Group had not met for several months.  The Committee noted the ongoing 
improvement works around Estates Governance and requested the sub-group 
be re-established, and agreed to endorse the TOR.   

  
 
2.6  Delegated authority  
 
2.6.1 The Committee is authorised by the Board to investigate any activity within 

these Terms of Reference. It is authorised to seek any information it requires 
from any employee and all employees are directed to co-operate with any 
request made by the Committee. The Committee is authorised by the Board 
to obtain outside legal or other professional advice and to secure the 
attendance of outsiders with relevant experience and expertise if it considers 
this necessary and after informing the Chair of the Trust Board. 

 
2.6.2 The Committee will assist the Trust Board to maintain an objective overview 

of the Trust’s financial management and organisational performance, financial 
and business planning, ensuring corrective action has been initiated and 
managed as appropriate, and advise the Board on pertinent financial and 
performance issues, risks and achievements. 
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2.6.3 As per Standing Orders, Standing Financial Instructions and Scheme of 
Delegation and Reservation section 13.4: For every capital expenditure 
proposal, the Chief Executive shall ensure that a business case is produced 
in accordance with the Trust’s approved procedures and is considered by the 
Finance and Performance Committee and section 18.4: The Finance and 
Performance Committee shall ensure that all proposed medium term (1-5 
years) and long term (over 5 years) borrowing is consistent with the Trust’s 
financial plans and is approved by the Trust Board. 

3 Work plan 

3.1  The Committee has a work plan that schedules key matters for regulatory 
compliance, core business as well as strategic matters and matters for 
approval.  

3.2 The key principal review areas of the Committee, as set out in the Committee 
Terms of Reference are: 

o Planning;
o Performance;
o Delivery;
o Commercial and Business Development.

3.2.1 Planning; 

3.2.1.1 The Committee routinely receives information in order to discharge its 
duties; this includes assurance that the Trust has a financial and operational 
strategy, including capital and revenue savings which is provided through the 
development of the annual Operational and Financial Plan and the Capital 
Programme. 

3.2.1.2 The Committee received assurance regarding the financial 
arrangements and context regarding the response to the Covid-19 pandemic, 
in particular the Covid-19 Expenditure and business cases in March 2020.  In 
April 2020 the Committee recommended Board approval of the Operational 
and Financial arrangements for the interim budget and for the Capital Plan 
2020-21. 

3.2.1.3 The Committee started to receive (June 2020) a monthly report on the 
Building Brilliance programme which included progress made against each of 
the Trust’s key strategic estates projects (this included the ED Resus project, 
MRI/Lowen Project, Progressive Recovery Unit and the HIP 2 Development 
plan which included the Women’s and Children’s Hospital Project). 

3.2.1.4 The Committee scrutinised the resourcing plan to support the major 
transformational activities/programmes and the implementation of the Clinical 
Strategy through the appointment of a Strategic Partner. 
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3.2.1.5 The Committee considered, made recommendations and 
recommended the Board approve the Innovation Strategy in October 2020. 

 
3.2.2 Performance; 

 
3.2.2.1 The Committee is responsible for scrutinising the Integrated 

Performance Report relating to financial and performance metrics.  The 
Committee receives and reviews the IPR on a monthly basis, escalating any 
matters for the attention of the Board or seeking further information and 
assurance through management action. 
 

3.2.2.2 The Committee reviews performance against plan through the Monthly 
Finance Report which specifically highlights financial performance against: 
 
• Financial performance for the period; 
• Covid-19 expenditure; 
• Performance of the Care Groups and Corporate departments; 
• Agency budget; 
• Income and expenditure position; 
• Single Oversight Framework; 
• Capital programme; 
• Cash position. 

 
3.2.2.3 The Committee receives a summary, at every meeting, regarding the 

key discussion and outcomes from the Care Group Performance review 
meetings.  This also includes a high level dashboard summarising the RAG 
rating for each of the strategic goals for each Care Group. 

 
3.2.3 Delivery; 

 
3.2.3.1 The Committee receives routine assurance through a monthly report 

which outlines the forecast on delivery of the programme for the full year, 
provides details by Care Group and highlights key areas of challenge for 
delivery.  The Committee receives assurance regarding the development of 
the next years plan in a timely way. 
 

3.2.3.2 Through the Monthly Finance Report, the Committee receives 
assurance and is able to monitor delivery of the workforce savings plans, cash 
and capital plans. 

 
3.2.3.3 The Committee has a robust programme of quarterly reports relating to 

monitoring performance and delivery of contracts.  This includes the Mitie 
Contract (through the Estates and Facilities Report) and the NHS 111 Out of 
Hours Contract. 
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3.2.3.4 With regard to monitoring of the Trust Estate, the Committee receives a 
quarterly Estates and Facilities assurance report on the services, the estate 
development, infrastructure and investment as well as operational estates.  
The Committee also receives assurance regarding the Backlog Maintenance 
Delivery Sub-Group but throughout the year requested further assurances on 
the management of backlog maintenance which remains ongoing. 

 
3.2.3.5 In relation to seeking on going assurance regarding a robust Digital 

Strategy, the Trust approved the Strategy in June 2019 and receives a 
quarterly assurance report from the Chief Information Officer on progress 
against the strategy, risks and deliverables against the Digital programme and 
financial risks.  The report also highlights progress against business plans, 
CITS performance and cyber security.   

 
3.2.4 Commercial and Business Development; 

 
3.2.4.1 The Committee maintains oversight of the Trust’s investments and 

business proposals, receiving and scrutinising all significant business cases 
and capital investments within the financial limits set out in the Scheme of 
Delegation and Reservation.  The programme of business cases has 
significantly increased due to the large scale major transformation agenda 
and capital infrastructure investment.  The Committee routinely received 1-3 
business cases per Committee; 
 

3.2.4.2 The Committee also receives routine assurance on third party 
contractors to ensure due diligence through a quarterly procurement report.   
 

3.2.4.3 As per Scheme of Delegation details of contracts awarded or pending 
award that are valued at over £1m and require Trust Board approval prior to 
the next scheduled meeting of the Board can be approved by the Chief 
Executive, Director of Finance and a Non-Executive Director, with 
retrospective Board approval.  The Committee receives a routine report 
outlining any activity and the rationale and decision taken. 

 
3.2.4.4 With regard to contract management of significant commercial 

contracts, during 2019 the Committee recommended the Board approve the 
subcontracting of several of Mitie’s Soft FM services following a detailed 
options appraisal.  The Committee received an assurance report in May 2020 
regarding the detail of the sub-contracting which would take effect from June 
2020.  The Committee requested a Post Project Evaluation of the services 
that returned to the Trust (scheduled for February 2021 but was deferred to 
the new financial year). 
 

3.2.4.5 The Committee recommended further assurance regarding the process 
for post project evaluation reports on all business cases and/or capital 
investments greater than £1m in 2019-20.  The Committee (June 2020) 
received and noted a revised process in relation to determining which 
investments and projects required a post project evaluation.   
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3.2.4.6 The Committee received a revised Business Case Policy in September 
2020 which included details of post project evaluations, but would 
predominantly provide support and guidance to staff in the production and 
approval process of capital and revenue business cases. 

 
4. Controls and Assurance 
 
4.1 The Committee gained assurance through routine reporting, requesting 

reports from management and where necessary deep dive reports. 
 
4.2 The Committee routinely receives information in order to discharge its duties; 

this includes assurance that the Trust is meeting its regulatory requirements 
and complying with Standing Orders, Standing Financial Instructions, Scheme 
of Delegation and Reservation through the reports outlined in the workplan.  

 
5. Committee effectiveness  
 
5.1 Following the approval and publication of the Corporate Governance Standing 

Operating Procedure (SOP) in 2020, each Trust Board Committee is required 
to undertake a self-assessment review  (as outlined in sections 6.15 ‘Review 
of Board/Committee Business’ of the SOP). The UK Corporate Governance 
Code (and the Code of Governance that applies to Foundation Trusts) also 
states that: ‘The Board should undertake a formal and rigorous annual 
evaluation of its own performance and that of its Committees and individual 
Directors’. This review allows each Committee to identify areas where it could 
improve its understanding and/or effectiveness. 

 
5.2 The self-assessment questionnaire encompassing 20 questions was sent to 

Committee members and attendees in February 2021.  The survey focussed 
on the effectiveness of the Committee during 202021.  Eight out of a total of 
13 respondents answered the survey: six members, three in attendance and 
one observer.   

 
5.3 Key Findings of the 20120-21 survey: 
 
5.3.1 Overall effectiveness of the Committee was rated at 3.3 (good/excellent) in 

comparison to 2.9 (good) in 2019-20 .  The Committee were asked to rate 
each of the 20 statements against the following criteria: 

 

 
 

An overview of the weighted average of each assessed element is shown in 
Chart 2 below, the data presented is predominately a weighted average and 
will depict where most of the observations fall.   
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Chart 2: Weighted Average by Assessment Statement – Finance and 
Performance Committee  
 

 
 
5.3.2 The overall effectiveness of the Committee was found to be ‘Good’ and 

responses in the main ‘agreed’ with the questions: 
 

• Committee meetings encourage high quality of debate with robust, 
respectful discussions; 

• Committee members, individually and collectively, have a good 
understanding of the key responsibilities of the committee. 

• The Chair demonstrates effective leadership and allows full and open 
discussion before decisions are taken. 

• The composition of the committee is appropriate, with the right mix of 
knowledge and skills to maximise performance. 

• There is good information flow between the committee and the Trust 
Board. 

• There are clearly defined, well understood processes for escalating and 
resolving issues and risks. 
 

In comparison to comments received in 2019-20, where members 
unanimously agreed ‘There are clear terms of reference with clarity regarding 
reporting lines and delegated authority’ and ‘There is a structured annual work 
programme which focusses on the right areas’, both areas deteriorated 
slightly but not significantly. 
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5.3.3 In 2019-20 there were very few areas where Committee members disagreed 
with the statements but in the latest self-assessment the following were key 
areas where Committee member ‘disagreed’ or ‘neither agree nor disagree’ 
with the comments: 

 
• Committee papers are of an appropriate quality (e.g. not overly lengthy 

and clearly explain the key issues and priorities). 
• There are good information flows between the committee and its sub-

groups. 
• Meeting dates are scheduled appropriately to enable members to attend. 
• Committee meeting agendas and related background information are 

circulated in a timely manner to enable full and proper consideration to be 
given to the important issues. 

• Sufficient time is allowed between committee meetings and meetings of 
the full board to allow any work arising to be carried out and reported to 
the board as appropriate. 
 

