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

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

Thursday 2 September 2021 09.45 – 13.00 
Held Via Microsoft Teams and in Room G.09, Knowledge Spa, Treliske 
Members of the Public are invited to join via Teams Live at the following link: 

https://bit.ly/RCHTPublicBoardSept21 

No. Item Page 
no. 

Accountable 
Officer 

Approx. time Min No 

1. Welcome and Apologies for 
Absence 

N/A Chairwoman 09.45 21/22.70 

2. Declaration of Interest in relation 
to Agenda items 

N/A Chairwoman 21/22.71 

3. Minutes of the Previous Board 
Meeting:  
To approve the minutes of the 
meeting held 1 July 2021 

Chairwoman 21/22.72 

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

Chairwoman 21/22.73 

5. Service Story  
To note the service story 

N/A Dual Director of 
Nursing, Midwifery 
and AHPs 

09.50 21/22.74 

6. Chairwoman’s Report 
To note the Chairwoman’s report 
and approve proposed changes to 
Committee memberships 

Chairwoman 10.05 21/22.75 

7. Chief Executive’s Report 
To note the CEO’s report 

Chief Executive 10.10 21/22.76 

Strategy 

10. Equality and Diversity 
Strategy (10.1) and Annual 
Report 2020/21 (10.2)
To approve the Trust’s Equality 

Acting Director of 
People and OD 

10.20 21/22.77 
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28

33

61
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and Diversity Strategy and 
approve the annual report, as 
recommended by People and OD 
Committee 

Performance and Accountability 

11. Committee Assurance Reports 
(July and August 2021) 
To receive summary briefings from 
each Committee and note any 
issues requiring escalation to the 
Board  

Committee Chair’s 10.35 21/22.78 

12.  Integrated Performance Report 
To discuss for assurance the key 
performance indicators, noting that 
the IPR was discussed by July and 
August Committee’s  

Chief Operating 
Officer 

10.40 21/22.79 

13.  Month 4 Finance Report 
To note the month 4 position and 
to approve a reduction in planned 
expenditure against two capital 
programmes for 2021/22, as 
recommended by Finance and 
Performance Committee 

Director of Finance 11.00 21/22.80 

14.  Maternity Services Patient Safety 
Monthly Report 
To discuss and note the monthly 
report for assurance to the Board 
as required from the outcomes of 
the Ockenden Review 

Dual Director of 
Nursing, Midwifery 
and AHPs  

11.10 21/22.81 

Break (10mins from 11.20) 
Governance and Assurance 
15.  CQC Follow-up Review Report 

To note the follow-up review 
reports from the CQC  

Dual Director of 
Nursing, Midwifery 
and AHPs 

11.30 21/22.82 

16.  Board Assurance Framework 
and Corporate Risk Register 
To approve the Board Assurance 
Framework as reviewed by Audit 
and Risk Assurance Committee 

Director of 
Integrated 
Governance 

11.40 21/22.83 

17.  Guardian of Safe Working Hours 
Report 
To receive an update report from 
the Guardian of Safe Working 
Hours 

Guardian of Safe 
Working House 

11.55 21/22.84 
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Note: Starred * items are for information only and not for discussion unless requested by Board 
members. 

Date of Next Board in Public Meeting: 4 November 

The Board will now take a short break and move into its private session to consider matters 
deemed confidential, as per the motion on notice at the end of the agenda 

18.  Governance Improvement Plan 
Summary Update, including 
Board Development Plan 
To note the summary update on 
the Governance Improvement Plan 
and approve the Board 
Development Plan for 2021-22 

Chief Executive 12.15 21/22.85 

19.  Charitable Funds Committee 
Terms of Reference 
To approve, as Corporate Trustee, 
the revised Terms of Reference for 
the Charitable Funds Committee 

Company Secretary 12.25 21/22.86 

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

N/A Director of 
Integrated 
Governance 

12.30 21/22.87 

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

Chairwoman 12.35 21/22.88 

22.  Evaluation of Effectiveness of the 
Meeting: 
• What worked well?

• Even more effective if?

Chairwoman 12.50 21/22.89 

Proposed substantive items for the next meeting held in public (4 November 2021): 
• Integrated Performance Report
• Finance Report – Month 5
• Freedom to Speak Up Guardian Report
• Guardian of Safe Working Hours Q2 Report
• Maternity Safety Update
• System Green Plan Update
• Committee Assurance Reports
• Governance Improvement Plan Update
• Update on the Trust’s Undertakings

391

406
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QUESTIONS FROM THE PUBLIC 
When the Trust is using Teams Live to live stream the meeting the following Protocol 
applies to questions from members of the public: 
• Members of the public are welcome to raise questions throughout the meeting and they will be

taken at the end of the meeting at item 21. A maximum of 15 minutes is allocated for
questions from the public.

• Questions at the meeting must relate to papers being presented on the day.
• Questions should be kept brief and to the point.
• There is no need for questions to be submitted in advance, although this may mean that it is

not always possible to provide an answer at the meeting. In that case, the questioner’s contact
details will be requested for response.

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

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

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

questioner, circulated to all members of the Trust Board and included in the minutes of the
meeting.

• Questions and answers will be reflected in the minutes of the meeting.
• Questions need not be answered if the Chairwoman considers that they:

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

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

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

• The document contains employee identifiable information;
• The document contains patient identifiable information;
• The document contains information relating to legal proceedings;
• The documentation is in draft format for future publication / remains in early stages of

development;
• The documentation is commercially sensitive
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Minutes of the Trust Board Meeting in Public of the Royal Cornwall Hospitals NHS 
Trust held on Thursday 1 July 2021 at 12.30 – 16.05 via Microsoft Teams (virtual meet-

ing software) 

Voting Directors Present: 
Mairi McLean (MM), Chairwoman (MS Teams) 
Kate Shields (KS), Chief Executive (Meeting Room) 
Richard Stephenson (RSt), Non-Executive Director (MS Teams) 
Sarah Newton (SN), Non-Executive Director (MS Teams) 
Sarah Pryce (SP), Non-Executive Director (MS Teams) 
Kim O’Keeffe (KOK), Joint Director of Nursing, Midwifery & AHP and Deputy Chief Execu-
tive (Bedruthan House Meeting Room) 
Allister Grant (AG), Medical Director (Meeting Room) 
Karl Simkins (KSim), Director of Finance (MS Teams) 
Paul Hobson, Non-Executive Director (MS Teams) 
Adam Broome, Non-Executive Director (MS Teams) 
Thomas Lafferty (TL), Director of Strategy and Performance (MS Teams) 

Non-Voting Directors Present: 
Rich Smith(RS), Associate Non-Executive Director (MS Teams)  
Bernadette George (BG), Director of Integrated Governance (MS Teams) 
Paul Hargreaves (PHg), Acting Director of People and OD (MS Teams) 
Kelvyn Hipperson, Chief Information Officer (MS Teams) 
Nina Khaira, Associate Non-Executive Director (MS Teams) 
Jane Wills, Associate Non-Executive Director (MS Teams) 
Karen Kay, System Director for Urgent and Emergency Care (MS Teams) 

In Attendance: 
Mark Richard, Lead for Spiritual and Pastoral Care and Voluntary Services (for minute 
21/22.44) 
Neil Davidson, Clinical Director and Project Senior Responsible Officer (for minute 
21/22.43) 
Jo Burton (JB), Freedom to Speak Up Guardian (for minute 21/22.32) 
Siân Millard (SM), Company Secretary (MS Teams) 
Lynsey Neave (LN), Deputy Company Secretary (MS Teams) 

The order of the minutes may not reflect the order of the discussion 

21/22.40 Welcome & Apologies for Absence 

a. Apologies for absence were noted from and Susan Bracefield Chief Operating Officer
and Ruth Allarton, Non-Executive Director .

21/21.41 Declaration of Interest in relation to Agenda Items 

a. Directors declared no interests in relation to items on the agenda.

21/22.42 Minutes of Previous Board meeting 

Page 5 of 412



Page 2 of 17 

a. The minutes of the meeting held on 6 May 2021 were approved without amendment.

21/22.43 Matters Arising and Action Log 

a. The Board agreed to close all actions proposed as complete and raised no matters aris-
ing

21/22.44 Service Story 

a. The Joint Director of Nursing, Midwifery and AHP introduced this item and was joined by
Mark Richard, Lead for Spiritual and Pastoral Care and Voluntary Services

b. The Board noted:
i) Received a presentation on the support provided by the Chaplaincy Team during the

pandemic;
ii) The provision of support for patients during their stay in hospital and the distribution

of patient letters, and radio’s to the wards;
iii) The offer of support to staff coming on and off shift as well as through the Daily Hud-

dles.

c. The Board discussed:
i) The powerful presentation and thanked Mark for the support and remarkable contri-

bution from the team;
ii) The compassionate leadership and the benefits for patients and staff;
iii) The very welcome ‘thought of the day’ from the Chaplain at the Incident Control Cen-

tre (ICC);
iv) The integration of the Chaplaincy team in the organiastion and the inclusive nature

supporting all faith groups;
v) Thanked Mark and the team for their invaluable support.

d. The Board resolved to:
i) Note the service story on the Chaplaincy Service

21/22.45 Chief Executive’s Report 

a. The Chief Executive referred to her written report and the Board noted:

i) Operationally the Trust remained in the upper quartile for cancer 62 and 31 days;
RTT; Healthcare Associated Infections, and; data quality maturity index but had
dropped below the lower quartile for ED 12-hour trolley breaches; stroke, and;
healthcare associated infections;

ii) Quality summit took place in July 2021 to ensure people can access care and treat-
ment at the right time;

iii) CQC undertook an unannounced follow-up visit in June 2021 regarding the section
29a Warning Notice (issued in December 2020).  The inspection took place across
the three sites and the initial feedback identified the changes implemented since the
inspection.
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iv) Strategic planning commenced which would see a split plan for the first half and the
second half of the year.  The Trust Strategy runs from 2019-2022 and work on a new
strategy would commence in 2022;

v) The Board agreed Undertakings in 2019 and a variation to its Undertakings in March
2021. The Trust has made progress in response to the Undertakings and continues
to work with NHS England/Improvement (E/I).

vi) The Governance Improvement Plan identifies the progress made and the commit-
ment for continuous improvement.

b. The Board discussed:

i) The June 2021 Board approved the H1 plan (in principle) and delegated authority
was given to sign off the Plan.  TL confirmed this has since been signed off;

ii) With regard to developing the Strategy, TL referred to the evolution of the existing
strategy given the vision and values remain current.  The intent for the strategy to be
flexible, dynamic and TL noted the planned engagement with staff during the devel-
opment;

iii) On the back of an enquiry from SN/RSmith, it was noted the length of the strategy
was suggested to be less than five years;

iv) The strategy to be aligned with the Integrated Care System, this was critical for deliv-
ering care for the population.

c. The Board resolved to:

i) Note the report

21/22.46 Chairwoman’s Report 

a. The Chairwoman referred to her written report and the Board noted:
i) Kate Shields, Chief Executive will be leaving the Trust in August 2021 to take her

new position as Chief Executive of the Cornwall Integrated Care System.  The Chair-
woman thanked Kate for her tenacity, compassion, her values and leadership and for
leading the Trust out of Special Measures and through the Covid-19 Pandemic;

ii) KS thanked the Board for the  kind words and spoke of her joy of working with bril-
liant people;

iii) With regard to the Governance Improvement Plan, it was established good practice
to regularly reflect and continuously improve governance arrangements.  System,
structural and functional changes have commenced and SM referred to the Govern-
ance Improvement Plan appended to the report;

iv) The Board, through its Board Development Session, had reviewed the draft plan and
it was noted that nine actions were proposed complete, nine actions in progress with
five actions due to start.   The Board would receive a progress report in four months
(every other Board meeting);

v) Focused the attention on key areas for improvement and development and KS re-
ferred to the positive journey for the Board and the excellent work around the
changes to Standing Orders, Standing Financial Instructions, Scheme of Delegation
and Matters Reserved for Board.

b. The Board raised no questions or areas of challenge.
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c. The Committee resolved to: 
 

i) approve the Governance Improvement Plan  
ii) approve those actions proposed as complete and note the actions already com-

pleted  
iii) note that the Board will be updated on progress at every other Board in Public 

(every four months)  
iv) note that an external governance review, per good practice, will be commissioned 

for February/March 2022 to help assess the impact of the actions undertaken and 
broader governance effectiveness  

 
Strategy 
 
21/22.47 West Cornwall Hospital Full Business Case 
 
a. The Director of Strategy and Performance introduced Neil Davidson, Clinical Director 

and Project Senior Responsible Officer.  The Board noted: 
i) The Full Business Case had been reviewed by the Finance and Performance Com-

mittee and was recommended to the Trust Board for approval, subject to affordability 
within the overall capital programme; 

ii) The Guaranteed Minimum Price (GMP) was confirmed as £9.3m against £9.1m with 
robust plans in place to mitigate the gap; 

iii) Presentational slides from ND identified original aims to reduce backlog maintenance 
and the works at St Michael’s Hospital and West Cornwall Hospital; 

iv) The benefits were outlined as: 
a. increase hand surgery and an enhanced treatment room at SMH; 
b. a new Outpatient Facility at WCH; 
c. improvements to the urgent treatment centre which would further provide ad-

ditional consultation rooms, better storage and staff rooms; 
d. support colleagues from Cornwall Partnership NHS Foundation Trust by hous-

ing them in the old Outpatient Department model; 
e. provision of key worker accommodation. 