In comparison to comments received in 2019-20 there are clear comparisons 
and further deterioration in scores, namely flows of information to su-groups, 
quality of papers and time between meetings. 

 
5.3.4 Common themes identified through Committee member comments and 

observations included: 
 

• The committee ToRs are clear but governance flows leading into the 
committee need more work; 

• The extensive committee paperwork poses challenges, particularly where 
several committees meet in the same week, and greater support from the 
Executive leads and authors to navigate the papers would help; 

• Agendas are very heavy and perhaps the time constraints don’t always 
serve to focus debate into succinct challenge / priority areas not always 
receive proportionate discussion; 

• Presentation of reports and  taken items as read; 
• More focus on capital programme at the Committee and consider utilising 

the sub-groups; 
• Greater assurance needed regarding sub-committee meetings and feeding 

back to the Committee; 
• Reports are lengthy, quality is variable and priorities need to be succinct; 
• Short timescale for reviewing papers / changed sequencing of meeting 

ahead of the Board but places pressure on timing / provision of papers; 
 
In comparison to comments received in 2019-20, there again were similarities 
regarding the size of the agenda, the quality of papers (needing to be more 
concise) and the need to improve engagement and flow of information to sub-
groups.  Areas where improvements had been achieved included the 
alignment to the Board which now takes place in the week after the 
Committee, but there remain concerns by Committee members if this still 
allows time for papers to be amended and/or produced. 
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5.3.5 Committee members were asked the question “what do you think should be 
the Committee’s areas of focus for 2020/21” The most common themes 
included: 

 
• Focus upon such delivery of ambition and performance within an 

appropriately determined risk framework for the uncertain environment; 
• Focus on delivering the longer term drivers and mechanisms to ensure 

sustainability will be as important as immediacy of recovery.   
• Medium to longer term strategy, performance and risks, the finances to 

deliver those and what that means for the future ways of working for the 
Trust and key partners 

• Revisiting the Committee's focus on performance. 
 
5.3.6 The Committee allocates time in its meetings to review its own work plan and 

evaluate the effectiveness of its meetings and Chair routinely seeks feedback 
from Committee members which is captured at the end of each meeting. 

  
6  Conclusion and Recommendations 
 
6.1 The Committee will strive to continually improve the process for providing the 

Board with assurances within the remit of the Committee. 
 
6.2 The Committee has complied with its Terms of Reference during 2020/21 
 
6.3 The Committee should review its Terms of Reference and consider the 

following recommendations: 
 

• discuss the key findings from the self-assessment process and in 
particular; 

o consider how to ensure the longer term financial and operational 
plans are reflected through the agenda/discussion and consider the 
comments on ensuring a focus on performance; 

o Company Secretary and Executive Directors to support 
improvements regarding reporting arrangements, timeliness, quality 
and length of reports; 

o Timeliness of the production and distribution of Committee papers 
to comply with the Chairwoman’s actions to improve governance 
around Board and Committees and tighten processes; 

o Debate the priorities for 2020/21 and ensure the work plan 
adequately reflects any changes/outcomes ensuring future agendas 
are of adequate size in order to allow debate and consideration of 
reports, 

• Note the Terms of Reference are subject to review as part of the wider 
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People and OD Committee Annual Report 2019/20 

 
 
1. Introduction  
 
1.1 The purpose of this report is to provide the People and Organisational 

Development Committee and the Trust Board with a summary of the work of 
the People and Organisational Development Committee (the “committee”) for 
the year 2020-21 and, in doing so, comply with the committee’s Terms of 
Reference.  

 
1.2 The Committee undertook an annual Committee self-assessment in February 

2021.  This was completed by Non-Executive and Executive Director 
members of the Committee and those officers identified as ‘in attendance’. 
 

1.3 There were minimal changes to the membership during 2021-21.  
Predominately this related to changes in Non-Executive Director attendance 
due to coming to the end of the tenure of one NED. 
 

1.4 In March 2021 the Trust Board agreed (via E-Governance) changes to some 
elements of the Scheme of Reservation and Delegation and to quorum 
requirements for some Board Committees to enable the organisation to 
respond swiftly and effectively to Covid-19. It was recognised that it was of 
vital importance to have flexible corporate governance arrangements in place 
to ensure the most essential aspects of the ‘business’ of the Trust and good 
governance practices were maintained.  As part of this agreement the Trust 
Board would determine the point at which the changes would be dissolved 
post the Covid-19 pandemic.  The revised quorum requirements were agreed: 
 
A quorum must be three members, of whom one must be an Executive 
Director and two Non-Executive Directors.  The Executive Director or Deputy 
Director of People and OD must be present. 

 
2. Terms of reference  
 
2.1 During the year, the Committee has worked to Terms of Reference approved 

in July 2020.  
 
2.2 Meetings and membership  
 

The Committee met on six occasions during 2020-21 and the membership 
and attendance has been recorded as follows (noting the February 2021 
meeting had not met at the time of reporting): 

 
Chart 1 – Committee Member attendance register 2020-21 
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Board Member 
2020-21 People and OD Committee 

Apr May June July Aug Sept Oct Nov Dec Jan Feb Mar 

Kerry Eldridge, 
Director of 
People & OD 

√  √   √ √  √    

Kim O’Keeffe 
Director of 
Nursing, 
Midwifery & AHP 

x  √   x x  √    

Allister Grant 
Medical Director 

√  x   x x  √    

Susan Bracefield 
Director of 
Operations 

√  x   x x  x    

Berni George 
Director of 
Integrated 
Governance 

x  √   √ x  x    

Sarah Pryce 
(Chair) Non-
Executive 
Director 

√  √   √ √  √    

Paul Hobson 
Non-Executive 
Director 

√  √   √       

Ruth Allarton 
Associate Non-
Executive 
Director 

√  √   √ √  √    

Richard Smith  
Associate Non-
Executive 
Director 

        √    

Mairi Mclean 
Chairwoman 
In attendance 

√  √   x √  √*    

Page 658 of 702



3 
 

 
(* to ensure quorum) 

  
2.3  Due to changes in Non-Executive Director membership in October 2020 the 

Trust Chairwoman formally represented the vacant NED position to ensure 
quorum requirements were met. 

 
2.3.1 There remains a gap in Non-Executive Director membership which 

would be resolved through the recruitment to the vacant post in April 
2021. 

 
2.4 Minutes of each of the meetings have been formally presented to a 

subsequent meeting of Committee, with the Committee Chair drawing any key 
issues for the attention of the Board. 

 
2.5  Sub-committees  
 
2.5.1 The Committee has received a summary assurance report from its Sub-

Committee / Groups. It is acknowledged that submission of written reports 
had improved following identification through the 2019-20 Annual Report that 
this was  inconsistent. The Committee is due to receive the terms of reference 
of its sub committees /groups in February 2021.  

 
2.6  The Chair of the Joint Consultative Negotiating Committee (JCNC) joined the 

Committee in 2019/20 as a member, as per the Committee recommendation 
in August 2019.  The Committee has noted how valuable this appointment is. 

 
2.7  Delegated authority  
 
2.7.1 The Committee is authorised by the Board to investigate any activity within its 

Terms of Reference. It is authorised to seek any information it requires from 
any employee and all employees are directed to co-operate with any request 
made by the Committee. The Committee is authorised by the Board to obtain 
outside legal or other professional advice and to secure the attendance of 
outsiders with relevant experience and expertise if it considers this necessary 
and after informing the Chair of the Trust Board.   

 
2.7.2 The Committee will assist the Trust Board to maintain a strategic overview of 

the adequacy of the Trust’s workforce, and educational and organisational 
development arrangements to ensure a flexible, adaptable and positive 
workforce, fit for the future, to enable the on-going provision of affordable, 
high quality care and good clinical outcomes for patients, and develop 
effective strategies that support the Trust’s strategic vision and values. 

 
3  Work plan  
 
3.1  The Committee has a work plan that schedules key matters for regulatory 

compliance, core business as well as strategic matters and matters for 
approval.  
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3.2 The key principal review areas of the Committee, as set out in the Committee 
Terms of Reference are: 

 
o Strategic oversight and workforce planning; 
o Organisational development and staff engagement; 
o Compliance and risk management; 
o Education; 
o Equality and Inclusion. 

 
3.2.1 Strategic oversight and workforce planning; 

 
3.2.1.1 The Committee routinely receives a Brilliant People Report which 

outlines the workforce, resourcing, vacancies, recruitment and retention, 
sickness absence, appraisal activity, employee relations, Freedom to Speak 
Up, equality, diversity and inclusion and health and wellbeing activity.  The 
Brilliant People Report has continues to evolve to provide a greater level of 
information and assurance which includes Key Performance Indicators. 
 

3.2.1.2 The Committee received and provided comment on the development of 
the Brilliant People Strategy which was approved by Trust Board in April 
2020.  The Strategy outlines the organisational vision to be Brilliant and is 
aligned to the Trust Strategy and encompasses the following themes: 
 
• Recruitment and retention; 
• Culture, leadership and Freedom to Speak Up; 
• Organisational Development; 
• Health and Wellbeing; 
• Learning and Development; 
• Engagement and Communication; 
• Equality, Diversity and Inclusion; 
• Workforce Planning. 

 
3.2.1.3 The Committee endorsed the following Strategies in 2020-21: 

 
• Library Services Strategy (October 2020) which set out the three year 

strategy for the Cornwall Health Library; 
• Recruitment Strategy for 2020-2023  (October 2020) which supports the 

People and OD Brilliant People Strategy commitment regarding the 
recruitment and retention of competent and experienced people to ensure 
patients receive the best possible and compassionate care (high quality, 
safe and effective); 

• Noted The System People Plan (December 2020) which was reviewed by 
the Partnership Senate in October 2020 and the December 2020 Trust 
Board received an update through the CEO report on the key activities. 
 

3.2.1.4 With regard to workforce, the Committee has received routine 
information and assurance through the Brilliant People Report, including the 
management of its international recruitment campaign.    
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3.2.1.5 The Committee received details of the workstreams to support the 
delivery of the Brilliant People Strategy, which included the development of 
the underpinning workforce systems and process (HR System Reset 
Business Case received in October 2020) and the People and OD 
Restructure. 

 
 

3.2.2 Organisational development and staff engagement; 
 

3.2.2.1 The Committee recommended at its meeting in October 2020 the Trust 
Board receive directly the reports from the Freedom to Speak Up Guardian in 
line with regulatory requirements.   
 

3.2.2.2 In April 2020 the Committee received the headlines from the NHS 
National Staff Survey for 2019 through the Brilliant People Report. The 
Committee did not receive the Staff Survey Action Plan.  In September 2020 
the Committee received the outline approach for the 2020 Staff Survey. 

 
3.2.2.3 The Committee endorsed the home working guidance for staff in 

October 2020. This outlined the Trust’s response to support staff whilst 
working at home during the pandemic so they can consider their physical 
environment and their psychological wellbeing.   
 

3.2.2.4 With regard to culture, the Committee received a mid and annual 
review of the Maternity Culture work, with its most recent report in December 
2020 where the Committee noted the ongoing journey.  The Committee (also 
in December 2020) received the organisational approach being taken to 
develop a restorative just and learning culture  
 

3.2.2.5 Health and Wellbeing continues to be a key focus of the Brilliant 
People Report, but there has been an increased emphasis on supporting staff 
during the pandemic. 

 
3.2.2.6 The Brilliant People Report focusses on keys areas, including staff 

engagement and recognition.  A variety of engagement methods are used, 
such as Team Talk which is held monthly by the Chief Executive and a 
monthly staff pulse-check survey. 

 
3.2.3 Compliance and risk management; 

 
3.2.3.1 Throughout the year the Committee received assurance on its statutory 

and regulatory compliance pertaining to workforce and education and the 
Equality Act 2010. 
 

3.2.3.2 The Committee received a quarterly and an Annual Report from the 
Guardian of Safe Working Hours but in November 2020 it was agreed the 
Trust Board should receive directly the reports from the Guardian of Safe 
Working Hours in line with regulatory requirements.  
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3.2.3.3 A professional standards report providing information on professional 
misconduct, tribunals is presented to each Committee meeting.  The 
Committee incorporated this report into the Brilliant People Report, but agreed 
in December 2020 this should be a stand-alone report (exception reporting to 
the Trust Board). 
 

3.2.3.4 In line with the Board agreement in January 2020 the Committee 
agenda is aligned to the principal risks assigned to ‘Brilliant People’.  The 
Committee receives information and assurance through the Brilliant People 
Report.  

 
3.2.3.5 The Medical Director annually provides assurance on Medical 

Appraisal and Revalidation.  This was received in October 2020. 
 
3.2.4 Education; 

 
3.2.4.1 The Director of Medical Education is a member of the Committee and 

presents a Post Graduate Medical Education Annual Report to Committee.  
The Committee received the annual report in September 2020 which 
summarised the education support, activities and the outcomes of the GMC 
national trainee survey. 
 

3.2.4.2 In December 2020 the Committee received the Non-Medical Education 
Annual Report for 2019-20.   The report provided a summary of key learning 
and development activities undertaken during the academic year and 
highlighted the value and impact of education and training on both service and 
workforce.  The Committee noted the education response to the pandemic 
and the effort to upskill staff and continue with work experience and 
placements.    

 
3.2.5 Equality and Inclusion; 

 
3.2.5.1 The Committee annually reviews the Workforce Race Equality 

Standard and the Workforce Disability Equality Standard through the Annual 
Equality Report.  The report was presented to Committee in June 2020. 

3.2.5.2 The Committee received a briefing on the Trust arrangements for 
Equality, Diversity and Inclusion which highlighted the key achievements and 
plans for the future. 

 
3.2.5.3 The February Committee is scheduled to receive the Equality and 

Inclusion Standard as well as review progress against the Equality and 
Inclusion Strategy. 
 

4. Controls and Assurance 
 
4.1 The Committee gained assurance through routine reporting, requesting 

reports from management and where necessary deep dive reports, which 
included: 
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• Sickness Absence Deep Dive – to gain assurance on the management of 
nursing sickness absence and the impact; 

• Mandatory Training Deep Dive – to gain assurance regarding the 
arrangements in place to role profile on the Electronic Staff Record.  This 
evolved into the HR System Reset Business Case. 

• Leavers Deep Dive – to gain assurance regarding leavers with less than 
one year’s service. 

 
4.2 The Committee routinely receives information in order to discharge its duties; 

this includes assurance with regard to processional misconduct through the 
Professional Standards Report and the Brilliant People Report provides 
assurance in relation to the workforce plan, ensuring safe and affordable 
staffing as well as leadership capability and improvement.   

 
4.4 The Committee also receives assurance through statutory and regulatory 

compliance pertaining to workforce and education including compliance with 
the Equality Act 2010, Equality and Inclusion, assurance that appropriate 
actions are being taken in response to the annual Staff Survey and lastly 
compliance with HR legislation and medical revalidation regulations. 

 
5. Committee effectiveness  
 
5.1 Following the approval and publication of the Corporate Governance Standing 

Operating Procedure (SOP) in 2020, each Trust Board Committee is required 
to undertake a self-assessment review  (as outlined in sections 6.15 ‘Review 
of Board/Committee Business’ of the SOP). The UK Corporate Governance 
Code (and the Code of Governance that applies to Foundation Trusts) also 
states that: ‘The Board should undertake a formal and rigorous annual 
evaluation of its own performance and that of its Committees and individual 
Directors’. This review allows each Committee to identify areas where it could 
improve its understanding and/or effectiveness. 

 
5.2 The self-assessment questionnaire encompassing 20 questions was sent to 

Committee members and attendees in February 2021.  The survey focussed 
on the effectiveness of the Committee during 2020-21.  Nine out of a total of 
14 respondents answered the survey: eight members and one in attendance. 

 
5.3 Key Findings of the 2019/20 survey: 
 
5.3.1 Overall effectiveness of the Committee was rated at 2.8 (Good) in comparison 

to 2.6 (fair to good) in 2019-20.  The Committee were asked to rate each of 
the 20 statements against the following criteria: 

 

 
 

An overview of the weighted average of each assessed element is shown in 
Chart 2 below, the data presented is predominately a weighted average and 
will depict where most of the observations fall.   
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Chart 2: Weighted Average by Assessment Statement – People and OD 
Committee 
 
 

 
 
5.3.2 The overall effectiveness of the Committee was found to be ‘Good’ and 

responses in the main ‘agreed’ with the questions: 
 

• Members strongly agreed / agreed that ‘There are clear Terms of 
Reference, with clarity regarding reporting lines and delegated authority’; 

• Committee members strongly agreed / agreed that ‘ The Chair 
demonstrates effective leadership and allows full and open discussion 
before decisions are taken’ 

• Strongly agreed / agreed that ‘There are clearly defined, well understood 
processes for escalating and resolving issues and risks’ and; 

• Agreed that ‘Sufficient time is allowed between Committee meetings and 
meetings of the Full Board to allow any work arising to be carried out and 
reported to the Board as appropriate’. 

 
In comparison to comments received in 2019-20, the results were similar in 
regard to the leadership of the Committee but the Committee felt the 
statement that ‘All Committee members actively contribute and add value at 
meetings’ had deteriorated from a positive position last year, to a concern in 
2020-21.  On a positive note, the Committee felt the Terms of Reference were 
clear and there were well understood processes for escalating issues and 
risks. 
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5.3.3 The key areas where concern (‘disagree’ or where members ‘neither agree 
nor disagree)’ included: 

 
• Committee members have sufficient time to fulfil their responsibilities in 

relation to the Committee; 
• Time is used effectively in meetings; 
• The number and length of meetings is sufficient to allow the Committee to 

fully discharge its duties; 
• All Committee members actively contribute and add value at meetings; 
• Committee papers are of an appropriate quality (e.g., not overly lengthy 

and clearly explain the key issues and priorities) and; 
• Committee meeting agenda’s and related background information are 

circulated in a timely manner to enable full and proper consideration to be 
given to the important issues. 

 
In comparison to comments received in 2019-20, similar areas of concern 
included the time being used effectively in meetings and the quality of papers, 
but as noted above there was a shift in the Committee’s opinion on members 
contributions.   
 

5.3.4 Common themes identified through Committee members comments and 
observations included: 

 
• Papers are not always ready on time but this has started to improve; 
• Large agenda / lots of papers – need more time for debate; 
• Quality of papers has improved but still need to be more succinct 

,comprehensive and concise; 
• Better workplan but could be improved – greater links with the Board 

Assurance Framework/Corporate Risk Register; 
• Improved information flows with Sub-Committees – would welcomed more 

from the Local Workforce Advisory Board 
 
In comparison to comments received in 2019-20, there again were similarities 
regarding the size of the agenda, the quality of papers (needing to be more 
concise) and lastly the circulation of papers in a timely way.  The suggestion 
regarding the workplan and being better aligned to the BAF/CRR should be 
considered. 
 

5.3.5 Committee members were asked the question “what do you think should be 
the Committee’s areas of focus for 2020/21”.  The most common themes 
included: 

 
• Covid recovery plans / workforce recovery / workforce planning (long term) 
• ICS workforce planning; 
• Agency spend; 
• Embedding health and safety culture 
• Better alignment with risk register 
• Staff health and wellbeing; 
• Equality and inclusion; 
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• Progress against the Brilliant People Strategy 
 
5.3.6 The Committee allocates time in its meetings to review its own work plan and 

evaluate the effectiveness of its meetings and Chair routinely seeks feedback 
from Committee members which is captured at the end of each meeting.  This 
is consistent with the outcomes of the self-assessment. 

  
6  Conclusion and Recommendations 
 
6.1 The Committee will strive to continually improve the process for providing the 

Board with assurances within the remit of the Committee. 
 
6.2 The Committee has complied with its Terms of Reference during 2020-21 and 

has made improvements / responded to the actions arising from the 2019-20 
annual report, but remains on an improvement journey. 

 
6.4 The Committee should review its Terms of Reference and consider the 

following recommendations: 
 

• Committee to review its Terms of Reference (as part of the annual review 
process); 

• Note the progress,  but consider and make improvements to ensure further 
improvements of the timeliness of the production and distribution of 
Committee papers and the quality of papers to ensure they are concise; 

• Debate the priorities for 2020/21 and ensure the work plan adequately 
reflects any changes/outcomes and is better aligned to the BAF/CRR: 

• Company Secretary and Executive Directors to support improvements 
regarding reporting arrangements, timeliness, quality and length of reports 
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Audit and Risk Assurance Committee Annual Report and Committee Self-

Assessment 2020-21 
 
 
1. Introduction  
 
1.1 The purpose of this report is to provide the Trust Board with a summary of the 

work of the Audit & Risk Assurance Committee of Royal Cornwall Hospitals 
NHS Trust (hereafter referred to as “the Committee”) during the period April 
2020 – March 2021 (2020-21) and, in doing so, comply with the Committee’s 
Terms of Reference. 