 
b. The Board discussed: 

i) TL and MM thanked ND for his clinical leadership, his understanding and leadership 
of the commercial and governance aspects of the project; 

ii) Noted the exciting opportunity and the benefits for patients and the ability to provide 
accommodation;  

iii) The level of assurance regarding the GMP was questioned (SN).  SP enquired about 
the level of risk of potential impact on quality by having an agreed GMP that may re-
sult in little margin for the provider. TL confirmed the GMP was the final price, the 
provider had delivered to time, specification and cost for all other works.  It was high-
lighted the expediting of the programme had led to increased costs; 

iv) RS noted the addition to the budget and the re-profiling of the capital plan to mitigate 
this.  He further welcomed the clinical strategic approach, the improvements in pa-
tient flow and the benefits to patients.   
 

c. The Board resolved to: 
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i) approve the Full Business Case (FBC) for the West Cornwall Hospital Redevelop-
ment  

ii) agree the case can be formally submitted to NHSI/E for review and delegate au-
thority for any non-material post review changes to the Director of Strategy & Per-
formance to agree  

iii) delegate authority to the Director of Finance and Director of Strategy and Perfor-
mance to enter into contract with Kier for the Guaranteed Maximum Price following 
NHSE/I approval of the FBC 

 
Performance and Accountability 
 
21/22.48 Committee Assurance Reports 
 
a. The Board noted the following summaries from its Committees: 
 

i) Audit and Risk Assurance Committee: 21 May, 11 June and 22 June 2021 

ii) Charitable Funds Committee; 11 May 2021 

iii) Finance and Performance Committee: 24 May and 21 June 2021 

iv) People and OD Committee: 22 June 2021 

v) Quality Assurance Committee including Joint Quality Assurance Committee: 26 May 
and 23 June   2021 

b. The Board discussed: 
i) The Audit and Risk Assurance Committee approved the three quality priorities for the 

Quality Account (not two as stated in the report); 
ii) The Chairwoman welcomed the positive move to written reports. 

 
c. The Board resolved to: 

i) note the Committee assurance reports. 
 

21/22.49 Integrated Performance Report (IPR) 
 

a. The Chief Operating Officer introduced this report and the Board noted: 
i) The report summarised performance against key indicators during May 2021; 
ii) Continue to focus on Referral to Treatment Time (RTT) and looking at the elective 

recovery fund (for H1).  Continue to maintain bed base in medicine; 
iii) Recovery plans in Cardiology in order to open more cath labs and mitigations in 

place to respond to increase in demand for echocardiograms; 
iv) Recovery plan in Urology due to challenges in recruiting to Consultant posts.  Mitiga-

tions being taken to seek mutual aid from partners; 
v) Recovery plan for Stroke services; 
vi) Continue to experience high demand and mitigations in place to minimise ambulance 

holds through best practice approaches and learning from other partners.  Including 
Consultants on the front door to ensure better triage; 
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vii) Quality Summit held in July 2021 to discuss the expected surge in children with res-
piratory and associated plans were being stress tested; the expected numbers of 
people on holiday in Cornwall and; the increasing number of covid patients; 

viii) Cancer standard continues to be positive, but there had been an increase to the two 
week wait on breast cancer.  Recovery plans initiated to ensure resilience; 

ix) Challenging month with staff having to isolate. 
 

b. The Board discussed: 
i) With regard to performance across the system and the workforce pressures due to 

the increase in covid prevalence, RS asked for assurance regarding the system 
working to flex the response.  It was confirmed the key aim of the Quality Summit 
was to look at this need and to review the four phase covid workforce plans;.   

ii) The Incident Control Centre continues to review trends and escalates through appre-
ciate escalation measures; 

iii) People and OD Committee had discussed, at its most recent meeting, the mandatory 
training compliance.  The impact of social distancing and the focus on patient care 
had impact on the ability to meet required levels of training.  SP confirmed the Com-
mittee had discussed the issue, the members were not assured and had requested 
further information and assurance; 

iv) PHarg advised that additional resource had been allocated with clear trajectories and 
monitoring mechanisms in place which would be managed through the Operational 
Workforce Group (OWG); 

v) KOK referred to the risk based approach to ensure clinicians had the skills do their 
jobs.   

vi) SN welcomed the update form People and OD Committee and reiterated the im-
portance of safe staff means safe patients. 

 
c. The Board resolved to note the Integrated Performance Report for the period to 31 

May 2021 
 

21/22.50 Financial and Capital Position  
 
13.1 Month 2 Finance Report and H1 Financial Plan 
 
a. The Director of Finance introduced this report and the Board noted: 

i) Amendments to the financial plan for H1 which enables the system to be in a com-
plaint plan for the first half year; 

ii) In H1 there would remain to a small deficit but the system would be a break even po-
sition; 

 
b. The Board discussed: 

i) Finance and Performance Committee are tracking outcomes of the cost improve-
ment programme and RS noted a challenging programme in H2; 

iii) Await national guidance on the financial framework for the second half of the year 
(H2). 

 
c. The Board resolved to: 

i) Ratify a change in the financial plan for H1 from a deficit of £6.14m to a deficit of 
£3.14m (noting it was approved for submission by the Chairwoman and Chief Execu-
tive per delegated authority from the Board). 
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ii) Note the financial position for the period to 31st May 2021 
iii) Note the capital planning update paper associated with this report 

 
13.2 Capital Programme Review 
 
a. The Director of Finance introduced this report and the Board noted: 

i) Recommendations outlined in the resolution regarding the reprofiling of the capital 
programme. 

 
b. The Board discussed: 

i) The Chairwoman noted the discussion at the Finance and Performance Committee 
and the recommendation to approve the resolutions; 

ii) RS thanked the team for the re-profiling of the capital plan in order to enable the 
Board to be assured on the capital plan; 

iii) Finance and Performance Committee to receive the detail on the fire works at the 
July meeting. 

 
c. The Board resolved to: 

i) Approve the re-prioritisation of the capital programme for 2021/22 as set out in Ap-
pendix 1 and which includes an increase in the budget for the PRU and separately 
substation 3 HV/LV schemes as set out in the schedules;  

ii) Approve the changes to the capital plan to reflect the now £2.5m for fire remediation 
works;  

iii) Note the initial programme over commitment of c£2m has now been mitigated with 
scheme slippage;  

iv) Note the impact on the initial 2022/23 programme of these changes;  
v) Note the need to further review the risks relating to other priority capital programme 

initiatives that have yet to funded.  
vi) Approve delegated approval to the Finance and Performance Committee to re-

ceive a business case to approve the expenditure and profile for the fire remediation 
works. 

 
21/22.51 Clinical Negligence Scheme for Trusts (CNST) Maternity Incentive Scheme 
 
a. The Joint Director of Nursing, Midwifery and AHP introduced this report and the Board 

noted: 
i) The Trust was fully complaint with ten standards; 
ii) Standard 4 related to workforce and for anesthetic, theatre and neonatal this 

achieved the standard with a viable action plan in place.  Noted that neonatal staff 
were hard to recruit but the Trust has robust development and succession plans in 
place; 

iii) Commissioners had reviewed the scheme.  The Scheme to be submitted by 15 July 
2021; 
 

b. The Board discussed: 
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i) The Chief Executive noted the progress made in maternity services and the Chair-
woman referred to the positive cultural change; 

ii) SN, as the Ockenden Non-Executive Director Lead, referred to the positive and ap-
propriate challenge and the learning culture in Maternity; 

iii) With regard to funding, delivering the ten standards would mean the Trust would 
maintain the indicative cost; 

iv) Noted that level of scrutiny and KOK highlighted that further investment would be 
needed to achieve the Ockenden requirements. 

 
c. The Board resolved to: 

i) receive assurance of RCHT maternity services full compliance with CNST 10 safety 
standard requirements 

ii) approve the Trust’s submission (full submission available on request by members of 
the public and emailed to the Board; exception report in main report) 

 
21/22.52 Maternity Services Patient Safety Monthly Report 

 
a. The Joint Director of Nursing, Midwifery and AHP introduced this report and the Board 

noted: 
i) The Trust achieved the evidence submission date of 30 June 2021; 
ii) The Trust declared full compliance, noting that three areas required further work; 
iii) Dashboard identified induction of labor and smoking had increased.  Mitigations in 

place; 
iv) Serious Incident under investigation. 

 
b. The Board discussed: 

i) PH enquired about the stop smoking annunciator outside of Maternity which was 
supported by Charitable Funds.  It was confirmed this was still in place; 

ii) Emergency cesarian sections are low which is a positive indicator (KS); 
iii) Noted the Dual Director of Nursing, Midwifery and AHP had been invited to share 

learning nationally. 
 
c. The Board resolved to: 

i) note that the Trust will be submitting a compliant CNST submission; ahead of sub-
mission by the Executive Dual Director for Nursing, Midwifery and Allied Health Pro-
fessionals on behalf of the Chief Executive by the 15 July 2021;  

ii) note and approve the current position against the Immediate and Essential Actions 
in the Ockenden Report ahead of submission evidence by the Executive Dual Direc-
tor for Nursing, Midwifery and Allied Health Professionals on behalf of the Chief Ex-
ecutive by the 30 June 2021.  

Governance and Assurance 
 
21/22.53 Quality Account 
 
a. The Director of Integrated Governance introduced this report and the Board noted: 

i) Outline the key improvements that continue to be made as well as acknowledged the 
Never Events; 

ii) Key clinical priorities include: 
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• the revisiting of the Patient Safety Incident Framework which was paused na-
tionally.  The continued with its development to go live as an adopter site; 

• the implementation of Enhanced Perioperative Care unit for elective patients; 
• implementation of the Reablement Passport. 

iii) Executive Leadership Team, Audit and Risk Assurance Committee and the Quality 
Assurance Committee had reviewed and approved the Quality Account; 

iv) No national requirement to have an External Audit opinion due to being in the pan-
demic. 
 

b. The Board discussed: 
i) The Quality Account was carefully considered at Audit and Risk Assurance Commit-

tee.  One of the key challenges was around lessons learnt and the need to have as-
surance around embedding and sustaining change.  The Committee were assured 
with the alignment of Internal Audit to ensure evidence of embedding change; 

ii) True and honest reflection of the previous year and the Quality Assurance Commit-
tee had recommended for approval; 

iii) MM enquired about the impact of the Integrated Care System.  BG welcomed the 
challenge and advised that going forward the Trust would work with the ICS about 
the system priorities.  KS referred to this as an exciting opportunity. 
 

c. The Board resolved to: 
i) approve the 2020/21 Quality Account 

 
21/22.54 Amendments to Standing Orders, Standing Financial Instructions and Com-
mittee Terms of Reference 
 
a. The Company Secretary introduced this report and the Board noted: 

i) The review was an action of the Governance Improvement Plan; 
ii) Amendments to Standing Orders and Standing Financial Instructions have been 

scrutinised by Audit and Risk Assurance Committee following a comprehensive 
benchmark review.  Substantive changes were highlighted in tracked changes; 

iii) Each Committee whose ToRs were presented for approval had been considered by 
each Committee; 

iv) Scheme of delegation to be presented to the July Audit and Risk Assurance Commit-
tee; 

v) Charitable Funds Committee and Remuneration and Nomination Committee to be 
presented within one month. 
 

b. The Board discussed: 
i) KS welcomed the use of tracked changes as it enabled the Board to clearly see the 

amendments made and suggested this should be considered for all policy changes; 
ii) It was noted the changes agreed at Audit and Risk Assurance Committee had been 

included in the final document.  
 

c. The Board resolved to: 
i) approve the amendments proposed for Standing Orders and Standing Financial In-

structions – at items 17.1 and 17.2 respectively  
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ii) note that proposed amendments to the Scheme of Delegation, including the Matters 
Reserved to the Board, will be submitted to the September meeting of the Board in 
Public for approval, having been scrutinised by Audit and Risk Assurance Commit-
tee; this is due to the work underway on the executive governance structure includ-
ing the role of the different groups within that structure  

iii) approve the recommended Terms of Reference for the following Committees: Fi-
nance and Performance Committee; People and OD Committee; Audit and Risk As-
surance Committee; Auditor Panel and Quality Assurance Committee (at attach-
ments 17.3 – 17.7 respectively)  

iv) note that the Terms of Reference for Remuneration and Appointments Committee 
and Charitable Funds Committee are in development and will follow to the Septem-
ber Board in Public meeting following consideration by those respective committees 

 
21/22.55 Premises Assurance Model 
 
a. The Chief Operating Officer introduced this report and the Board noted: 

i) The Finance and Performance Committee in June 2021 considered the Premises 
Assurance Model (PAM); 

ii) Mandatory requirement to complete a self-assessment process in order to provide 
the Board with assurance on compliance in estates and facilities.  The Board re-
ceived a PAM in 2018 ; 

iii) Key outcome of the PAM was to identify the priorities for the 1-3 year estates diag-
nostic; 

iv) SB referred to the outcomes: 
• 3% assessed as inadequate; 
• 63%requires moderate improvement; 
• 33% good and; 
• 1% outstanding. 

v) Additional external assurance (an independent company) undertaken on the PAM 
submission which provided positive feedback; 
 

b. The Board discussed: 
i) The Finance and Performance Committee received a comprehensive presentation.  