 
1.2 In accordance with the Audit Committee Handbook 2018 (which remains the 

latest edition), this annual report is presented to the Board promptly after the 
financial year end and before it considers the Trust’s annual report and 
statutory declarations. 

 
1.3 The Committee’s Annual Report is also informed by a Committee self-

assessment (undertaken by online survey in February 2021) completed by 
Committee Members (Non-Executive Directors) and those officers identified 
as ‘in attendance’ - see Section 5. 
 

1.4 In March 2021, the Trust Board agreed (via E-Governance) changes to some 
elements of the Scheme of Reservation and Delegation and to quorum 
requirements for some Board Committees to enable the organisation to 
respond swiftly and effectively to Covid-19. It was recognised that it was of 
vital importance to have flexible corporate governance arrangements in place 
to ensure the most essential aspects of the ‘business’ of the Trust and good 
governance practices were maintained.  As part of this agreement the Trust 
Board would determine the point at which the changes would be dissolved 
post the Covid-19 pandemic.  There were no revised quorum requirements for 
the Audit and Risk Assurance Committee where ‘A quorum must be two 
members’. 
 

1.5 The Committee is comprised of the Chairs of all of the Board’s sub 
committees and includes a non-executive director with specific expertise in 
financial accounting. The Committee is chaired by a non-executive director 
with significant experience in risk management. The Chairwoman of the Board 
is not a member of the Committee. 

 
2. Terms of reference  
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2.1 The Committee was established under Board delegation. Its approved Terms 
of Reference were last revised at its July 2020 meeting. The Terms of 
Reference reflect the Committee arrangements that applied in 2020-21 and 
are aligned with the latest Audit Committee Handbook 2018. 

 
2.2 This report sets out how the Committee has satisfied its Terms of Reference 

during the financial year 2020-21 and provides the Board with evidence 
relevant to its responsibilities for the annual Governance Statement. 

 
2.3 Meetings and membership  
 

The Committee met on eight occasions during 2020-21.  This includes an 
additional meeting to review and approve the Annual Report and Accounts in 
May 2021 and an Extraordinary Committee in November 2021.  The 
membership has been recorded as follows (noting the March 2021 meeting 
had not met at the time of reporting): 
 

 
Chart 1 – Committee Member attendance register 2020-21 

Board 
Member 

2020-21 Audit and Risk Assurance Committee 

Apr May June July Aug Sept Oct 
Nov 
Extraordinary  

Dec Jan Feb Mar 

Sarah 
Newton 
(Chair) 
Non-
Executive 
Director 

√ *   √   √ √     

Margaret 
Schwarz 
Non-
Executive 
Director 

√ √ √ x   √ x     

Paul 
Hobson 
Non-
Executive 
Director 

x x x √   √ √     

Sarah 
Pryce 
Non-
Executive 

   x   √ √     
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Director 

Richard 
Stephenson 
Non-
Executive 
Director 

   √   √ √     

Rob 
Leighfield1 
Associate 
Non-
Executive 
Director 

√ x √ √         

Gill Vivian2 
Non-
Executive 
Director 

√ √ √          

 
(* observing) 

  
2.4  The Chair of the Committee changed from Margaret Schwarz, Non-Executive 

Director to Sarah Newton, Non-Executive Director in July 2020.  Following 
approval of the Terms of Reference in July 2020 the membership changed to 
include all the Committee Chair’s. 

 
2.5 Minutes of each of the meetings have been formally presented to a 

subsequent meeting of Committee, with the Committee Chair drawing any key 
issues for the attention of the Board. 

 
2.6  Delegated authority  
 
2.6.1 Every NHS organisation is required to have an Audit Committee that reports 

to its governing body. The existence of an independent Audit Committee is 
the central means by which a Board ensures effective control arrangements 
are in place. 
 

2.6.2 Under delegated authority, the Audit & Risk Assurance Committee 
independently reviews, monitors and reports to the Board on the attainment of 
effective control systems and financial reporting processes. In particular, the 
Committee’s work focuses on the framework of risk, control and related 
assurances that underpin the delivery of the Trust’s objectives. 
 

                                            
1 April 2020 to October 2020 
2 April 2020 to October 2020 
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2.6.3 The Committee receives and considers reports from both internal and external 
auditors and recommends the annual accounts and annual Governance 
Statement to the Board for approval. 

 
3  Work plan  
 
3.1  The Committee has a work plan that schedules key matters for regulatory 

compliance, core business as well as strategic matters and matters for 
approval.  

 
3.2 The key principal review areas of the Committee, as set out in the Committee 

Terms of Reference are: 
 

• Oversight of Trust arrangements for governance, management of risk, 
internal control and financial reporting; 

• Risk assurance; 
• Internal audit; 
• External audit; 
• Counter fraud; and 
• Auditor Panel. 

 
3.2.1 Oversight of Trust arrangements for governance, management of risk, 

internal control and financial reporting 

3.2.1.1 During the year, the Committee gained assurance from the work of 
other committees, internal and external auditors and other 
regulators/inspectors, as part of the co-ordinated approach to assurance 
arrangements within the Trust. It may commission deep dives, where deemed 
appropriate, and requested assurance reports from management (some of 
which are referred to in this annual report). It continued to receive regular 
reports on losses and special payments, single tender actions and the 
endorsement of Trust policies. 

3.2.1.2 In scrutinising such reports, the Committee has continued to raise the 
effectiveness of internal controls and embed robust arrangements for 
gathering, recording and monitoring sources of assurance for external 
assessment. It provided assurance to the Board on the Trust’s arrangements 
for governance, risk management, internal control and financial reporting, 
including actions by management to address principal risks and strengthen 
internal controls. 

3.2.1.3 Other activities of note throughout the year were as follows: 

i) The Committee considered and approved the Clinical Audit Programme for 
2020-21 and Clinical Audit plan for 2020-21 in April 2020;  
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ii) The Committee received the Gifts, Hospitality, Sponsorship and 
Declaration of Interest Annual Assurance Report for 2019-20 in April 2020 
and endorsed the planned improvements and approved the proposed 
definition of decision making staff.  It was noted that due to the Covid-19 
pandemic the Trust had received significant generosity from individuals 
and organisations and the Committee received assurance on the 
arrangements to track such gifts and hospitality.  The Committee also 
approved the revised policy, renamed the Declaration of Interest Policy in 
January 2021 which outlined the improvements in recording data; 

iii) The Committee recommended the Board approve the financial statements 
2019-20 and sign the Letter of Representation at its meeting in June 2020.  
The Committee received the Head of Internal Opinion and the Annual 
Report and the Annual Governance Statement at this meeting;  

iv) The Committee discussed and provided feedback on the draft Annual 
Governance Statement in May 2020 ahead of it being presented alongside 
the Annual Report and Accounts in June 2020; 

v) Updated Standing Orders, Standing Financial Instructions and Scheme of 
Reservation and Delegation were reviewed by the Committee in July 2020 
and recommended to the Trust Board for approval.  The Committee 
annually reviews these core governance documents; 

vi) The Committee received a summary of the Seal Register entries during 
April 2020 to January 2021.  The Committee welcomed the report and 
suggested the approval process and contract values were included in 
future reporting.  The report would be presented to the Committee bi-
annually;  

vii) Routinely receives a losses and special payments report and a single 
tender action report; 

viii)Greater internal controls were agreed in July 2020 regarding the process 
of seeking assurance on limited assurance internal audits and how other 
Committee meetings of the Board are engaged.  It was agreed that limited 
assurance reports would go to the relevant Board Committee so that 
Committee was sighted.  The Audit and Risk Assurance Committee would 
then seek assurance that the actions undertaken have/had a sustainable 
impact/improvement on the process/internal control issued identified; 
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ix) The Committee received assurance on the application of changes made to 
the Scheme of Delegation to enable swift decisions to be made during the 
Covid-19 Pandemic.  The Committee noted the necessary 
contracts/arrangements entered under emergency Covid-19 arrangements 
and supported the maintenance of the additional delegated powers 
approved by the Trust Board (March 2020) and agreed to review these in 
July 2021; 

x) In January 2021 the Committee was briefed on the guidance, as set out in 
the Audit Handbook, on expectations with regards mergers and 
acquisitions in the context of the Trust’s proposed integration with CFT.  A 
meeting of the organisational Committee was arranged to debate this 
further; 

 
3.2.2 Risk Assurance  

 
3.2.2.1 Throughout the year, the Committee received risk and assurance 

management reports covering the latest position of the Corporate Risk 
Register and Board Assurance Framework (BAF). Other activities of note 
were as follows: 

i) The Risk Management Strategy and Policy was presented to the 
Committee in October 2020 following a Board Informal discussion to 
review the Board Assurance Framework and Risk Appetite.  The 
Committee recommended the Trust Board approve the revised strategy 
and policy; 

ii) The Committee routinely reviews the Board Assurance Framework (April, 
July, October in 2020 and January and March 2021).   The Committee has 
debated and approved the Covid-19 risks to the Trust Corporate Risk 
Register, noting the continuous review in light of the ongoing impact of the 
Covid-19 pandemic. 

3.2.3 Internal Audit 
 
3.2.3.1 ASW Assurance provides internal audit services to a consortium of 

bodies that includes the Trust. At each meeting, the Committee received 
details of recent Internal Audit work, together with updates of management’s 
progress in implementing agreed actions to address audit recommendations. 
Developments in the NHS and areas for future audit work were highlighted for 
the Committee’s consideration. 

 
3.2.3.2 Other activities of note throughout the year were as follows: 
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i) The Committee received the Internal Audit Strategy and Audit and 
Assurance Plan for 2020-21 to 2022-23 in draft in April 2020.  This was 
updated in May 2021 to ensure it remained fit for purpose and focused on 
the key risks, particularly in light of Covid-19.  The Internal Audit Plan was 
regularly reviewed throughout the year; 
 

ii) The draft Head of Internal Audit Opinion was received in May 2020 which 
outlined the limited assurance given and the necessary improvements 
required;  

 
iii) The Internal Audits own Annual Report for 2019-20 was received in 

October 2020 and outlined the successes and how ASW made a 
difference to their client organisations within the Consortium; 

 
iv) The Committee are scheduled to review the annual effectiveness of 

Internal Audit in March 2021. 
 
3.2.3.3 The Committee received updates from the ASW Assurance 

Consortium Board.   At the April 2020 meeting it noted ASW Assurance’s 
revised Internal Audit Charter which sets out the purpose and responsibilities 
of internal audit in line with Public Sector Internal Audit Standards; 
 

3.2.3.4 The Committee considered the major findings of Internal Audit and are 
assured that management have responded in an appropriate manner and that 
the 2020-21 Head of Internal Audit Opinion and Annual Governance 
Statement reflect the circumstances of the Trust. 
 