The Committee noted the consistency and methodology applied to the self-assess-
ment and referred to this as being a positive baseline for the Trust; 

ii) RS noted the positive assurance following the external review of the self-assess-
ment; 

iii) KS expressed concern regarding the safety elements regarding the risks within the 
‘requires moderate improvement’ section.  SB welcomed the challenge, and referred 
to the governance structure that had oversight and where progress would be moni-
tored. 
 

c. The Board resolved to: 
i) approve the Premises Assurance Model and agree to the SAQ ratings to be rec-

orded on the national reporting system through NHS Digital.  
ii) approve the proposed governance structure for providing assurance on PAM to the 

Finance and Performance Committee  
iii) note the timeline for ensuring a sustainable journey to ‘Good’. 

 
21/22.56 Disciplinary Policy 
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a. The Acting Director of People and OD introduced this report and the Board noted: 

i) The Board were notified of the national letter in April 2021 regarding the requirement 
to review the Disciplinary Policy as part of the Just Culture framework; 

ii) The People and OD Committee reviewed and made recommendations to strengthen 
the flow diagramme.  Noted that Staff Side had also reviewed and approved the pol-
icy; 

iii) The Committee requested a review of the suite of documents that compliment this 
policy in order to best support colleagues. 
 

b. The Board discussed: 
i) The People and OD Committee welcomed the amendments to the policy.  SP noted 

the actions taken to condense the policy into an accessible format to help support 
colleagues understand and use the policy; 

ii) KOK noted the national deadline but assured the Board of the work being under-
taken to progress the suite of supporting policies; 

iii) Discussed the positive engagement with Staff Side Colleagues and the support in 
the change in approach.  Training and support was critical to deliver the policy and a 
shift in culture; 

iv) Discussed the national requirement to deliver this and our approach to engage with 
local and national providers to deliver a best practice model. 
 

c. The Board resolved to: 
i) Approve the policy  

 
21/22.57 Seasonal Plan 
 
a. The Chief Operating Officer introduced this report and the Board noted: 

i) To be produced annually and flexed as required, dependent on the population 
needs; 

ii) Holding ambulances in the pandemic due to following Infection Prevention and Con-
trol guidance to avoid nosocomial infections.  Noted that virtual wards had been im-
plemented in the community to support the younger population with Covid-19; 

iii) Areas of focused work include support to primary care in order that patients can ac-
cess their GP and only use secondary care where appropriate. 
 

b. The Board discussed: 
i) Welcomed the development of the Seasonal Plan with partners (MM); 
ii) PH enquired about the timescales for the development of the system plan, of which 

this Seasonal Plan fed into.  SB noted there were no identified timescales for the 
completion of the system plan; 

iii) When would the full suite of Key Performance Indicators (KPIs) be available and RS 
asked about how the Trust understands when it is being productive.  It was noted a 
Clinical Director for Flow was being recruited and the KPI’s would be complete at this 
point. As the KPI’s were new, they would be stress-tested; 

iv) In response to AB’s question regarding the integration of the KPI’s into the Integrated 
Performance Report, SB advised the Operational Board would have oversight; 
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v) Board members discussed risk and resource.  It was noted there was no further 
workforce requirements and with regard to risk, the Trust makes comparable risks on 
where to spend effort, time and cost and going forward this would be shares across 
the system as a pooled risk. 
 

c. The Board resolved to: 
i) endorse the current seasonal plan to include the core aims and the outlined govern-

ance structure noting that the plan is in development as existing projects are incorpo-
rated into the one plan.  

ii) endorse that the Trust moves away from a traditional model of ‘winter planning’ and 
incorporates a continuous cycle of improvement for manging demand across all sea-
sons.  

iii) note that the system wide seasonal plan, when finalised, will be intended to enhance 
the delivery of the aims set out in the Trust’s plan.  

iv) note that the risk section is updated and provided to the July meeting of the Quality 
Assurance Committee once the existing risks have been consolidated and subse-
quent update to the Board Assurance Framework (Risk 7016).  

v) note the Draft Key Performance Indicators which will be updated after a full review of 
the existing Bronze Operational Dashboard.  

 
21/22.58 Learning from Deaths Q4 Report 
 
a. The Medical Director introduced this report and the Board noted: 

i) Statutory requirement the Board considers a quarterly report on learning from 
deaths; 

ii) The Quality Assurance Committee reviewed the quarter 4 report; 
iii) Medical Examiner Service in place with five out of the seven Medical Examiners ap-

pointed with over 60% of in hospital deaths being reviewed (target 100%); 
iv) Out of 440 in hospital deaths, 61% were under scrutiny and 17% referred to the cor-

oner; 
v) 36 Structured Judgement Reviews (SJR) of which six cases were rated as ‘very 

poor’. 
 

b. The Board discussed: 
i) Welcomed the learning points and assurances regarding the key themes from the 

review of learning disability deaths and the actions taken.  
 

c. The Board resolved to: 
i) receive for assurance and note the report for information as part of its board assur-

ance arrangements.  
 
21/22.59 Freedom to Speak Up Guardian Annual Report 2020/211 
 
a. The Freedom to Speak Up Guardian, Jo Burton (JB) introduced this report and the 

Board noted: 
i) In May 2020 the Work In Confidence App was implemented and this accounts for 

c10% of all cases; 
ii) Categories of biggest concern included behaviour, relationship and culture; 
iii) Continued energy and focus on culture and embracing the National Guardian Office 

approach to encourage people to speak up; 
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iv) JB introduced a video which outlined a colleague’s experience as an international 
nurse and how they spoke up regarding their feelings of being isolated. 
 

b. The Board discussed: 
i) MM welcomed the video and how this demonstrates the value in speaking up and 

the focus on culture development and leadership support; 
ii) The negative impact the pandemic has had on feeling isolated; 
iii) The number of anonymous number had decreased and the overall cases were de-

creasing, RS asked for assurance on how learning was being achieved and the im-
pact of the App.  It was noted there was an influx of using the app when it was intro-
duced and JB suggested this should be re-advertised. 
 

c. The Board resolved to: 
i) discuss and note the Annual Report from the Freedom to Speak Up Guardian; 
ii) note the new and improved Index score for RCHT, from the National Guardians Of-

fice 
 

21/22.60 Peninsula Pathology Network Development * 
 
a. The Peninsula Pathology Network Development was listed as a stared item, whereby 

the agenda item would be received and noted as per the recommendation unless any 
questions or comments were received ahead of the meeting.  

 
b. The Board resolved to: 
 

i) note the ambition for Pathology Network development including the Network Boards’ 
approval of the Collaboration Agreement 

 
21/22.61 Infection Prevention and Control Annual Report * 
 
a. The Infection Prevention and Control Annual Report, which was presented to the Quality 

Assurance Committee in June 2021 was listed as a stared item, whereby the agenda 
item would be received and noted as per the recommendation unless any questions or 
comments were received ahead of the meeting.  
 

b. The Board resolved to: 
 

i) Note the Annual Report and Programme of work 
 
21/22.62 Safeguarding Annual Report * 
 
a. The Safeguarding Annual Report, which was presented to the Quality Assurance Com-

mittee in June 2021 was listed as a stared item, whereby the agenda item would be re-
ceived and noted as per the recommendation unless any questions or comments were 
received ahead of the meeting.  

 
b. The Board resolved to: 
 

i) Note the Integrated Safeguarding Annual Report 2020/21 
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21/22.63 Staff Survey Action Plan * 
 
c. The Staff Survey Action Plan, which was presented to the People and OD Committee in 

June 2021 was listed as a stared item, whereby the agenda item would be received and 
noted as per the recommendation unless any questions or comments were received 
ahead of the meeting.  

 
d. The Board resolved to: 
 

i) Note the organisations action plan arising from the 2020 staff survey; 
ii) Note the communication approach. 

 
21/22.64 Committee Annual reports * 
 
e. The Committee Annual Reports were presented to the respective Committee meetings 

earlier this year and were listed as a stared item, whereby the agenda item would be re-
ceived and noted as per the recommendation unless any questions or comments were 
received ahead of the meeting.  

 
f. The Board resolved to: 
 

i) Note the annual reports from the Committees and the associated areas for improve-
ment focus, including: 

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 

 
21/22.65 Trust Seal Annual Report * 
 
g. The Trust Seal Annual Report, which was presented to the Audit and Risk Assurance 

Committee in June 2021 was listed as a stared item, whereby the agenda item would be 
received and noted as per the recommendation unless any questions or comments were 
received ahead of the meeting.  

 
h. The Board resolved to: 
 

ii) Note the Annual Seal Report on the use of the Trust Seal for 1 April 2020 – 31 
March 2021 
 

21/22.66 Register of Interest * 
 
i. The Register of Interest report was listed as a stared item, whereby the agenda item 

would be received and noted as per the recommendation unless any questions or com-
ments were received ahead of the meeting.  

 
j. The Board resolved to: 
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i) 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 Dec-
larations of Interest’ 

ii) note the improvements made to recording interests which have been implemented 
during 2020/21 

 
 
21/22.67 Consideration of Risk 
 
a. From the discussions of the meeting, the Board considered that following required con-

sideration for the Board Assurance Framework / Corporate Risk Register (CRR):  
i) Positive assurance on the Seasonal Plan in relation to the strategic risk around 

crowding; 
ii) Risk around the ICS and noted a draft ICS risk register wass being developed 

with meetings in July 2021 with providers; 
iii) Positive assurance on Freedom to Speak Up which related to the culture risk. 

 
21/22.38 Questions from the Public 
 
a. There were six questions or comments raised by members of the public. 
 

1. Visiting Restrictions – My My husband is a long-term patient and is detrimentally af-
fected by the Trust’s visiting restrictions. While I appreciate the restrictions as a re-
sult of Covid-19, I feel there needs to be provision in place so that loved ones can 
visit those in hospital for a long period of time – facetime is inadequate. Will the Trust 
be putting in place something to enable visitors for long-stay patients to benefit their 
mental health? 

 
The Dual Director of Nursing, Midwifery an AHP apologised for the experience and 
acknowledged that visiting restrictions was extremely difficult for the Trust.  The sys-
tem has taken an approach to review the restricted visitation process at the Clinical 
Practitioner Cabinet to ensure ethical and clinical oversight.  The primary focus has 
ben to minimise the spread of infection. 
The Trust has allowed visiting in Critical Care, Maternity, Children’s Services ad End 
of Life Care as well as consider all best interest requests. 
The Trust continues to review its policy in light of national guidance and considers 
any increase in infections. 
 

2. Disabled Parking Access -  What actions are RCHT and its contractors taking to en-
sure that both the new buildings and the services of RCHT while building takes place 
are fully accessible to disabled people? Are disabled parking spaces, lighting, and 
signage adequate? What steps are being taken to coproduce the new facilities with 
disabled people including those with visual, hearing, or mobility impairments as well 
as with people with learning disabilities? 

 
Met with Disability Cornwall regarding the Trust builds.  Noted that all new builds 
have a specification to apply with all legislation standards for accessibility. All rea-
sonable measures are being taken to maintain or relocate access with appropriate 
signing.  With regard to lighting, there is additional lighting near the building side. 
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Looking at wider development of accessible parking and also working with Cornwall 
Disability Alliance and Disability Cornwall. 
 

3. We understand RCHT is commissioned to provide covid vaccination centres in Corn-
wall by NHS Kernow. Due to our high rates in Falmouth the Town Council has of-
fered Princess Pavilions as a suitable venue for a small Falmouth Walk-In vaccina-
tion clinic ASAP if some resource can be diverted there. Can you confirm if and 
when this offer will be taken up? 

 
There is a pop-up vaccination walk in centre in Falmouth and there will be an im-
proved provision within the next week. 
 

4. How many people does RCHT currently have admitted who have tested positive for 
Covid19? 
 
It was confirmed the Trust has 15 inpatients with a positive covid test result. 

 
5. How do the Board now see the role of Non-Executive Directors, Cornwall Council's 

Overview and Scrutiny Committee, and members of the public in holding the Execu-
tive to account, and questioning in depth what we may previously have taken on 
trust? 

 
We published our undertakings and progress report on Friday 25 June, on the same 
day they were published by NHs England, we and are transparent about the chal-
lenges we’ve faced and improvements we’ve made. The Trust is held to account by 
the Non-Executive Director’s through the Board, by regulators – the Care Quality 
Commission and NHS England/Improvement – our commissioners, and through en-
gagement with the Councils of Cornwall and Isles of Scilly. We welcome the scrutiny 
to aid our improvements and listen to the people we serve 

 
6. Has the Board discussed the report by Dr Peter Levin's report published on the 27th 

of June 2021 . Cornwall's New Integrated Care System, what are we hoping for. 
 

Not had the opportunity as a Board to consider this, but the Chief Executive had.  
Noted the debate around a commitment as a partner in the ICS to ensure services 
were fit for purpose.  This will be shared with Board colleagues. 
 
SP and SN left at 16.00 
 

21/22.69 Evaluation of Effectiveness of the Meeting 
 
a. The following comments were received by Board members: 

 
i) What worked well: 

• Good coverage of matters and good use of Committee meetings; 
• Improved public attendance through the use of technology; 
• Good reports and use of tracked changes to see where amendments have been 

made. 
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The minutes were duly approved by 
 

Name  

Signature  

Date  

 

Page 21 of 412



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

Min Ref Action Lead Status Due date Update

21/22.50

13.2 Capital Programme Review - The Trust 
Board approved to delegate approval of the Fire 
Plan to Finance and Performance Committee in 
July 2021

Chief Operating 
Officer / Director of 

Finance 
Proposed Complete Jul-21 Update August 2021: The Finance and Performance Committee on 

26 July approved the fire works plan per delegation from the Board 

21/22.54

Amendments to Standing Orders and 
Standing Financial Instructions and 
Committee TOR - The Committee welcomed 
the presentation of the report which included 
tracked changes.  This allowed Board members 
to fully understand the changes and agreed this 
practice should be used for future policy or 
stategy documentation 

Company 
Secretary Proposed Complete Jul-21

Update August 2021: In line with good governance, the Board will 
continue to receive any key changes to documentation through 
tracked changes.

May-21

21/22.26

Integrated Performance Report: Joint Director 
of Nursing, Midwifery and AHPs to lead a  
review the current approach to communication 
with staff (e.g. for shared learning and 
communication of expectations/standards) and 
with patients (including more general public 
messages); what is current approach; who 
could we learn from (good practice) and what 
changes could we make to do better - to report 
to QAC with assurance back to the Board 
through Committee Chair's report

Joint Director of 
Nursing, Midwifery 

and AHPs
In progress Aug-21

Update June 2021: Actions in this regards are in progress and are 
linked with our Never Event Improvement Plan. Will report back in 
August 2021.
Update August 2021: A deep dive report on communication is being 
presented to QAC in September 2021. Elements of shared learning 
has been a key action within the Never Event Improvement Plan; this 
was acknowledged in meeting the requirements of the CQC 29A 

21/22.30

Maternity Services Patient Safety Monthly 
Report: Joint director of Nursing, Midwifery and 
AHPs to report on outcomes from 
multidisciplinary learning in next report to the
Board

Joint Director of 
Nursing, Midwifery 

and AHPs
Proposed complete Aug-21

Update June 2021: Due to the reporting and data required will be 
contained in the June 2021 report; (next report in August 2021).
Update August 2021: The HSIB Reports are attached to the report 
and cover multidisciplinary learning. With the lifting of restrictions 
multidisciplinary simulation training and PROMPT training will be 
included.

TRUST BOARD IN PUBLIC ACTION LOG

Apr-21

Jul-21

Page 22 of 412



KEY:
Action complete or proposed complete
Action in progress
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Min Ref Action Lead Status Due date Update

TRUST BOARD IN PUBLIC ACTION LOG

21/22.14

Board Assurance Framework and Corporate 
Risk Register - Director of Integrated 
Governance to review the risk scoring of 
principal risk ID 7019 regarding the risk of 
having insufficient change management 
capacity and capability to deliver pace and 
change.

Director of 
Integrated 

Governance
Proposed complete Jul-21

Update May 2021: The next iteration of the Board Assurance 
Framework to include the revised risk scoring.
Update August 2021: Risk reviewed and the Board Assurance 
Framework updated (see agenda item 21/22.84)

Mar-21

20.265 dii)

Maternity Services Safety Report: Joint 
Director of Nursing, Midwifery and AHPs to 
consider how to present some of the data by 
population groups reference health 
inequalities and social determinants of 
health

Joint Director of 
Nursing, Midwifery 

and AHPs
Proposed complete Jun-21

Update March 2021: Approach to stratification being considred with 
view to addressing by end of June 2021 
Update August 2021: Data was included in the July Report. 
Currently reviewing data requirements in line with national 
requirements for validity and ease of reporting.  

20.266 dii)

Freedom to Speak Up Board Self-Assessment: 
Director of People and OD to reflect the two 
Board Assurance Framework risks on 
culture in the self-assessment

Joint Director of 
Nursing, Midwifery 

and AHPs
Overdue May-21

Update March 2021: culture risk will be reflected in next version of 
the Board Assurance Framework
Update May 2021: Action moved from Director of People and OD to 
Joint Director of Nursing, Midwifery and AHPs due to change in 
executive lead for FtSU
Update August 2021: currently under review with Director of 
Integrated Governance, FTSU Guardian and Lead Executive

20.268 di)

Board Diversity Plan: Chairwoman, via the 
Company Secretary, to reflect broader 
cultural aspirations with regards diversity 
within the Board Diversity Plan

Company 
Secretary Overdue Jun-21

Update March 2021: wording with regards the organisation's broader 
cultural aspirations will be included in the Plan
Update August 2021: due to a focus on the Governance 
Improvement Plan actions this action hasn't yet been progressed and 
is now overdue. Will aim to review Board Diversity Plan for October 
Board

20.268 dii)

Board Diversity Plan: Chairwoman, via the 
Company Secretary, to undertake further 
benchmarking from organisations which 
have successfully diversified their Board to 
learn from their experience

Company 
Secretary Overdue Jun-21

Update March 2021: benchmarking to be undertaken via the 
Company Secretaries Network and Equality and Diversity Network by 
the end of June
Update August 2021: due to a focus on the Governance 
Improvement Plan actions this action hasn't yet been progressed and 
is now overdue. Will aim to review Board Diversity Plan for October 
Board

Feb-21
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TRUST BOARD IN PUBLIC ACTION LOG

20.241 ji)

Committee Assurance Reports (Charitable 
Funds Committee): Director of People and OD 
to brief forward a focus on the work of the 
charity for a board meeting within 6 months 
(where the Board would meet as Corporate 
Trustee)

Director of People 
and OD Overdue Aug-21

Update February 2021: Planning is underway with the Fundraising 
Manager to showcase the work of the Charity and how the Covid 19 
funds from NHS Charities Together has been used to support RCHT 
colleagues and specially wellbeing. 
Update August 2021: Due to a change in leadership of the Charity, 
this briefing will be rescheduled for October/November 2021

20.247 bi)

Consideration of Risk: Director of Integrated 
Governance to review and determine 
whether a risk around management 
capability in relation to mediation/listening 
should be escalated to the corporate risk 
register in relation to Freedom to Speak Up 
responsibilities

Director of 
Integrated 

Governance
Overdue (paused) Mar-21

Update February 2021: The action was to review with the Director of 
HR'OD about adding additional mitigation and plan re mediation 
training to the existing BAF risk. In progress.  
Update May 2021: Following the Joint Director of Nursing, Midwifery 
and AHP taking on the role of FTSU Lead in April 2021, she will 
review this with the Director of Integrated Governance and provide an 
update to the next meeting.
Update August 2021:  currently under review with Director of 
Integrated Governance, FTSU Guardian and Lead Executive

Jan-21
Dec-20
Nov-20
Oct-20
Jul-20
Jun-20
May-20
Apr-20
Mar-20
Feb-20
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TRUST BOARD IN PUBLIC ACTION LOG

20.34

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

Medical Director In progress (against 
revised deadline)

01/05/2020       
(revised date to 

March 2021)
(further revised 

date to Sept 2021)

Update March 2020: To be included in the next Quarterly Report 
from the Guardian of Safe Working Hours to People and OD 
Committee and on to the Board (May 2020)                                                                                      
Update May 2020: This discussion and subsequent action was just 
pre-covid and has been superseded by the requirement for the 
consultant rotas to be very fluid necessitated by a rapid change in the 
ward bases of various teams. It is a piece of work that we will need to 
come back to once the ‘new normal’ has been established and we 
have fully rolled out the e-roster and medi-roster systems.                           
Update July 2020: Still on hold and reviewed regularly at QAC                                                                                             
Update October 2020: update provided at October Board. In order 
to roll out safer medical staffing all medical staff need to be on the 
appropriate roster. Work on the medical roster has been impacted 
due to Covid-19. Director of People and OD confirmed key milestone 
to have all medical staff on roster by March 2021. Update on 
rostering considered by People and OD Committee on 27 October 
2020                                              
November 2020: Revised due note noted and accepted and action 
amended from showing as overdue to 'in progress'      
Update May 2021: New completion date of September 2021 
proposed. Upload of personnel details to Medical Roster planned to 
be completed May ’21, which needs to be in place before the model 
of safer medical staffing can be implemented.

Dec-19
Nov-19
Sep-19
Jul-19
Jan-19
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Chairwoman’s Report – August 2021 

Please note that this report includes resolutions for consideration by the Board. 

1. Chief Executive

I am pleased to warmly welcome Tony Chambers as Interim Chief Executive to the 
Trust Board.  Tony joined us on Monday 16 August 2021 when Kate Shields moved 
to her new role leading the Integrated Care System for Cornwall and Isles of Scilly. 

Tony is a highly experienced leader, and I am delighted that he joins us at this time 
when were are facing a challenging period for our hospitals.    

We will be interviewing in September 2021 for the permanent role and I have already 
started conversations with interested candidates.  

2. Standing Orders including Standing Financial Instructions, Scheme of
Delegation and Matters Reserved for Board

The Trust Board in Public on 1 July 2021 received and approved proposed 
amendments to Standing Orders and Standing Financial Instructions and approved 
amendments to Committee Terms of Reference.  Further work was undertaken 
during July to make changes to the Schedule of Matters Reserved to the Board and 
the Scheme of Delegation and at the Trust Board in Private on 5 August 2021 the 
Board approved the changes. 

As per the Governance Improvement Plan, training sessions will commence in 
September 2021 for key staff on the revised guidance which is available on the Trust 
website. 

3. Committee Membership

At the 5 August Trust Board in Private it was proposed and agreed that Sarah Pryce, 
Non-Executive Director would step down as a member of Quality Assurance 
Committee.  I would like to take the opportunity to thank Sarah for her extremely 
valuable contribution to this Committee over the last few years. 

I have also taken the opportunity to engage with our Associate Non-Executive 
Directors, Nina Khaira and Jane Wills following their six-week induction programme 
to determine which Committee meeting(s) they should attend.  I would like to 
recommend Nina becomes a member of Finance and Performance Committee and 
Jane becomes a member of People and OD Committee.   

Resolution 

The Board is invited to: 
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• approve the updated membership for Finance and Performance Committee 
and People and OD Committee. 

• delegate authority to the Company Secretary to update the Terms of 
Reference as appropriate. 

 
4. System / National / Regional Meetings  

 
It has been a busy few months, seeing an unprecedented demand on our services 
and across our partners in Cornwall and the Isles of Scilly.  I would like to take the 
opportunity to thank colleagues for their dedication and for continuing to put patients 
first and provide the best care for our population.   
 
During the last month I have continued to meet with system leaders, keep abreast of 
all the latest guidance regarding our Integrated Care System and ahead of taking a 
short break we held a brief Trust Board In Private in August.   
 
The Board considered our Board Development Plan and approved the final 
amendments to Standing Orders, Standing Financial Instructions and Scheme of 
Delegation and Matters Reserved for the Board.  Both are key documents and form 
part of the agreed improvements outlined in the governance improvement plan which 
is focused on establishing good practice. 
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Chief Executive Report 

Trust Board in Public – September 2021 

1. Introduction
2. Operational Performance & Sustained Operational Pressure
3. Building Brilliance – engaging on our plans for West Cornwall Hospital
4. Staffing and recruitment
5. NHS Providers:  Working Together at Scale – guidance on provider

collaboratives
6. Health Service Journal Awards 2021
7. Brilliant People

1. Introduction

I’m writing my report just a few days after taking up post here at RCHT and
can honestly say I have received the warmest of welcomes.  I will be devoting
as much of my time as possible over the next few weeks to meeting and
listening to as many colleagues, partners and stakeholders as I can, to get a
real feel for RCHT, the current environment in which we are working, and our
top priorities.

It has been especially pleasing to arrive on the back of a positive report from
the Care Quality Commission, acknowledging the progress that has been
made in recent months, and I would like to thank my predecessor, Kate
Shields, for her part in leading and supporting colleagues to make that
happen.

There is no doubt it is a challenging time to have arrived in Cornwall, with the
county deluged with visitors who are swelling our population with  the
additional demands that places on our health and care services.  Responding
is a tough ask for those already exhausted by a pandemic.  However, the
strength and resolve to keep doing the best for our patients, is abundantly
clear.

2. Operational Performance & Sustained Operational Pressure

Our NHS and care services remain under pressure and we are concerned
about services being further overwhelmed as we head towards the final peak
of the summer holidays. We support Visit Cornwall’s appeal to the nation to
not visit Cornwall unless they already have a booked their holiday, and to
make sure tourists are well prepared should any health issues arise whilst
they are on holiday.
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Cornwall now has the highest rates of confirmed COVID-19 cases in the 
country and this is having a huge impact on our services in a way that we 
didn’t experience during the first wave of the pandemic.  We will use our 
escalation plans as needed to respond to any rise in hospital admissions over 
the coming days and weeks.Our summer campaign to encourage residents 
and holidaymakers to choose the most appropriate services continues across 
news media, social media, tourist accommodation and attractions, transport 
providers and our NHS locations.  Messages focus on people calling their own 
GP even, if they’re here on holiday, or calling 111 first.  To help people better 
understand why they need to use services wisely, the campaign has been 
boosted by an open briefing setting out the pressures across health and care 
services. 