3.2.4 External Audit 
 

3.2.4.1 Throughout the financial year, the Trust received its external audit 
service from Grant Thornton UK LLP, following a procurement process as per 
the Auditor Panel section of this report. 
 

3.2.4.2 The Committee routinely received progress reports on the work of 
External Audit, providing it with assurance on internal control and financial 
reporting. 

 
3.2.4.3 Other activities of note throughout the year were as follows: 
 

i) The Committee received the External Audit Plan for year ending March 
2020 in April 2020 which provided an overview of the planned scope and 
timing of the statutory audit; 
 

ii) In June 2020 the Committee received the Audit Findings report for year 
ending 31 March 2020 which included the key headlines, value for money 
arrangements and the going concern commentary.  As part of the External 
Audit review of the financial statements, the Committee in June received 
the Auditors referral under Section 30 of the Local Audit and Accountability 
Act 2014 regarding the breach to break-even duty for the period ending 31 
March 2020; 
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iii) The Annual Audit Letter for the year ending March 2020 was received in 

July 2020 which summarised the key findings arising from the work carried 
out that year; 

 
iv) The Extraordinary Committee in November 2020 considered and 

recommended the Trust Board approve the Quality Account for 2019-20.  
Due to Covid-19 amendments had been made to the requirements this 
year including a recommended submission date by15 December 2020, 
there was no requirement for an external auditor opinion in this reporting 
year; 

 
v) Noted the National Audit Office provided a guidance note on the Auditors 

work on Value for Money (VFM) arrangements following a period of 
consultation.  The changes (which were for the next 5 years) included the 
removal of the Annual Audit Letter which would be replaced by the 
Auditor’s Annual report as well as three new criteria:  

a. Governance; 
b. Financial Sustainability 
c. Improving Economy, Efficiency and Effectiveness. 

vi) The Committee reviewed the Annual Review of External Audit 
Effectiveness in January 2021. 

 
3.2.5 Counter Fraud 
 
3.2.5.1 The Committee continued to ensure that the counter fraud service, as 

provided by ASW Assurance, gave the Trust assurance on its anti-fraud 
arrangements. Throughout 2020-21, the Committee received regular updates 
on progress against the counter fraud work plan, the status of new and 
ongoing investigations and any other pertinent issues about fraud. In 
continuing to develop a strong anti-fraud/bribery/corruption culture, work to 
raise general awareness by Trust staff was regularly highlighted, including 
presentations, fraud alerts, meetings with managers, newsletters and counter 
fraud pages on the Trust’s intranet. Instances of counter fraud advice given to 
staff on specific matters were also relayed to the Committee. 
 

3.2.5.2 Other activities of note throughout the year were as follows: 
 
i) Received the 2019-20 Annual Report in July 2020; 

 
ii) The NHS Counter Fraud Self-Review tool was shared with Committee 

members in May 2020 ahead of its submission on 31 May 2020;   
 

iii) The Committee received and reviewed the Counter Fraud work plan in 
May 2020; 

 
3.2.6 Auditor Panel  
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3.2.6.1 The Trust Board established an Auditor Panel with responsibility for 
appointing external auditors from an open and competitive market and 
overseeing the resulting contract. In order to streamline governance and 
reporting issues, the Committee took on the Auditor Panel role. Grant 
Thornton LLP was re-appointed to provide an external audit service for a 
further 3 plus 2 years in 2018-19.   The Auditor Panel met in January 2021 to 
seek ratification for the variation made to the contract which executes the two 
year extension period of the contract and an increase in the contract price. 
 

4. Controls and Assurance 
 
4.1 The Committee gained assurance through routine reporting, requesting 

reports from management in order to discharge its duties. 
 

4.2 During 2021-22, the Committee will continue to focus on obtaining evidence 
to support assurances over controls covering the key risks faced by the 
Trust. The Committee will continue to actively follow up matters arising from 
the reports it receives and will advise the Board of any matters that have not 
been actioned satisfactorily. 
 

4.3 The Committee will strive to continually improve the processes for providing 
the Board with assurances that its systems of governance, risk management 
and internal control, covering all clinical and non-clinical Trust activities, 
remain fit for purpose and support the achievement of Trust objectives.  

 
5. Committee effectiveness  
 
5.1 Following the approval and publication of the Corporate Governance Standing 

Operating Procedure (SOP) in 2020, each Trust Board Committee is required 
to undertake a self-assessment review  (as outlined in sections 6.15 ‘Review 
of Board/Committee Business’ of the SOP). The UK Corporate Governance 
Code (and the Code of Governance that applies to Foundation Trusts) also 
states that: ‘The Board should undertake a formal and rigorous annual 
evaluation of its own performance and that of its Committees and individual 
Directors’. This review allows each Committee to identify areas where it could 
improve its understanding and/or effectiveness. 

 
5.2 The self-assessment questionnaire encompassing 20 questions was sent to 

Committee members and attendees in February 2021.  The survey focussed 
on the effectiveness of the Committee during 2020-21.  Eight out of a total of 
13 respondents answered the survey: two members and six in attendance. 

 
5.3 Key Findings of the 2020-21 survey: 
 
5.3.1 Overall effectiveness of the Committee was rated at 3.3 (Good). The 

Committee wase asked to rate each of the 20 statements against the 
following criteria: 
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An overview of the weighted average of each assessed element is shown in 
Chart 2 below, the data presented is predominately a weighted average and 
will depict where most of the observations fall.   

 
Chart 2: Weighted Average by Assessment Statement – Audit and Risk 
Assurance Committee 
 

 
 
5.3.2 The overall effectiveness of the Committee was found to be ‘Good’ and 

responses in the main ‘agreed’ with the questions: 
 

• Committee meetings encourage high quality of debate with robust, 
respectful discussions. 

• The composition of the committee is appropriate, with the right mix of 
knowledge and skills to maximise performance. 

• The number and length of meetings is sufficient to allow the committee to 
fully discharge its duties. 

• All committee members actively contribute and add value at meetings. 
• Meeting dates are scheduled appropriately to enable members to attend. 
• Outstanding actions arising from committee meetings are properly 

followed up. 
 

5.3.3 The key areas where concern (‘disagree’ or where members ‘neither agree 
nor disagree)’ included (noting that there are no sub-committee meetings): 
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• Sufficient time is allowed between committee meetings and meetings of 
the full board to allow any work arising to be carried out and reported to 
the board as appropriate; 

• Committee papers are of an appropriate quality (e.g., not overly lengthy 
and clearly explain the key issues and priorities) 

• Committee members, individually and collectively, have a good 
understanding of the key responsibilities of the committee. 
 

5.3.4 Common themes identified through Committee members comments and 
observations included: 

 
• Meetings can sometimes lose focus / a need to focus on assurance rather 

than being operational; 
• Membership is still relatively new and the meeting is embedding; 
• Opportune time to review the annual workplan;  
• Committee papers are lengthy; 
• There needs to be sufficient time for actions to be taken to demonstrate 

they have been embedded; 
• Consideration and clarity on the role of External Audit at the meeting and 

the information supplied; 
 

5.3.5 Committee members were asked the question “what do you think should be 
the Committee’s areas of focus for 2020/21”.  The most common themes 
included: 

 
• Key areas of assurance on the Board Assurance Framework i.e. Estates, 

Health and Safety; 
• The role of Audit and Risk Assurance Committee in support of 

improvements set out by regulators; 
 
5.3.6 The Committee allocates time in its meetings to review its own work plan and 

evaluate the effectiveness of its meetings and Chair routinely seeks feedback 
from Committee members which is captured at the end of each meeting.  This 
is consistent with the outcomes of the self-assessment. 

  
6  Conclusion and Recommendations 
 
6.1 The Committee will strive to continually improve the process for providing the 

Board with assurances within the remit of the Committee. 
 
6.2 The Committee has complied with its Terms of Reference during 2020-21. 
 
6.4 The Committee should review its Terms of Reference and consider the 

following recommendations: 
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o Committee to review its Terms of Reference (as part of the annual review 
process) and align this to the NHS Audit Committee Handbook, particularly 
with regard considering the inclusion of the role of Audit and Risk 
Assurance Committee and whistleblowing/Freedom to Speak Up and how 
the Committee should ensure that the arrangements allow proportionate 
and independent investigation of such matters and appropriate follow up 
action; 

o Consider and debate how to ensure Committee members have a good 
understanding of the key responsibilities of the Committee, acknowledging 
that many members are still new to the Committee and if there are support 
requirements; 

o Debate the priorities for 2020/21 and ensure the work plans align to the 
NHS Audit Committee Handbook and adequately reflects any changes 
and ensures key areas of focus around the Board Assurance Framework; 

o Company Secretary and Executive Directors to support improvements 
regarding quality and length of reports; 

o approve the annual report of the Committee for submission to the Board 
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Title: Remuneration and Appointments Committee Annual Report 
and Effectiveness Self-Assessment 2020/21  

1. Situation
1.1 The purpose of the Remuneration and Appointments Committee is to to identify 

and appoint candidates to fill all executive director positions and to determine the 
remuneration and other conditions of service for executive directors and very 
senior managers. The Committee is also responsible for ensuring there is a 
robust fit and proper person’s policy for the Board of Directors and for reviewing 
the overall composition and skills mix of the Board. 

1.2 The terms of reference of the Committee reflect the statutory requirements that 
apply to NHS Trusts. Membership of the Committee changed during 2020/21 as 
follows: 

• April 2020 to November 2020: Chairwoman, Non-Executive Directors
and Associate Non-Executive Directors. The Chair of the Committee
was the Chairwoman of the Board

• December 2020 – March 2021: Associate Non-Executive Directors,
Chair of Audit and Risk Assurance and Chairwoman no longer
members of the Committee. The Chair of the Committee was (and
remains) the Senior Independent Director.