 
 
 
 
2. Building brilliance – engaging on our plans for West Cornwall Hospital 
 

As we develop our plans for a £9 million investment at West Cornwall 
Hospital, we have held face to face and online engagement events, as well as 
an open survey, asking the public for their input on the building design.   
 
There was fantastic support for the proposal and the key themes emerging 
have been car parking, disabled access, and the prominent design of the 
proposed building.  Feedback will be incorporated into the planning 
application which is expected to be submitted in September. 
 
As the plans for the outpatient services themselves and the interior design of 
the building progress, there will be further opportunities for patients and the 
public to get involved. Anyone interested can contact us on 
rcht.buildingbrilliiance@nhs.net.  
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3. Our people and recruitment 
 

With additional ward areas open to care for more people our staffing resource 
is increasingly stretched.  Colleagues are working hard to keep patients safe, 
with many taking on additional shifts to cover gaps as a result of sickness 
(including Covid), holiday and vacancies.  We are engaging more agency staff 
and have also been supporting care homes with our own staff to keep beds 
open and enable critical patient discharges from our acute and community 
hospitals.   

 
To support our longer-term staffing needs we are recruiting a number of 
overseas nurses who will join us in the coming months.  We are also 
participating in schemes such as Kickstart, to encourage new people into 
roles in our hospitals. 

 
The growing barrier to recruitment is housing, where prospective recruits and 
agency staff are finding it almost impossible to find rental accommodation or 
affordable homes in the county.  We have set up a project group tasked with 
establishing links with letting agents, developers, and other stakeholders to 
prioritise key worker accommodation.   Additionally, we are keen to hear from 
landlords or homeowners with accommodation or rooms to rent.  Email:  

 
 
5. NHS Providers:  Working Together at Scale – guidance on provider 

collaboratives 
 

This guidance sets out NHS England/Improvement’s expectations for how 
providers should work together in provider collaboratives, as well as the 
benefits, enablers, and possible governance arrangements.  
 
NHSE/I describes provider collaboratives as partnership arrangements 
involving at least two trusts working at scale across multiple places. The 
guidance highlights some of the key benefits for providers working in this way 
including  reduction in health inequalities, greater resilience across systems, 
including systemwide capacity management, better recruitment, retention and 
development of staff, consolidation of low volume or specialised services, and 
economies of scale. 
 
NHSE/I expects all trusts providing acute and mental health services to be part 
of one or more provider collaborative by April 2022, at which time Integrated 
Care System (ICS) leaders, trusts and their system partners will be expected 
to identify the shared purpose of each collaborative, and develop and 
implement their membership and governance (in line with ICS priorities) and 
the specific opportunities to deliver benefits of scale. 
 
NHSE/I defines several core capabilities: 

• Partnership building 
• Programme delivery 
• Shared governance 
• Peer support and mutual accountability 
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• Joined up working 
• Quality improvement 

The guidance also sets out five key enablers of collaboration: 

• Building and nurturing strong relationships 
• Clinical leadership 
• Taking into account what matters to people and communities 
• Data sharing 
• Interoperable digital capabilities 

Trusts will maintain their current accountabilities, and they will be expected to 
support mutual accountability within the collaborative through informal and 
formal routes (eg via risk and gain share agreements). Provider collaboratives 
will also need to consider themselves collectively accountable to the 
populations and communities they serve. 

The full guidance can be found at: 
 
https://nhsproviders.org/resource-library/briefings/on-the-day-briefing-working-
together-at-scale-guidance-on-provider-collaboratives 
 

 
6. Health Service Journal Awards 2021 
 

We are delighted to hear our Sustainable RCHT Team has been shortlisted 
for the Health Service Journal “Environmental Sustainability Award”.  
Together with colleagues across our hospitals, our Sustainability Team has 
been gathering momentum with a host of initiatives, including a UK first in the 
recycling of the mountain of facemasks that has been such a worldwide focal 
point of the pandemic.  The melted plastics are now being repurposed as 
items such as litter pickers, bottles, and bins. 
 
Among our other initiatives are: 

• Recycling of anaesthetic gases. 
• Virtual clinics to decrease patients’ carbon footprint 
• RCHT Charity funding to purchase reusable face coverings for non-clinical 

staff which have reduced our use of type 2 single use disposable masks 
by 46% 

• An electric cargo bike to transport theatre equipment from our sterile 
services unit to the hospital 

• Continuing to support home working to reduce travel  
• Early stages of undertaking an inhaler swap from harmful gas to dry 

powder 
 
Also shortlisted is our Maternity Services Team, as one of 12 NHS trusts 
working with the West of England and South West Academic Health Science 
Networks and the South West Neonatal Network, who are in the Provider 
Collaboration category for a project which brought together perinatal teams 
striving to improve outcomes premature babies.  
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Called PERIprem, the project is a perinatal care bundle consisting of a 
number of interventions that will demonstrate a significant impact on brain 
injury and mortality rates amongst babies born prematurely.  

  
We wish both finalists the best of luck as they prepare for presentations of 
their work to the judges in September, with the winners announced at an 
award ceremony in mid-November. 
 

7 Brilliant People 
We’ve received more than 450 entries for our 2021 Brilliant You Awards which 
are currently being shortlisted in readiness for a presentation event we are 
making plans to hold in the autumn – details to follow soon.  Not surprisingly 
there are some outstanding nominations and judging is going to be a tough 
job. 
 
Meanwhile we have celebrated the achievements of our student midwives 
who were finally able to hold their graduation ceremony which had been 
delayed by the pandemic.  Many supported our midwifery team by joining the 
staffing rotas as aspirant midwives; working hard to complete their training, 
clinical experience, and coursework early. 

 

 
 
 
Tony Chambers 
Chief Executive 
26 August 2021  
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Meeting:  Trust Board In Public 

Date of Meeting:  02 September 2021 

Item Number:  10.1

Title of Report:  Equality and Inclusion Strategy 2021 - 2025 

Executive Director Lead: Paul Hargreaves, Acting Director of People & OD 

Author and Job Title: Rehan Afzal, Head of People Experience  

Email Address:  rehan.afzal@nhs.net 

Purpose of the Report: 

Approve ☒ Discuss ☐ Note ☐ Endorse ☐ 

The purpose of this strategy is to set out how the Trust will create an inclusive 
culture that meets the needs of all our colleagues, patients and communities. 

Consultation: 

A consultation with staff took place in September 2019 (Equality and Inclusion steering 
Group, EISG, and staff network groups) which aided the identification of appropriate 
actions. An earlier version of the strategy has been circulated, including the EISG in 
April 2021. This report and the accompanying revised Diversity and Inclusion Strategy 
2021 - 2025 therefore requires approval of the Trust Board. 

This paper has been reviewed and approved by the Executive Leadership Group on 
the 28/07/21 and the People and OD Committee on the 24/08/21 subject to some 
minor amendments. 

Key Risks (please tick one or more): 

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

Impact Assessment: 
This strategy describes our vision and direction when implementing equality, diversity 
and inclusion in our organisation both for our service users and workforce alike. The 
strategy sets out our vision and objectives for the next 4 years (2021-2025). Our 
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inclusion aim is to integrate equality and diversity into everything we do – a natural 
part of everyday practice, owned by everyone. 

The strategy impacts on all our services and service delivery. This includes our 
Workforce (clinical/non-clinical, full/part time; contracted including honorary contracts, 
bank staff, agency workers, volunteers, students etc) and the community we serve 
(patients, service users, carers, advocates, visitors).  

Recommendation(s): 

The Board is recommended to: 
• Discus the content and approve the Equality and Inclusion Strategy, 2021-2025   
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Title: Equality and Inclusion Strategy  

1. Situation 
 

1.1 The Trust seeks to be a leader in the development and delivery of services that 
meet the needs of our whole population including those who have protected 
characteristics under the Equality Act of 2010. Our vision and values put the 
patient first in all our activities but we are also aware that in order to do this we 
must be an employer who meets the needs of our staff. 
 

1.2 We have a responsibility to our local community and as a major employer in 
Cornwall and the Isles of Scilly to be a leader in the area of equality, diversity and 
inclusion. As well as our commitment to our patients and employees, all those who 
visit, volunteer or work at the Trust in whatever capacity should be able to feel 
supported by an organisation that has equality, diversity and inclusion as a central 
principle in all its activities. 

 
1.3 To demonstrate our commitment to meet the needs of our staff and community we 

have to continuously improve the way we employ, support and retain a high quality, 
diverse workforce and the way we involve and support our patients and 
stakeholders.  Therefore we have developed a Diversity and Inclusion Strategy 
which provides an explanation of how and who will support the effective delivery 
of the equality and inclusion agenda. This requires everyone to own and deliver 
this strategy. 

 
1.4 There are several requirements to report equality information to NHS England & 

Improvement which are detailed within the strategy and these reports are 
published on the Trust’s website which makes them available to the wider public. 
This strategy also supports the trust to meet its obligations under the law, 
particularly the Equality Act 2010 and the public sector equality duty. 

2. Background 
 

2.1 As the main provider of acute and specialist care services in Cornwall and the Isles 
of Scilly, with a population of around 553,000 people, a figure that can increase 
significantly with visitors during the busiest times of the year and a workforce of 
over 5,000 staff we are in a privileged position to be an exemplar of good practice 
in relation to services and employment. 
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2.2 Our Trust vision is to Aspire to provide Brilliant Care to One + All. To deliver our 
vision, we have three key strategic goals, each of which are supported by a 
number of pledges that we have committed to delivering. Our strategic goals are 
to provide safe, effective and compassionate Brilliant Care, by our Brilliant People 
by instilling a culture of Brilliant quality improvement. 

 
2.3 In 2020 the Trust Board approved the Brilliant People strategy which sets out our 

mission of working together in a supportive environment to attract, develop and 
retain brilliant people to deliver care to the communities across Cornwall and the 
Isles of Scilly.  

 
2.4 An Equality and Inclusion Strategy has been developed to help us meet the 

objectives of our Brilliant People Strategy, to “continue to develop an 
organisational culture that encourages every colleague, whatever their role or 
background, to succeed”. 

 
2.5 The purpose of this strategy is to set out how we will create an inclusive culture 

that meets the needs of all our colleagues, patients and communities.  
 

2.6 Within this context we cannot ignore that during in the last 18 months we have 
seen significant changes and challenges affecting our Trust, which have 
highlighted the need and importance of our commitment to equality. 
 

2.7 The publication of the NHS Long Term Plan in December 2019, the ‘We are the 
NHS’ People Plan 2020/21, and the disproportionate impacts of COVID-19 on 
particular groups have highlighted the need to address health inequalities at local, 
regional and national levels. The disproportionate impacts of COVID on Black 
Asian & Minority Ethnic (BAME) communities, together with the prominence of the 
Black Lives Matter Movement have raised race equality issues to the forefront - 
we will take action that is needed to tackle the injustice of discrimination faced by 
our BAME patients, staff and the communities we serve. 
 

2.8 Our aim is to integrate inclusion into everything we do and to value all people alike. 
Everyone is responsible for creating an inclusive and supportive environment 
where the wellbeing of our colleagues, patients and communities is supported and 
protected. The strategy describes the 7 key objectives that will underpin how will 
achieve this.  
 

2.9 An earlier version of the Equality and Inclusion strategy has already been shared 
with Executive colleagues and People and OD committee, this revised version 
whilst maintaining the core principles of the former copy helps to provide better 
rigour not only in what we want to achieve but also how we plan to achieve it. 
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3. Risk  
 

3.1 There are multiple risks of not having an Equality and Inclusion Strategy. Without 
a strategy the Trust may not be able to evidence progress against our equality 
duties as an employer and service provider. Without a strategy there is also a 
greater risk of discrimination against those with protected characteristics which 
could lead to issues around litigation, reputation, attraction, retention and 
wellbeing of staff.  
 

3.2 There is also potential risk of complaints from staff and patients. 

4. Accountability 
 

4.1 The Trust’s Equality, Diversity and Inclusion team will be responsible for the 
coordination and implementation of the areas covered with the strategy and the 
responsible Accountable Executive will be the Director of People and 
Organisational Development 
 

4.2 Supporting the delivery of this strategy will be an annual action plan which will be 
the Trust’s equality delivery system action plan. An annual equality report and 
report on the delivery of this action plan will be submitted to the Board. Monitoring 
and review of the strategy will be carried out on behalf of the board by the People 
& OD Committee via quarterly updates.  

5. Recommendations 
 

5.1 The Trust Board are recommended to discuss and approve the strategy. 
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Our Equality and Inclusion Strategy 2021 – 2025  

Our objectives – on a page  

1. Our colleagues, patients, carers and communities belong and are valued 
- Colleague Networks 
- Executive Sponsors  
- Equality, Diversity and Inclusion Steering Group 
- Inclusion Calendar  

 
2. Colleagues are encouraged and enabled to speak up safely  
- Freedom to Speak Up Champions  
- Wellbeing offer 
- Inclusion training  

 
3. A representative workforce at all levels  
- Visible diversity  
- Diverse leadership and board  
- Recruitment and promotion 

 
4. Working in partnership and for our diverse communities 
- Engagement with diverse communities  
- Voluntary, community and social enterprise partnerships 

 
5. An accessible organisation  
- Clear Communications 
- Accessible Information Standards 

 
6. A networked organisation that work collaboratively  
- System working across Cornwall & Isles of Scilly (CIoS) Health and Care Partnership 
- Shared Objectives 
- Addressing health inequalities   

 
7. An informed organisation that actively seeks out inequalities  
- Process and policies 
- Dismantling barriers  
- Electronic Staff Record (ESR) 

These objectives are aligned to the Trust's Brilliant People strategy and plan, Equality 
Delivery System (EDS), Workforce Race Equality Standard (WRES), Workforce Disability 
Equality Standard (WDES), and the Gender Pay Gap (GPG). 
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1. Introduction  
 

1.1 Our vision to be an organisation with an inclusive culture is driven by and 
underpinned by our values:  

 
Our Values 
 
 Care + Compassion 
 We see the person in every patient, communicating with honesty and compassion. 

We listen and act on feedback to ensure outstanding care. 
 
 Inspiration + Innovation  
 We welcome new ideas and use our initiative to solve problems together. We value 

learning and research to improve services. 
 
 Working Together 
 We work to create a positive team spirit, recognise achievements and celebrate 

success. We are open, inclusive and want to continually improve. 
 
 Pride + Achievement 
 We take pride in our work and always go the extra mile. We lead by example and 

ensure quality is at the heart of all we do. 
 
 Trust + Respect 
 We respect and consider other people’s views and feelings. We seek consensus and 

respond to situations professionally and calmly. 
 

1.2 An inclusive culture creates the right climate for colleagues to flourish; it is a place 
where everyone feels that they belong and are valued for the asset of the unique 
perspective that they bring. An inclusive environment where colleagues feel valued 
and respected has been shown to be a safer environment for patients, and will help 
us deliver outstanding care.  
 

1.3 A diverse workforce brings a range of experiences, perspectives and contributions 
that must be seen, heard and valued so that our decision-making is informed, 
inclusive and creative.  

 
1.4 Our diverse workforce must be celebrated, supported and valued if it is to be an 

engaged, motivated and resilient workforce. The better the experience of our 
colleagues, the better and safer the experience of our patients.  

 
1.5 We recognise that to create an inclusive environment we must take conscious steps 

to confront and challenge processes which cause inequalities and create processes 
that value and understand difference. We can only do this if we value and hear the 
different experiences and perspectives of each other.  
 

1.6 During in the last 18 months we have seen significant changes and challenges 
affecting our Trust, which have highlighted the need and importance of our 
commitment to equality. 
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1.7 The publication of the NHS Long Term Plan in December 2019, the ‘We are the NHS’ 
People Plan 2020/21, and the disproportionate impacts of COVID-19 on particular 
groups have highlighted the need to address health inequalities at local, regional and 
national levels. The disproportionate impacts of COVID on Black Asian & Minority 
Ethnic (BAME) communities, together with the prominence of the Black Lives Matter 
Movement have raised race equality issues to the forefront - we will take action that 
is needed to tackle the injustice of discrimination faced by our BAME patients, staff 
and the communities we serve. 
 

1.8 Our aim is to integrate inclusion into everything we do and to value all people alike. 
Everyone is responsible for creating an inclusive and supportive environment where 
the wellbeing of our colleagues, patients and communities is supported and 
protected.  

 
2. Purpose 

 
2.1 The purpose of this strategy is to set out how we will create an inclusive culture that 

meets the needs of all our colleagues, patients and communities. 
 

2.2 This Inclusion Strategy supports the vision and the strategic goals of the trust.  
 
Our Trust vision is: 
 
Aspiring to provide Brilliant Care to One + All. 
 

2.3 Our vision sets out that we want to deliver consistently Brilliant Care, but recognises 
that we are not yet there and so our strategy is to describe our Journey to Brilliant. 

 
2.4 To deliver our vision, we have developed three key strategic goals, each of which 

are supported by a number of pledges that we have committed to delivering. Our 
strategic goals are to provide safe, effective and compassionate Brilliant Care, by our 
Brilliant People by instilling a culture of Brilliant quality improvement.  
 

2.5 This Equality and Inclusion Strategy helps us meet the objectives of our Brilliant 
People Strategy, to “continue to develop an organisational culture that encourages 
every colleague, whatever their role or background, to succeed”. 
 

2.6 An inclusive culture also improves the safety of patient care – and will therefore help 
us deliver outstanding care for our patients. Analysis of Care Quality Commission 
ratings and NHS staff survey results also show a clear pattern between the quality of 
care and staff experience of discrimination in the NHS.  
 

2.7 This Strategy also supports the trust to meet its obligations under the law. A summary 
of the legislation and national requirements for the trust are included in Section 5 & 
6.     
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3. Definitions  
 

3.1 Inclusion  
 
Inclusion is where people feel they belong and they are included: everyone’s contribution is 
equally valued and respected.  
 
Our approach to inclusion is asset-based. This means celebrating individuals’ unique 
perspectives as a strength that they offer, rather than focusing on a deficit-model which 
focuses on people facing ‘barriers’ or needing support because they are lacking in some 
way. 
 

3.2 Equality  
 
The Equality and Human Rights Commission defines equality as:  
 
“Equality is about ensuring that every individual has an equal opportunity to make the most 
of their lives and talents.” 
 
It is also the belief that no one should have poorer life chances because of the way they 
were born, where they come from, what they believe, or whether they have a disability.  
 
Equality recognises that historically certain groups of people with protected characteristics 
such as race, disability, sex and sexual orientation have experienced discrimination.” 
 

3.3 Diversity  
 
Diversity in the workforce means that our colleagues come from many different 
backgrounds, cultures and families. It also means that we respect each other’s differences. 
These differences may be religion, culture, values, beliefs as well as experience and 
perspective. Evidence shows that a diverse workforce is more productive, has a reduced 
employee turnover, is more innovative, better responds to customers' needs and is more 
adaptable. However, in order for this to happen, a diverse workforce much be supported 
and valued. 
 

4. Our diverse Trust  
 

4.1 This strategy is shaped by lots of things, including the different groups of people in 
our Trust (demographics) and the demographics of the community we serve: 

 
Our People 
 

• 4% of our people have declared a disability  
• 3.79 % of our people are from a Black, Asian & Minority Ethnic background (BAME) 
• 76% of our people are women   
• 2.15% of our people state that they are lesbian, gay, bisexual, trans (LGBT+) 
• 39% of our people are aged over 50  
• 39% of our people identify as Christian  

 
Direct comparisons with the wider population are not straightforward, because there are no 
definitive up to date data sources for either Cornwall's population or for our workforce. In 
general, the data for Cornwall is taken from the 2011 census, which is updated every ten 
years (and will therefore be updated in 2021/22), and the data for our workforce is taken 
from the Electronic Staff Record (ESR) that is available for each employee of the Trust. 
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Compared to the general population of Cornwall, Royal Cornwall Hospitals NHS Trust differs 
in the following ways: 
 
Our Community  
 

• 11.9% of our patients have declared a disability  
• 2.94% of our patients are from a Black, Asian & Minority Ethnic (BAME) background 
• 55% of our patients are women  
• 0.39% of our people state that they are lesbian, gay, bisexual, trans (LGBT+) 
• 45.5% of our patients are aged over 60  
• 9.8 of our patients identify as Christian  

 
4.2 In developing our services for the population of Cornwall, we are committed to 

working with our partners across the Cornwall and Isles of Scilly (CIoS) Health and 
Care Partnership in improving access to local health and care services, addressing 
health inequalities to  enable people to live healthy, independent lives. 
 

5. The Equality Act and Protected Characteristics 
 

5.1 The Equality Act 2010 provides a legal framework to protect the rights of individuals 
and advance equality of opportunity for all. It sets out the nine characteristics that are 
protected under the Act (Protected Characteristics):  
 

1. Age  
2. Sex 
3. Ethnicity  
4. Religion or belief  
5. Disability  
6. Sexual orientation  
7. Gender re-assignment 
8. Pregnancy and maternity 
9. Marriage and civil partnership  

 
5.2 The Equality Act 2010 places a General Equality Duty on all public bodies to publish 

the equality data (the above characteristics) of the people who use their services and 
the workforce who provide those services. 
 
This is designed to help identify if there are any groups who are not accessing 
services, resulting in poorer health outcomes; and that the workforce is reflective of 
the local community. 
 
This information is included in the annual equality report which the Trust must publish 
on its website to make it accessible to the wider public. 

 
6. Where are we now? How are we doing? 

  
6.1 There are lots of ways of measuring how the trust is doing in terms of inclusion. From 

the evidence we have there are clear areas where the trust can improve. The 
evidence for this is as follows:  
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The Equality Delivery System (EDS2)  
 

6.2 The Equality Delivery System is a national standard for NHS trusts and provides an 
inclusion framework based on four goals:  
 

• Better health outcomes for all  
• Improved patient access and experience  
• A representative and supported workforce  
• Inclusive leadership at all levels  

 
6.3 The trust has a reasonable performance against this standard, but there are also 

areas for improvement. The two main areas for improvement are: 
 

• Recruitment and a representative workforce: Our statistics show that people from 
certain groups (for example, women and ethnic minorities) are under-represented at 
higher bands.  

 
• Abuse, harassment, bullying and violence: Our statistics show that people from 

certain groups, including people with disabilities and people from ethnic minorities 
are more likely to suffer from harassment, bullying and abuse.  

 
The Workforce Race Equality Standard (WRES)  
 

6.4 The WRES was introduced in 2015 to ensure NHS employees from black and 
minority ethnic (BME) backgrounds have equal access to career opportunities, and 
receive fair treatment in the workplace. The WRES must be published annually. The 
main areas for improvement are: 

 
• There are more people from ethnic minorities working in the organisation than in the 

general Cornwall population, however, colleagues from an ethnic minority 
background are under-represented at more senior levels in the trust.  

 
• Colleagues from a BAME background are more likely to experience harassment, 

bullying or abuse while at work.  
 

• Colleagues from a BAME background less likely to feel that the Trust provides equal 
opportunities for career progression.  

 
6.5 The Workforce Disability Equality Standard (WDES)  

 
The WDES was introduced in 2019 and is a set of specific measures (metrics) that helps 
NHS trusts compare the employment experiences of disabled and non-disabled staff. The 
WDES must be published annually. For the Trust, the main areas for improvement are:  
 

• Staff with disabilities are more likely to experience harassment, bullying or abuse at 
work from a patient or relative.  

• Staff with disabilities do not feel that their work is valued as much as staff without 
disabilities.  

• Staff with disabilities feel pressure from their manager to attend work when not feeling 
well enough, more so than staff without disabilities.  
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Gender Pay Gap (GPG) 
 

6.6 NHS trusts have had to report on their Gender Pay Gap annually since 2018. The 
gender pay gap is the difference in the average hourly rate of all men and women 
across the workforce.  

 
• There has been some improvement in the mean pay gap, whilst it remains large at 

18.9% for 2020/21 against the national average at 15.5% it has decreased by 3.2% 
since 2019/20.  

 
Personal choices our colleagues make around their working patterns have been a key driver 
in our gender pay gap.  Cornwall has a lower participation rate for the working population 
than the national average.  At RCHT 40% of substantive staff work part time, of which 90% 
are female employees.  While the Trust is confident that men and women are paid equally 
for doing equivalent jobs across our hospitals, the main reason for the gender pay gap is 
there are fewer women in senior medical roles and a higher proportion of women in lower 
scales.   
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7. Royal Cornwall Hospitals NHS Trust’s Equality Objectives  
 
The Equality Act 2010 requires public sector organisations to publish equality objectives at 
least every four years and share progress against these objectives.  
 
Our aim is to deliver objectives which enable us to reduce inequalities, while recognising it 
will take time to see the changes we are aiming for by embedding equality, diversity and 
inclusion. These objectives form an integral part of this strategy.  Our equality objective are; 
 

7.1 We want to be an organisation where our colleagues, patients, carers and 
communities belong and are valued.  

 
We are a globally diverse Trust serving a diverse population. We want to be an organisation 
where all are valued for their unique contribution, where we meet the healthcare needs of 
all our communities and where we strive to identify and tackle both healthcare and workplace 
inequalities.  
 
We want to improve staff surveys scores for all protected characteristic groups showing that 
colleagues feel that their contribution is valued by the organisation. We want to raise 
awareness of the value of having colleagues from different backgrounds, and the importance 
of supporting and listening to different perspectives, particularly in decision-making.  
 
We want to improve patient survey scores and other patient and family feedback, ensuring 
that we capture demographic information so that we can measure the accessibility of our 
services and obtain assurance that all groups are reached and heard. 
 
How: 
 

• Supporting our staff and patient networks: Black, Asian & Minority Ethnic (BAME) 
Network, LGBT+ Network, Women’s Network, Disability Network, ED&I Allys Network 
(EDIAN). Each will report to the Trust’s Equality, Diversity and Inclusion Steering 
Group (EISG) that will have Executive sponsorship.   