1.3 Each Committee of the Board is required to produce an annual report for 
consideration by Trust Board; this is set out in the Committees’ terms of 
reference. In April 2021, Committee members were invited to complete an online 
self-assessment of committee effectiveness; this followed a discussion of the 
committee in November 2020 on areas it wished to improve with regards 
governance 

2. Background
Meetings of the Committee

2.1 The Committee met on 12 occasions during 2020/21 and all meetings were 
quorate. 

Business of the Committee 2020/21 
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2.2 The business managed by the Committee comprised: 
• Consideration of the performance of the Chief Executive and Executive 

Directors against agreed objectives for 2019/20 
• Approved objectives for the Chief Executive and Executive Directors for 

2020/21 
• Considered and approved remuneration for the Chief Executive and 

Executive Directors for 2020/21 
• Determined to remove the Trust’s Performance Related Pay Policy for 

Directors at the November 2020 meeting 
• Considered the processes for recruitment/appointment of several very 

senior manager vacancies and/or consultancy support, and approved 
related remuneration 

• Discussed and approved the Executive Director appraisal process in 
January 2021 

• Considered a review of executive director pay  
• Reviewed and approved a refreshed Fit and Proper Person’s Policy to 

take account of recommendations from the Kark Review 
• Considered principles for appointments of executive directors into dual 

roles with other NHS bodies  
 

Committee Effectiveness Self-Reflection 

2.3 Committee member respondents to the online self-assessment survey identified 
that the overall effectiveness of the Committee was 2 out of 4 where a score of 2 
was ‘fair’. Members reflected that the performance of the committee had 
improved during the year and that the reference point for different members 
could be different. 
 

2.4 Key areas to improve included: sufficient time of members to do their duties; 
effective use of time in meetings; quality of papers; timeliness of papers; and 
better scheduling and work programming. With regards these areas, members 
requested more detailed papers with clearer references to Trust and NHSI 
policies; papers to be distributed 7 days in advance of the meetings and more 
proactivity in work planning to reduce the number of extraordinary meetings 
required. 
 

2.5 Stronger areas were identified as: good debate with robust discussions; 
understanding of the committee’s responsibilities; composition of the committee; 
active contributions from all members; and follow-up of actions. 
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2.6 The Committee also held a meeting in November 2020 with its fuller membership 

as at that point in time and identified the following areas for improvement (which 
are consistent with the findings from the self-assessment): 

 
• ensuring the Committee had the relevant policies and extracts from Standing 

Orders to inform agenda items  
• when reviewing salaries, to have information provided that gives a clear 

sense of their duties, salary level, and benchmarking, within the context of a 
structure chart 

• greater clarity on the outcomes of decisions, particularly where the matter at 
hand was iterative  

• the need to consider greater objectivity in making decisions and less 
subjectivity  

• stronger controls assurance to ensure colleagues can undertake their 
professional duties  

• reviewing the membership of the Committee against best practice including 
considerations of whether the Trust Chair should be a member and whether 
the Chair of Audit and Risk Assurance Committee should be a member due 
to potential conflicts of interest should the Committee’s decisions be the 
subject of an internal audits 

• clarifying where the Committee reports to in terms of transparency and 
accountability  

• more time in the meetings to properly consider and debate issues  
• transparency in informal conversations between formal meetings of the 

Committee  
 

2.7 Most of the above suggestions for improvement have been actively enacted 
since November 2020 and the Committee will return to their effectiveness and 
opportunities for further improvement during 2021/22. 

3. Risk  
3.1 Given the nature of the Committee’s work, there are potential financial, 

reputational and people (e.g. retention) risks to its decisions. To mitigate those 
risks it is essential that the Committee understands and follows all local and 
national remuneration policies and processes for senior appointments. The 
Committee has recently clarified its expectations in that regards in terms of the 
information that should be provided within papers for consideration, with clear 
explanation and interpretation of such policies to ensure robust compliance. 
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4. Accountability 
4.1 The Acting Director of People and OD is the main HR advisor to the committee. 

The Chief Executive is also in attendance. The Committee is supported with 
regards secretariat by the Company Secretary. 
 

4.2 The next annual report will be submitted to the Committee in late spring 2022. 

5. Recommendations 
5.1 The Committee is recommended to: 

• note the Committee's Annual Report 2020/21 and that it would be submitted 
to the July Trust Board in Public meeting; and  

• note the areas for improvement identified 
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Charitable Funds Committee Annual Report 2020-21 

 
 
1. Introduction  
 
1.1 The purpose of this report is to provide the Charitable Funds Committee and 

the Trust Board with a summary of the work of the Charitable Funds 
Committee (the “committee”) for the year 2020-21 and, in doing so, comply 
with the committee’s Terms of Reference.  

 
1.2 The Committee undertook an annual Committee self-assessment in February 

2021.  This was completed by Non-Executive and Executive Director 
members of the Committee and those officers identified as ‘in attendance’ or 
‘observing’. 
 

1.3 In March 2021 the Trust Board agreed (via E-Governance) changes to some 
elements of the Scheme of Reservation and Delegation and to quorum 
requirements for some Board Committees to enable the organisation to 
respond swiftly and effectively to Covid-19. It was recognised that it was of 
vital importance to have flexible corporate governance arrangements in place 
to ensure the most essential aspects of the ‘business’ of the Trust and good 
governance practices were maintained.  As part of this agreement the Trust 
Board would determine the point at which the changes would be dissolved 
post the Covid-19 pandemic.  The revised quorum requirements were agreed: 
 
A quorum must be not less than two Non-Executive Directors and not less 
than one Executive Director 

 
2. Terms of reference  
 
2.1 During the year, the Committee has worked to Terms of Reference approved 

in May 2020.  
 
2.2 Meetings and membership  
 

The Committee met on 5 occasions during 2020-21 (and is due to meet in 
March 2021 for its sixth meeting) and the membership and attendance has 
been recorded as follows: 

 
Chart 1 – Committee Member attendance register 2020-21 
 

Board Member 2020 Charitable Funds Committee Meetings 

Apr  May  Jun Jul Aug Sep Oct Nov Dec Jan Feb March 
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2.3  Minutes of each of the meetings have been formally presented to a 
subsequent meeting, with the Committee Chair drawing any key issues for the 
attention of the Board. 

 
2.4  Delegated authority  
 

12 14 15 17 

Paul Hobson 
(Chair) Non-
Executive 
Director 

 √  √  √  √  √   

Sarah Pryce, 
Non-Executive 
Director 

 √  √  √  √  √   

Sarah Newton 
Non-Executive 
Director 

   √  x  √  x   

Rob Leighfield 
Associate Non-
Executive 
Director 

   √  x       

Gill Vivian 
Non-Executive 
Director 

 √           

Allister Grant 
Medical Director 

 X  √  x  x  x   

Adam 
Wheeldon 
Deputy Director 
of Finance 

 √  √  √  √  √   

Kerry Eldridge 
Director of 
People and OD 

 √  √  √  √  √   

Mairi McLean 
Chairwoman 
and Observer 

 √  √  √  √     
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2.4.1 The Charitable Funds Committee has been formally constituted by the Board 
in accordance with its standing orders, with delegated responsibility to make 
and monitor arrangements for the control and management of the Trust’s 
charitable funds and will report through to the Trust Board, as the Corporate 
Trustee. 

 
2.4.2 The Committee is authorised by the Board to investigate any activity within 

these Terms of Reference. It is authorised to seek any information it requires 
from any employee and all employees are directed to co-operate with any 
request made by the Committee. The Committee is authorised by the Board 
to obtain outside legal or other professional advice and to secure the 
attendance of outsiders with relevant experience and expertise if it considers 
this necessary and after informing the Chair of the Trust Board. 

 
2.4.3 As per Standing Orders, Standing Financial Instructions and Scheme of 

Delegation and Reservation the Role of Charitable Funds Committee is set 
out in section 27.16 The Trust Board shall appoint a Committee to be known 
as the Charitable Funds Committee, whose role shall be to advise the Trust 
on the appropriate receipt, use and security of charitable monies and; 27.17 
The terms of reference of the Charitable Funds Committee shall have effect 
as if incorporated into these Standing Orders and their approval shall be 
recorded in the appropriate minutes of the Trust Board and may be varied 
from time to time by resolution of the Trust Board. 

 
2.4.4 As per the Delegation of Powers by the Board to Committee (the Scheme of 

Delegated Authorities) set out in Standing Orders, Standing Financial 
Instruction and Scheme of Delegation and Reservation, the purpose of the 
Committee is “To oversee the fund raising, management, investment and 
disbursement of charitable funds within the regulations provided by the 
Charity Commission and to ensure compliance with the laws governing 
charitable funds.  All decisions taken by the Committee will be reported back 
to the Board as the Corporate Trustee” 

 
2.4.5 Annex 3 of Standing Orders, Standing Financial Instruction and Scheme of 

Delegation and Reservation outlines the Detailed Delegation Limits, and 
outlines the approval process for Charitable Funds. 

 
3  Work plan  
 
3.1  The Committee has a work plan that schedules key matters for regulatory 

compliance, core business as well as strategic matters and matters for 
approval. 

 
3.2 The key principal review areas of the Committee, as set out in the Committee 

Terms of Reference are: 
 

o Uphold the highest standards of governance with regard to the raising, 
retention and application of charitable funds; 

o Advise the Trust Board regarding the policy, practice and priorities for fund 
raising; 
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o Manage the investment of funds in accordance with Trustee Act 2000; 
o Ensure funding decisions are appropriate and are consistent with the 

Charity Commission; 
o Receive regular reports on the income and expenditure of the charitable 

fund; 
o Approve the annual accounts and report; 
o Approve all individual charitable fund expenditure items in excess of 

£25,000 and up to £100,000; 
o Review the performance of investment advisors and review their 

appointment; 
o Annual review the appointment of investment advisors. 

 
3.2.1 The Committee routinely receives information in order to discharge its duties, 

this includes compliance with regulatory requirements relating to scrutiny and 
approval of the Charitable Funds Annual Account, including an Annual Report 
(January 2021).   
 

3.2.2 The Committee receives a regular report outlining the Charity’s financial 
performance and performance of the investment portfolio.   This includes, 
income, losses on investment, expenditure including the cost of raising funds 
and support costs.   The Committee receives information and assurance on 
the balances held in the funds associated with the Trust’s corporate activities 
and care groups as well as the General Fund. 
 

3.2.3 In November 2020 the Committee recommended that fund advisors with 
balances over £50k (except for general fund and Covid-related funds) attend 
the Committee on a rolling programme over a 12 month period to present their 
spending plans.  This commenced in January 2021; 
 

3.2.4 In March 2020 the Committee received and approved the Charity Strategy 
and Fundraising Plan for 2020-2023 which proposed the strategic priorities 
and objectives of the charity for a three year period.  The main focus of the 
Charity Strategy was to guide the charity to maximise positive impact for 
patients and staff and enhance the profile of the charity.   