 
• We will ensure that our Trust and services are inclusive by re-establishing a Equality, 

Diversity and Inclusion Steering Group (EISG) that will have Executive sponsorship.   
 

• Inclusion is celebrating difference: we will embed this into our working year by 
publishing a Trust inclusion calendar and marking significant dates and months 
through internal communications, social media, story-based campaigning and raising 
awareness.  

 
• We will undertake a cultural diagnostic by working with an external diversity and 

inclusion consultant and specialist to undertake a whole review of the Trust providing 
the ability to implement an equality standard which enables ownership at all levels of 
the Trust.  
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• We will implement a reciprocal mentoring for inclusion programme to which is a 
systemic leadership development intervention designed to create transformational 
change and enable a culture of diversity, equality and inclusion, where the power of 
difference is valued. Reciprocal mentoring provides opportunities for individuals from 
under-represented groups (such as BAME, LGBTQ+, disability) to work as equal 
‘partners in progress’ with senior executive leaders in a relationship where knowledge 
and understanding of both sides of lived experiences creates awareness, insights 
and action that directly contributes towards the creation of a more equitable and 
inclusive organisation where the factors that generate inequity are positively and 
proactively addressed. 

 
7.2 We want to be an organisation that encourages and enables colleagues to 

speak up safely.  
 
We welcome constructive, respectful and professional challenge at all levels, without 
boundaries across roles and bandings.  
 
We will be an organisation where speaking up becomes a normal part of working life, where 
all voices are heard, where concerns are raised and addressed honestly and where lessons 
are learned and shared to improve colleagues’ and patients’ experiences.  
 
We want to improve our colleagues’ survey scores relating to bullying, harassment and 
abuse from patients, colleagues and managers. We want managers and colleagues who 
are culturally competent and equipped to create an inclusive environment where everyone 
is valued. 
 
How: 
 

• Inclusion is being heard: our Freedom to Speak Up Guardian and Champions will 
work closely with our colleague networks to promote open and honest feedback and 
to build relationships that enable sharing of experiences in safe ways. We will 
recognise the importance of psychological safety in developing ways for people to 
feedback concerns and will enable people to do this in confidence. 

 
• We will improve our wellbeing offer to colleagues to ensure that our Wellbeing Service 

is acknowledged and seen as culturally competent and able to listen to and support 
colleagues from all backgrounds, cultures and families.   

 
• We will develop improved training for managers and all colleagues in how to work 

with a diverse workforce, equipping people with the skills to have conversations 
around diversity and inclusion. We will work with our colleague networks to identify 
areas of needs, share stories and coproduce training for the trust. 

 
7.3 We want to be an organisation with a representative workforce at all levels.  

 
We want to be an organisation where there is diversity across all levels of our workforce, all 
the way through to the board. We want to ensure fair recruitment and promotion processes 
so that everyone ‘can see it and can be it’. We want a diverse leadership that is open and 
fair to all and is visible across the trust. We want to ensure that diverse perspectives are 
heard and contribute to decision-making so that we can be creative and innovative in 
meeting the needs of our colleagues and communities. We will be led by a diverse board 
that fully understands and is engaged with equality, diversity and inclusion and actively 
works to embed an inclusive perspective in the trust. 
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How: 
 

• We recognise that Cornwall is, in comparison to some other areas, not a very diverse 
county in terms of population, but our workforce come from across the globe and from 
different cultures, families and faiths and we want to ensure that everyone knows that 
they belong. To do this we will actively seek to improve the diversity of our leadership 
so that this reflects our colleagues and makes people feel pride in their identities and 
in what they contribute to the trust. We will improve the diversity skills of our board 
by targeted recruitment of people who work inclusively and are culturally competent.  

 
• We will improve first impressions: we will have diverse communications and 

communications that reflect our diverse trust, deliberately avoid narrow stereotypes 
and meet the needs of different communities. We will work with our colleague 
networks to ensure job advertisements and recruitment processes are improved to 
be more diverse and to remove barriers which are preventing talented colleagues 
from progressing. 

 
• We will work with our networks to improve promotion and recruitment processes, 

exploring how we can embed an inclusive approach to recruitment panels and similar 
processes. We will make our panels more diverse. We will review our leadership 
programmes and target these in ways that improves the fairness of our promotion 
and recruitment. We work with system partners and adopt the ‘Recruitment Overhaul 
Action Plans’ approved by the CIoS People Board in June 2021 to put I place clear 
plans which improve the diversity of our people. 

 
• The Rainbow Badge initiative gives healthcare staff a way to show that their place of 

work offers open, non-judgemental and inclusive care for all who identify as LGBT+ 
(lesbian, gay, bisexual, transgender, the + simply means inclusive of all identities, 
regardless of how people define themselves). The Trust now has almost 5,000 staff 
who have signed up to this initiative and wear the badge to show patients, the public 
and colleagues that they are inclusive of all sexual orientations. As a step further we 
intend to educate staff how to sign post people to get further advice and information 
to support them. 

 
7.4 We want to be an organisation that works in partnership with and for our 

diverse communities.  
 
We want to improve our engagement with the diverse communities of Cornwall. For us to 
be truly inclusive we will ensure we are engaging with the full diversity of the community we 
serve. We will aim to reduce health inequalities through improving our relations and 
engagement with diverse communities so that we can get it right for patients, carers and 
communities.  
 
We will properly consider the impact of our policies and services on different groups and 
strive to improve how we reach people in order to meet their needs. We will seek, hear and 
embed the views of our patients and families and use this information to shape our services. 
 
How: 
 

• We will improve our engagement with the diverse communities of Cornwall and 
provide greater patient voice through closer working with other organisations in 
Cornwall. This work will be led and monitored through the Patient Experience Team. 
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• We will work closely with our partners in the voluntary, community and social 
enterprise sector in Cornwall in order to be an effective as possible in listening and 
responding to our communities. 

 
7.5 We want to be an accessible organisation.  

 
We will be an organisation where patients, carers, colleagues and communities can access 
services and healthcare smoothly and without barriers or fear of judgement, and will be 
respected and treated with dignity. We will be an organisation that communicates and 
informs through accessible communications for all. 
 
How: 
 

• We will improve our compliance with the Accessible Information Standard which 
ensures that patients who have information needs relating to a disability or sensory 
loss receive information in a way that they understand (for example, large print, British 
Sign Language or speech-to-text services). 
 

• We will look to improve our standards for how we collect and store patient information 
to better understand the communication needs of patients and their carers. 
 

• In 2019 the Trust was able to provided evidence to meet the requirements of level 3 
Disability Confident Leader. This scheme was introduced by the Department of Work 
and Pensions as a replacement to the previous “Two Ticks” system in 2016. The 
Disability Confident scheme aims to help employers make the most of the 
opportunities provided by employing disabled people. Our aim to maintain level 3 
status.  

 
7.6 We want to be a networked organisation that works collaboratively.  

 
We will be a networked organisation that works collaboratively with internal and external 
stakeholders.  
 
We will promote, support and encourage networks for our colleagues so they have a safe 
space to share feedback and experiences, access resources and be actively engaged 
across all levels of the trust.  
 
We recognise the importance of working alongside public, private and voluntary, social 
enterprise and independent sector partners to improve health equality for the population of 
Cornwall. We will work with our partner organisations across Cornwall to develop a more 
inclusive culture across Cornwall, sharing good practice, working towards joint objectives 
and role modelling the cultural change that we want to see across the county. 
 
How: 
 

• We will work collaboratively with internal and external stakeholders to drive the 
Trust’s inclusion priorities and projects. We have already established strong internal 
ED&I groups and networks and are beginning to work collaboratively with partners 
from across the CIoS Health and Care Partnership. We will work with our colleagues 
in public health to better understand health inequalities. 
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• An example of partnership working includes the work we are doing with Hidden 
Hearing and iSightCornwall to improve the accessibility of patient letters and 
information, and provide training for our staff so that they can better support patients 
with a visual impairment.  
 

7.7 We want to be an informed organisation that actively seeks out inequalities.  
 
We cannot change what we are not aware of: collecting and monitoring data will enable us 
to measure our employment practices and service delivery to ensure we are the best we 
can be, and to ensure that we are continually working towards reducing inequalities.  
 
We will work with our colleagues, patients, families and communities to improve the way we 
collect and use information. 
 
How: 
 

• We will work with colleague networks, staff representatives and management and 
leadership colleagues to review our policies and processes to make sure that staff 
are treated fairly and equitably, and we adopt a restorative just and learning culture 
approach. 
 

• We will work with the colleague networks to identify processes that through lived 
experience have frustrated or hindered colleagues from working to their full potential 
and we will explore creative ways of dismantling barriers to progress. 
 

• We will encourage all colleagues to complete their Electronic Staff Record (ESR) with 
their demographic information and get the Board to lead by example in doing so. This 
will improve our declaration rates for equality measures for race and disability in 
particular. 
 

8. Measuring Success 

We will regularly monitor equality progress over the lifespan of this strategy to ensure that 
we provide services we are proud of and that meet the needs of the people who use them. 
 
We will also check that our people feel valued and happy to work here and don’t feel 
excluded because of what they look like or how they choose to live. 
 

8.1 For our people we will specifically focus on: 
 

• improve our gender pay gap from 9.4% to 8% 
• Support our ethnic minority staff to reduce instances of bullying and harassment they 

experience as reported in our national staff survey from 23% to 18% in the next 4 
years 

• increase the number of ethnic minority staff in band 6 & 7 roles from 30 to 40 
• improve staff declarations of a disability or long-term health condition by reducing our 

undeclared position from 14.9% to 10% 
• support staff with disabilities to reduce instances if bullying and harassment they 

experience as reported in our annual staff survey from 28.1% to 25% 
• to strengthen our staff networks which will be representative of a diverse workforce 

to enable better communication from the Board to staff.  
• refresh the Equality Delivery System (EDS) staff related outcomes and aim to 

improve the grading that was awarded in 2018. 
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8.2 For patients: 

 
We will: 
 

• improve the ability to provide accessible information to patients and their carers, the 
first time and every time. This action awaits the introduction of a new Patient 
Administration System (PAS) which will have the functionality to reliably highlight 
patient needs that can then be actioned. 

• introduce the use of sunflower lanyards for patients with hidden disabilities and train 
our staff to recognise and respond appropriately 

• establish a patient forum for members of the public to advocate for the wider publics 
needs when accessing our services. This panel will be selected to represent our 
diverse community so that all views are gathered. 

• We will revisit the patient related Equality Delivery System outcomes and improve the 
grading’s which were awarded in 2018. 

 
9. Monitoring and delivering this strategy 

 
Overall responsibility for equality, diversity and inclusion sits with the Trust Board. The 
Trust’s Equality, Diversity and Inclusion team will be responsible for the coordination and 
implementation of the areas covered with the strategy. The Director of People & 
Organisational Development will be responsible for the oversight of this strategy and the 
delivery of the associated action plan.  
 
Supporting the delivery of this strategy will be an annual action plan which will be the Trust’s 
Equality Delivery System action plan. An annual equality report and report on the delivery 
of this action plan will be submitted to the Board.  
 
Monitoring and review of the strategy will be carried out on behalf of the board by the People 
& OD Committee via quarterly updates.  
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Section 1: Equality Impact Assessment Form 

Name of the strategy / policy /proposal / service function to be assessed 

Equality and Inclusion Strategy  

Directorate and service area:  

People and Organisational Development  

Is this a new or existing Policy? New 

 

Name of individual/group completing EIA 

Rehan Afzal, Head of People Experience  

 

Contact details: 

Rehan.afzal@nhs.net 

1. Policy Aim 
Who is the 
strategy / policy / 
proposal / service 
function aimed at? 

The purpose of this strategy is to set out how the Trust will create an 
inclusive culture that meets the needs of all our colleagues, patients 
and communities. 

 
2. Policy Objectives We have a responsibility to our local community and as a major 

employer in Cornwall and the Isles of Scilly to be a leader in the area of 
equality, diversity and inclusion. As well as our commitment to our 
patients and employees, all those who visit, volunteer or work at the 
Trust in whatever capacity should be able to feel supported by an 
organisation that has equality, diversity and inclusion as a central 
principle in all its activities.  
 
To demonstrate our commitment to meet the needs of our staff and 
community we have to continuously improve the way we employ, 
support and retain a high quality, diverse workforce and the way we 
involve and support our patients and stakeholders.  Therefore we have 
developed a Diversity and Inclusion Strategy which provides an 
explanation of how and who will support the effective delivery of the 
equality and inclusion agenda. This requires everyone to own and 
deliver this strategy. 

3. Policy Intended 
Outcomes 

An Equality and Inclusion Strategy has been developed to help us meet 
the objectives of our Brilliant People Strategy, to “continue to develop 
an organisational culture that encourages every colleague, whatever 
their role or background, to succeed”. 

4. How will 
you measure 
the outcome? 

Our aim is to integrate inclusion into everything we do and to value all 
people alike. Everyone is responsible for creating an inclusive and 
supportive environment where the wellbeing of our colleagues, patients 
and communities is supported and protected. The strategy describes 
the 7 key objectives that will underpin how will achieve this. The strategy 
described our key measures of success in implementing this and 
regular reporting will be provided to the People and OD Committee in 
respect of progress against the strategy and our annual requirements 
against the Workforce Race Equality Standard (WRES); Workforce 
Disability Equality Standard (WDES) and the Gender Pay Gap (GPG). 
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7. The Impact 

Please complete the following table.  If you are unsure/don’t know if there is a negative impact 
you need to repeat the consultation step. 