 
3.2.5 As per the Trustee Act 2000 the Trust has a duty to set an investment policy 

for the management of its funds.  The policy details the current investment 
policy to ensure that Royal Cornwall Hospitals NHS Trust, as Corporate 
Trustee, can demonstrate effective management of the current funds, whether 
these are invested or held as liquid assets to meet forecast current 
expenditure.  The Committee reviewed and approved the Trust Charitable 
Funds Investment Policy in June 2019 and recommended that in light of the 
development of a Charity Strategy, the policy should be reviewed upon 
development and implementation of this strategy.  The Committee reviewed 
and approved the Investment Strategy in September 2021. 

 
3.2.6 The Charity Implementation Plan was endorsed in July 2020, this included a 

Charity Marketing and Communications Plan and a recommendation to recruit 
a Charity Director / Head of Charity.  As of March 2021 the recruitment is still 
ongoing. 
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3.2.7 The Committee considered and approved the Use and Application of 

Charitable Funds Policy (and its continued use) in November 2020.  The 
policy was originally approved in November 2018 and the document was 
revised with minor amendments to align the document to the revised Scheme 
of Delegation. 
 

3.2.8 The Committee discussed the key principles of governance in line with taking 
forward the Charity’s new strategy in May 2020.  The report set out the 
existing governance framework and set out principles to guide the Charity in 
its next phase of development. 
 

3.2.9 The Committee annual receives a performance report from its investors 
(Barclays) on the portfolio asset allocation, portfolio holdings and overall 
performance within the financial year.  The annual review of investment was 
received in May 2020 but further assurances were required, and received, 
regarding Barclay’s approach to sustainability and the rationale for investing in 
business with appropriately responsible business practices. 
 

3.2.10 The Charity Risk Register is a live document and was presented to the 
Committee in November 2020 for consideration and approval.  The 
Committee considered and approved the associated scoring of the key 
Charity risks relating to governance and management; operation; financial; 
external factors and; fundraising.  The Charity Risk Register was presented to 
the December 2020 Trust Board (as the Trustee) and will be received more 
frequently by the Committee. 
 

3.2.11 As per Standing Orders, Standing Financial Instruction and Scheme of 
Delegation and Reservation the Committee receives, scrutinises and 
approves all individual charitable fund expenditure in excess of £25,000 and 
up to £100,000.  In response to the 2019-20 Annual Report which highlighted 
this as an area of improvement, a process of receiving post project 
evaluations was implemented, in addition to the review of spending plans over 
£50k (as outlined above). 

 
3.2.12 The Committee has consistently received information and assurance 

regarding the income raised for the Covid19 fund as well as assurance on the 
management of the share of the NHS Charities Together national appeal 
funds.  In July 2020 the Committee approved the application for Stage 1 of the 
Covid-19 Grant Scheme (NHS Charities Together) to support training and 
cultural competence for BAME.  The Committee continues to be informed of 
the grant allocation and application process for Stage 2 and 3. 
 

3.2.13 In July 2020 the Committee received assurance on the approach being taken 
to monitor and record gifts donated to the Trust, in its role as Corporate 
Trustee, during the pandemic.  The report was also presented to the Audit 
and Risk Assurance Committee for assurance. 
 

3.2.14 With regard to funding decisions, the Committee routinely receives assurance 
on the fundraising activities, income raised and funding decisions of the Royal 
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Cornwall Hospitals Charity.  The Committee has and continues to consider a 
Big Appeal. 

 
 
4. Controls and Assurance 
 
4.1 The Committee gained assurance through routine reporting and requesting 

additional assurance reports from management.  In 2020-21, the Committee 
has implemented greater controls regarding spending plans as well as 
requested post project evaluations for funding requests. 

 
4.2 The Committee routinely receives information in order to discharge its duties; 

this includes assurance that the Trust is meeting its regulatory requirements 
and complying with Standing Orders, Standing Financial Instructions, Scheme 
of Delegation and Reservation through the reports outlined in the workplan.  

 
5. Committee effectiveness  
 
5.1 Following the approval and publication of the Corporate Governance Standing 

Operating Procedure (SOP) in 2020, each Trust Board Committee is required 
to undertake a self-assessment review  (as outlined in sections 6.15 ‘Review 
of Board/Committee Business’ of the SOP). The UK Corporate Governance 
Code (and the Code of Governance that applies to Foundation Trusts) also 
states that: ‘The Board should undertake a formal and rigorous annual 
evaluation of its own performance and that of its Committees and individual 
Directors’. This review allows each Committee to identify areas where it could 
improve its understanding and/or effectiveness. 

 
5.2 The self-assessment questionnaire encompassing 20 questions was sent to 

Committee members and attendees in February 2021.  The survey focussed 
on the effectiveness of the Committee during 2020-21.  Five out of a total of 
10 respondents answered the survey: three members, one in attendance and 
one observer. 

 
5.3 Key Findings of the 2020-21 survey: 
 
5.3.1 Overall effectiveness of the Committee was rated at 3.3 (good - excellent) in 

comparison to 2.5 (fair to good).  The Committee were asked to rate each of 
the 20 statements  against the following criteria: 

 

 
 

An overview of the weighted average of each assessed element is shown in 
Chart 2 below, the data presented is predominately a weighted average and 
will depict where most of the observations fall. 
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Chart 2: Weighted Average by Assessment Statement of Committee Members 
– Charitable Funds Committee  
 

 
 
 
5.3.2 The overall effectiveness of the Committee was found to be ‘Good - Excellent’ 

and responses from Committee members in the main ‘agreed’ with the 
statements.  The key strengths identified by weighted average: 

 

• There are clear terms of reference, with clarity regarding reporting lines 
and delegated authority. 

• Time is used effectively in meetings. 

• The Chair demonstrates effective leadership and allows full and open 
discussion before decisions are taken. 

• The number and length of meetings is sufficient to allow the committee to 
fully discharge its duties. 

• All committee members actively contribute and add value at meetings. 

• Meeting dates are scheduled appropriately to enable members to attend. 

• There is good information flow between the committee and the Trust 
Board. 

• There are clearly defined, well understood processes for escalating and 
resolving issues and risks. 

• The committee regularly reviews its terms of reference and sub-
committee structure for functionality and adequacy. 

 

0

0.5

1

1.5

2

2.5

3

Please rate each of the statements below: 

Weighted Average
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In comparison to comments received in 2019-20, similar areas included time 
being used effectively and the Chair demonstrating effective leadership as 
well as the number and length of meetings.  But the scores associated with 
Committee members having a good understanding of the key responsibilities 
of the committee and that sufficient time is allowed between committee 
meetings deteriorated. 

5.3.3 There were very few areas where Committee members ‘disagreed’ with the 
statements, but there were several statements where Committee members 
‘neither agree nor disagree’.  The key weaknesses identified by weighted 
average; 

 

• Committee members have sufficient time to fulfil their responsibilities in 
relation to the committee. 

• The composition of the committee is appropriate, with the right mix of 
knowledge and skills to maximise performance. 

• Outstanding actions arising from committee meetings are properly 
followed up. 

 
In comparison to the 2019-20 comments, there were improvements in all 
areas.  The 2020-21 self-assessmnet has identified new areas of focus, 
particularly regarding the follow up on actions. 

5.3.4 The Committee self-assessment considered the views of its observers and 
attendees as well as its members.  The view across all groups was varied and 
when considering all views there were a higher proportion of challenges to the 
statements listed above. 

 
5.3.5 Common themes identified through Committee member and 

attendees/observers comments and observations are listed below.  In 
comparison to 2019-20 there were less comments but the two themes were 
consistent; 

 
• Improvements have been achieved across the quality of papers, the 

agenda items, the focus on the right questions and issues but this 
improvement remains ongoing; 

• Actions take a long time to resolve. 
 

5.3.6 Committee members were asked the question “what do you think should be 
the Committee’s areas of focus for 2020/21” The most common themes 
included: 

 
• Continuous journey for improved papers and information; 
• Detailed actions to underpin the Charity Strategy over the next three years 

that can be clearly communicated to staff. 
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5.3.7 The Committee allocates time in its meetings to review its own work plan and 
evaluate the effectiveness of its meetings and Chair routinely seeks feedback 
from Committee members which is captured at the end of each meeting. 

  
6  Conclusion and Recommendations 
 
6.1 The Committee will strive to continually improve the process for providing the 

Board with assurances within the remit of the Committee. 
 
6.2 The Committee has complied with its Terms of Reference during 2020-21 and 

has made improvements / responded to the actions arising from the 2019-20 
annual report, but remains on an improvement journey. 

 
6.3 The Committee Self-Assessment is based on a limited (50%) response rate 

and as such should be read in light of this caveat. 
 
6.4 The Committee should review its Terms of Reference and consider the 

following recommendations: 
 

• Committee to review its Terms of Reference (as part of the annual review 
process); 

• Note the progress,  but consider and make improvements to ensure further 
improvements of the timeliness of the production and distribution of 
Committee papers; 

• Company Secretary and Executive Directors to support improvements 
regarding outstanding actions arising from committee meetings are 
properly followed up and in a timely way; 

• Further debate and consider if the composition of the Committee is 
appropriate, with the right mix of knowledge and skills to maximise 
performance and that Committee members have sufficient time to fulfil 
their responsibilities in relation to the Committee; 

• Debate the priorities for 2021-22 and ensure the work plan adequately 
reflects any changes/outcomes. 
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Meeting:  Trust Board In Public 

Date of Meeting:  01 July 2021 

Item Number:  28 

Title of Report:  Annual Use of the Trust Seal Report 202/21 

Executive Director Lead:  Company Secretary 

Author and Job Title: Lynsey Neave, Deputy Company Secretary 

Email Address:  lynsey.neave@nhs.net 

Purpose of the Report: 

Approve ☐ Discuss ☐ Note ☒ Endorse ☐ 

The purpose of the report is to provide the Trust Board with assurance on the use of 
the Trust Seal, per the requirement in Standing Orders.  

Consultation: 

The Audit and Risk Assurance Committee receives a biannual assurance report 
(January 2021 and May 2021) which provides a summary of the application of the 
seal and entries during that year.  There was a delay in reporting to the Committee in 
2021 as such the workpaln was updated and the Committee will receive the biannual 
reports in April and October. 

Key Risks (please tick one or more): 

Clinical ☐ Financial ☐ People ☐
Reputational ☐ Legal / Regulatory ☒ 

Impact Assessment: 
• The sealing of documents is a legislative requirement and does not directly

consider the impact on individual needs or protected groups.  The production
of and the implementation of the sealed documents will have direct impact on
individuals, the population and protected characteristics
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Recommendation(s): 

The Board is recommended to: 
• receive and note the Annual Seal Report on the use of the Trust Seal for 1 

April 2020 to 31 March 2021. 
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Title: Annual Use of the Trust Seal Report 2020/21 

1. Situation 
1.1 Documents, such as a deed or agreements, signed on behalf of the Trust are 

sealed under the direction of the Trust’s Standing Orders, Standing Financial 
Instructions and Scheme of Delegation and Reservation – Part IV – Custody of 
seal and sealing of documents section 30, in the presence of the Company 
Secretary or the Deputy Company Secretary, who have custody to the Trust 
Seal. 

2. Background 
2.1 In the period 1 April 2020 to 31 March 2021 the Trust seal was applied to  eight 

documents  

3. Risk  
3.1 The Trust is at risk of not complying with Standing Orders, Standing Financial 

Instructions and Scheme of Delegation and Reservation.  Measures are in place 
to ensure this risk is mitigated through limiting use of the seal, securing the seal 
in safe custody and through completion of a ‘request to seal’ report to 
accompany all requests. 

4. Accountability 
4.1 The Company Secretary, on behalf of the Chief Executive is responsible for 

holding the company seal and reporting bi-annually on the use of the seal to 
Audit and Risk Assurance Committee and annually to the Trust Board. 

5. Recommendations 
5.1 Receive and note the Annual Seal Report on the use of the Trust Seal for 1 April 

2020 to 31 March 2021. 
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Appendix 1 

Documents Requiring the Trust Seal between 1 April 2020 to 1 January 2021 

Seal 
Number 

Date Reason / Purpose Description of Works Persons & Designation 
Signing for the Trust 

155 03.06.2020 Deed of Variation Deed of Variation between RCHT and Mitie 
Cleaning and Environmental Services 
Limited relating to the agreement for the 
provision of Soft Facilities Management 
Services  

Chief Executive and Director of 
Strategy 

156 03.06.2020 Terms and Conditions Terms and Conditions for the Provision of 
Soft Facilities Management (FM) Services 
between Mitie Cleaning and Environmental 
Services Limited and RCHT 

Chief Executive and Director of 
Strategy 

157 20.07.20 Agreement Procure 22 Major Project Form of 
Agreement and Contract for the 
Appointment of Principal Supply Chair 
Partner BAM for the Lowen/MRI Project 

Director of Nursing, Midwifery 
and AHP and Deputy Director of 
Finance 

158 24.08.20 Agreement  Procure 22 Major Project Form of 
Agreement and Contract for the 
Appointment of Principal Supply Chair 
Partner- Kier Infrastructure Limit and 
Overseas Limited for the extension of the 

Director of Nursing, Midwifery 
and AHP and Deputy Director of 
Finance 
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Emergency Department at RCHT Project 

159 29.09.20 Agreement Procure 22 Major Project Form of 
Agreement and Contract for the 
Appointment of Principal Supply Chair 
Partner BAM for the Women’s and 
Children’s Hospital Project 

Director of Nursing, Midwifery 
and AHP and Deputy Director of 
Finance 

 

Documents Requiring the Trust Seal between 1 January 2021 and 31 March 2021 

Seal 
No 

Date Reason / 
Purpose 

Description of Works Agreement Details and 
Approval Process 

Value Persons & 
Designation Signing 

for the Trust 

160 27.01.2021 Agreement Project Form of 
Agreement and contract 
for the Appointment of a 
Principal Supply Chain 
Partner BAM health (a 
division of BAM 
Construction Ltd)) to a 
Procure 22 Major Work 
Project under the 
provisions of NEC3 EEC 
Option c Target Contract 
with activity schedule. 

The contract between 
the Trust and BAM 
health for the design 
(and factual survey) 
services relating to the 
proposed Pathology/ 
Haematology/ Mortuary 
Relocation projects 
associated with the 
Women’s and Children’s 
Project.  The contract 
only executed for Stage 

The tendered 
total is 
£652,502.80 
exc VAT (VAT 
will be an 
additional 
£130,500.56) 

Director of Nursing, 
Midwifery and AHP 
and Director of 
Strategy and 
Performance  
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The contract is between 
the Trust and BAM 
health (a division of BAM 
Construction Ltd)) 

2 of the services.  The 
February 2021 Finance 
and Performance 
Committee and the 
March Trust Board In 
committee approved the 
Outline Business Case  

161 27.01.2021 Agreement Project Form of 
Agreement and contract 
for the Appointment of a 
Principal Supply Chain 
Partner (BAM health (a 
division of BAM 
Construction Ltd)) to a 
Procure 22 Major Work 
Project under the 
provisions of NEC3 EEC 
Option c Target Contract 
with activity schedule 
The contract is between 
the Trust and BAM 
health (a division of BAM 
Construction Ltd)) 

The contract between 
the Trust and BAM 
health for the design 
(and factual survey) 
services relating to the 
proposed construction 
of the new Women’s 
and Children’s Project.  
The contract is for the 
works and services to 
design and carry out 
surveys for the 
Women’s and Children’s 
Wave 4b funded 
hospital project.  
The December 2020 
Trust Board in Private 
approved the Trust to 

The tendered 
total is 
£1,204,646.22 
exc VAT (VAT 
will be an 
additional 
£240,929.24) 

Director of Nursing, 
Midwifery and AHP 
and Director of 
Strategy and 
Performance 

Page 697 of 702



 

7 

enter into a binding 
contract under the 
provisions of the 
Procure 22 framework 
with BAM in order to 
complete the Outline 
Business Case stage of 
the project. 

162 09.04.2021 Contract The Form of Agreement 
and contact for the 
Appointment of a 
Principal Supply Chain 
Partner  
Procure 22 FA Template 
A – Major Work Project 
for RCHT CSDP Phase 
2 – Lowen MRI 
Procure 22 FA Template 
B – Major Work Project  
 

The Trust Board In 
Public in October 2020 
approved the 
MRI/Lowen Full 
Business Case 

Full Business 
Case (FBC) 
total value of 
£34m against 
an STP award 
of £31.1m 

Chief Executive and 
Deputy Director of 
Finance 
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Meeting:  Trust Board in Public 

Date of Meeting:  01 July 2021 

Item Number:  29 

Title of Report:  Register of Interests for Decision-Making Staff and the 
Board of Directors 

Executive Director Lead:  N/A 

Author and Job Title: Siân Millard, Company Secretary 

Email Address:  rcht.corporategovernance@nhs.net 

Purpose of the Report: 

Approve ☐ Discuss ☐ Note ☒ Endorse ☐ 

The Board is invited to note the Register of Interests for decision-making staff that 
has been published to the Trust’s website. Standing Orders requires that the register 
is presented annually to the Board. The paper also briefs the Board on 
improvements made to the recording of interests during 2020/21. 

Consultation: 

The Audit and Risk Assurance Committee has previously considered the 
improvements made to declarations of interests and approved related changes to the 
Trust’s Declarations of Interests policy (January 2021), available on the Trust’s 
intranet. The changes were also endorsed by the Executive Board. 

Key Risks (please tick one or more): 

Clinical ☐ Financial ☒ People ☐
Reputational ☒ Legal / Regulatory ☒ 

Impact Assessment: 
No direct impacts arising. 
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Recommendation(s): 

The Board is recommended to: 
• note the Register of Interests for decision-making staff and the Board of Directors 

as published to the Trust’s website under the tab ‘Trust Board and Staff Members 
Declarations of Interest’ 

• note the improvement made to recording interests which have been implemented 
during 2020/21 
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Title: Register of Interests for Decision-Making Staff and the Board 
of Directors 

1. Situation 
1.1 The Trust’s Policy on Declarations of Interest is aligned to the national guidance 

and requires all staff, as NHS employees in public service, to declare interests 
(including gifts, hospitality and sponsorship) on appointment and as they arise. 
Those identified as ‘decision-making staff’ as defined by the policy are required 
to make an annual declaration, even if to say they have no interests. 

2. Background 
2.1 Standing Orders requires the Board receives the Register of Interests annually. 

There are currently two Registers which presents interests declared by members 
of the Board and decision-making staff and can be accessed on the Trust’s 
website under ‘You Trust Board’ and ‘Trust Board and Staff Members 
Declarations of Interest’. 
 

2.2 In January 2021, the Declarations of Interests Policy was updated and approved 
by Audit and Risk Assurance Committee. The policy reflected a change in 
practice from a paper-based process for registering interests to an electronic 
process via the Electronic Staff Record (ESR). This was particularly beneficial in 
terms of aligning to practice in other Trust’s and having standardised outputs. 
The updated policy also clarified which staff groups would be considered 
‘decision-making’ (section 6.1.2 of the policy).  
 

2.3 The new electronic process enables automatic reminders to those identified as 
‘decision-making’ twice a year. The Company Secretary has made a number of 
improvements in communicating the requirement to staff to declare interests.  

3. Risk  
3.1 The main risks with regards poor implementation of the Declarations of Interest 

Policy are: 
• Reputational - for individuals and the Trust if things are not declared that 

should have been 
• Financial - a risk of fraud 

 
3.2 These risks are mitigated by: 

• a clear policy that is aligned to national policy 
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• a clear and easy process to record interests via ESR 
• regular communication from the Company Secretary reminding colleagues to 

complete their interest 
• automatic reminders for decision-making staff issued twice a year via ESR 
• collaborative working with counter fraud to promote the policy and address 

any concerns 

4. Accountability 
4.1 The Company Secretary is responsible, per Standing Orders, for maintaining a 

register of interests and its associated policy. 
 

4.2 The Audit and Risk Assurance Committee scrutinises the processes with regards 
declaring interests and approves the policy on declarations of interests on behalf 
of the Board. 

5. Recommendations 
5.1 The Board is recommended to: 

• note the Register of Interests for decision-making staff and the Board of 
Directors as published to the Trust's website under the tab 'Trust Board and 
Staff Members Declarations of Interest 

• note the improvement made to recording interests which have been 
implemented during 2020/21 

 

Page 702 of 702

https://www.royalcornwall.nhs.uk/our-organisation/about/your-trust-board/

	23_Peninsula Pathology Network
	24_DIPC annual report 2020.2021 FINAL
	25_Integrated Safeguarding Services Annual Report 2021 FINAL (3)
	26_Staff Survey 2020 Action plan
	27.0_Committee Annual Reports 2020-21
	27.1_Quality Assurance Committee Annual Report 2020-21
	27.2_F&P Annual Report 2020 v2
	27.3_POD Annual Report 2020-21v1
	27.4_ARAC Annual Report v3
	27.5_RemCom Annual Report 2020_21
	27.6_CF Annual Report 2020-21 v1
	28_Seal Report 2020-21
	29_Register of Interests