Are there concerns that the policy could have a positive/negative impact on: 

Protected 
Characteristic Yes No Unsure Rationale for Assessment / Existing 

Evidence 

Age 

X   

By its nature the vision and objectives contained 
within the strategy are intended to improve 
experience for all staff/patients and protected 
characteristics. The impact is positive.  

Sex (male, female 
non-binary, asexual 
etc.)  

X   As above  

Gender 
reassignment X   As above 

Race/ethnic 
communities 
/groups 

X   As above 

Disability  
(learning disability, 
physical disability, 
sensory 
impairment, 
mental health 
problems and some 
long term health 

X   As above 

5. Who is intended 
to benefit from the 
policy? 

Both our workforce and our patients/community  

6a). Who did you 
consult with? 

 

 

b). Please list any 
groups who have 
been consulted 
about this procedure. 

Workforce  Patients  Local 
groups 

External 
organisations Other  

✓ ✓ ✓   

Please record specific names of groups: 
• Equality and Inclusion Steering Group 
• Ethnic Minority; Women’s; LGBTQ and Disability Networks 
• Patient Experience Team  

c). What was the 
outcome of the 
consultation? 

Agreement to develop and establish a Trust Equality and Inclusion 
Strategy focused how we make RCHT a more inclusive place to work 
and receive care.  
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conditions) 

Religion/ 
other beliefs X   As above 

Marriage and civil 
partnership X   As above 

Pregnancy and 
maternity X   As above 

Sexual orientation 
(bisexual, gay, 
heterosexual, 
lesbian) 

X    

If all characteristics are ticked ‘no’, and this is not a major working or service 
change, you can end the assessment here as long as you have a robust rationale 
in place. 

 

There are no highlighted risks of negative impact occurring because of this policy. 

 

Name of person confirming result of initial 
impact assessment: Rehan Afzal, Head of People Experience  

If you have ticked ‘yes’ to any characteristic above OR this is a major working or 
service change, you will need to complete section 2 of the EIA form available here: 

Section 2. Full Equality Analysis 

 

For guidance please refer to the Equality Impact Assessments Policy (available from 
the document library) or contact the Human Rights, Equality and Inclusion Lead 
india.bundock@nhs.net  
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Section 2: Full Equality Analysis 

Name/s of individual(s)/group completing assessment (if different for section 1): Rehan Afzal, Head of People Experience  

This needs a more detailed and targeted consultation to consider the nine protected characteristics. 

Please detail the consultation – who, where, when, how many, content of discussion 

Date: September 2019 / June 2021 

Groups/attendees: Equality, Diversity and Inclusion Steering Group 

Total number consulted: 15 

Points raised/discussed: Strategy provides an overarching vision aligned with the Brilliant People Strategy and NHS People Plan and 
takes into account the context of COVID-19 and its impact on people and patients. Objectives within the strategy are wide ranging 
and underpin further work to make positive changes for all protected characteristics taking into our Public Sector Equality Duty, 
Equality Act 2010, Workforce Race Equality Standard (WRES) and the Workforce Disability Equality Standard and the Gender Pay 
Gap (GPG) reporting.  
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Protected 
Characteristic 

No 
Impact 

Positive 
Impact 

Negative 
Impact 

Summary of comments per characteristic 

Discussion points that were highlighted in the consultation for each 
section. (if not relevant no targeted consultation e.g. the focus was on 
disability due to a ‘yes’ tick for this in characteristic one then N/A can be 
used for other characteristic) Please be aware that multiple 
characteristics may be affected eg as well as disability there may be 
further disadvantage to a person with disabilities who is from an ethic 
minority background. 

Age   X  By its nature the vision and objectives contained within the strategy are 
intended to improve experience for all staff/patients and protected 
characteristics. The impact is positive. 

Sex 

(male, female 
non-binary, 
asexual etc) 

 X  As above  

Gender 
reassignment 

 X  As above 

Race/ethnic 
communities 

/groups 

 X  As above 

Disability 
(learning disability, 
physical disability, 
sensory impairment, 
mental health 
problems and some 
long term health 
conditions) 

 X  As above 
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Religion/ 

other beliefs 

 X  As above 

 

Marriage and 
civil partnership 

 X  As above 

Pregnancy and 
maternity 

 X  As above 

Sexual 
orientation 
(bisexual, gay, 
heterosexual, 
lesbian) 

 X  As above 

 

General Duty 

Now consider and detail below how the “policy” impacts on elimination of discrimination, harassment and victimisation, 
advances the equality of opportunity and promotes good relations between groups. Where there is evidence, address each 
protected characteristic  (disability, sexual orientation, sex (gender), gender reassignment, race/ ethnicity, marriage / civil partnership, 
maternity / pregnancy, age, religion and belief).  

Eliminate discrimination, 
harassment and victimisation 
(does this make the system 
fairer? 

Does it challenge, change the 
culture?) 

This strategy describes our vision and direction when implementing equality, diversity and inclusion 
in our organisation both for our service users and workforce alike. The strategy sets out our vision 
and objectives for the next 4 years (2021-2025). Our inclusion aim is to integrate equality and diversity 
into everything we do – a natural part of everyday practice, owned by everyone. The strategy impacts 
on all our services and service delivery. The aim is to make the Trust a more inclusive place to work 
and receive care, and a more inclusive environment where people feel valued and respected, to 
eliminate discrimination, harassment and victimisation. 
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Advances equality of 
opportunity (are you using 
positive action to increase 
inclusion? Is this helping hard to 
reach groups etc.?) 

The Equality Act 2010 provides a legal framework to protect the rights of individuals and advance 
equality of opportunity for all. It sets out the nine characteristics that are protected under the Act 
(Protected Characteristics). The strategy sets out how we will do this and improve experiences of 
all our workforce and patients providing equality of opportunity particularly for unrepresented and 
disadvantaged groups.  

Promote good relations 
between groups (educates, 
integrates, supports etc.) 

The strategy will enable the Trust to develop strategies for how we improve equality, diversity and 
inclusion practices and promote better relations with groups and individuals through education, 
training and support. 
 

 

Outcome of Full Equality Impact Assessment 

Complete this section when consultation and research has been carried out 

State whether there will need to be any changes 
made/planned to the policy? Complete the action plan on 
the next page. 

None identified  

By completing the full EIA (section 1 and 2) has it 
removed the negative impact? 

Yes N/A No N/A If  no – is there an objective justification? 
(you may need to seek advice from the 
equality lead) 

Have you set up a monitoring, evaluation and review 
process to check the successful implementation of the 
policy? 

 

Yes 

✓  

No 

  

How will you monitor and evaluate to ensure that the 
policy 

is and remains non-discriminatory? 

Progress against the Strategy will be provided quarterly to the People and 
OD Committee. 
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This policy has been equality analysed and meets the requirements of the General Equality Duty. 
 

The following decision has been taken: Tick one 

Adjust the policy This involves taking steps to remove barriers or to better advance equality. It can mean introducing 
measures to mitigate the potential effect. This should be done before the policy is implemented. Where 
this cannot happen the action plan must outline how you are going to achieve this. 

 

Continue with the 
policy 

This means adopting your proposals, despite any adverse effect or missed opportunities to advance 
equality, provided that you have satisfied yourself that it does not unlawfully discriminate. In cases where 
you believe discrimination is not unlawful because it is objectively justified, it is important that you record 
what the objective justification is for continuing the policy, and how you reached this decision in the 
section above. 

✓ 

Stop and remove 
the policy 

If there are adverse effects that are not justified and cannot be mitigated, you will stop the policy. If a 
policy shows unlawful discrimination it must be removed or changed immediately. 

 

Names of members 
carrying out the 
assessment (min of 2- 
author, 

manager / staff or 
patient representative) 

1. Role: Head of People Experience e 

 

2. Role: Inclusion Lead 

  Name: Rehan Afzal 

 

  Name: India Bundock  
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Meeting:  Trust Board In Public 

Date of Meeting:  02 September 2021 

Item Number:  10.2 

Title of Report:  Annual Equality Report 2020/21 

Executive Director Lead:  Acting Director of People and OD 

Author and Job Title: India Bundock - Inclusion Lead, Michael Stevens – LGBT 

Lead & Edward Mabgwe – Ethnic Minorities (formerly BAME) Lead  

Email Address:  india.bundock@nhs.net  

Purpose of the Report: 

Approve ☒ Discuss ☐ Note ☐ Endorse ☐ 

This report includes information on the equality data of patients and the workforce. 
The report also includes other mandatory reporting requirements related to equality, 
such as the Gender Pay Gap (GPG), the Workforce Race Equality Standard (WRES) 
and the Workforce Disability Equality Standard (WDES). 

Consultation: 

This report has been approved at Executive Leadership Group in July and the 
People and OD Committee in August 2021. Once approved the report is intended to 
go to Trust Board in September 2021. 

To note: Table 2 on page 37 has been updated since the ELG in July 2021 to include 
the consultant BME figures for 20/21. There was an error of omission when updating 
this table which has been rectified.    

Key Risks (please tick one or more): 

Clinical  Financial  People  
Reputational  Legal / Regulatory  

Impact Assessment: 

This report covers all aspects of equality and inclusion for staff and people who visit 
or use the Trust’s services. There are no environmental considerations. 

Recommendation(s): 

The Board is recommended to: 
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• Note the current programme of equality and inclusion activity, including 
successes and opportunities. 

• Approve the report to be published in line with the Equality Act 2010’s Public 
Sector Equality Duty requirements. 
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Annual Equality Report 
Royal Cornwall Hospitals NHS Trust 

India Bundock, Michael Stevens & Edward Mabgwe 
ROYAL CORNWALL HOSPITALS NHS TRUST 

This report includes information on the equality data for 
patients and the workforce. It also includes evidence 
for the Workforce Race Equality Standard (WRES), the 
Workforce Disability Equality Standard (WDES) and 
the Trust’s Gender pay gap (GPG). 
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Introduction 
 

The purpose of this report is to present key data on protected characteristics of 
patients and the workforce, while being able to communicate what this data means in 
real terms. The report aims to provide a summary of the Trust’s Equality, Diversity and 
Inclusion (EDI) activity for the year 2020/21 and its plans for the next financial year. 

This report includes information on the equality data of patients and the workforce. 
The report also includes other mandatory reporting requirements related to equality, 
such as the Gender Pay Gap (GPG), the Workforce Race Equality Standard (WRES) 
and the Workforce Disability Equality Standard (WDES). 

Under the Equality Act 2010’s Public Sector Equality Duty requirements, the Trust is 
obliged to annually publish the equality data of people who use our services and the 
workforce it employs. Reviewing this data allows RCHT to identify any 
underrepresented or disadvantaged staff and patient groups and take action to 
increase participation and improve experiences. 

The data for this report is sourced from numerous departments within the Trust, 
including People Information, Information Services, Patient Experience, Learning 
Disabilities, Recruitment, Medical Staffing and Temporary Staffing. Furthermore, 
some of the data has been extracted from national data sources, such as the census, 
as well as local organisations such as DisAbility Cornwall.  

It is important to note that the data set used for this report represents a period when 
RCHT was responding to a global pandemic. Naturally, this has significantly impacted 
both patient footfall and staff wellbeing, and there may be some significant changes in 
data patterns when compared to previous years' data as a result. 
 
Within this document we have described the ‘what’, and the ‘so what’ which is 
summarised in the ‘General Patient and Workforce Equality Action Plan’ on p.68, for 
ease of read. This is important as it describes what the data is telling us, but also what 
we plan to do about it. It is also important to recognise that a number of existing pieces 
of work are already underway as part of our Brilliant People Strategy which will provide 
a springboard to a number of actions identified within this report, including: 

• Our plans to overhaul recruitment and promotional practices to make them 
more inclusive. This will be collaboratively implemented alongside colleagues 
from across the Cornwall and Isles of Scilly Health and Care Partnership. This 
work is being supported by NHS England and the national and regional 
Equality, Diversity and Inclusion teams.   
 

• Renewed focus on developing retention plans to support our people from early 
years to later years of employment. This work is being supported by NHS 
England as part of a national Generational Vanguard Retention Programme. 

Page 65 of 412



6 
 

 
 

• Developing sustainable and flexible working practices post-COVID-19, 
especially in light of advances in technology and mindsets to facilitate different 
ways of working. Having a digitally enabled workforce will enhance hybrid 
models of working.  

 
Within the ‘General Patient and Workforce Equality Action Plan’, you will identify that 
RCHT’s current Equality, Diversity and Inclusion Team sits within the People and 
Organisational Development function and, as such, is focussed on supporting its 
workforce. Future action plans identify how RCHT can increase the capacity of its 
clinical teams to support the improvement of equality and inclusion for its patients.  
 
Royal Cornwall Hospitals NHS Trust is committed to delivering inclusive health 
services for one and all in a dignified and respectful way by an equally respected 
workforce. We recognise that all patients, staff and members of the public are 
individuals, and we strive to meet their unique needs. As an organisation, we 
endeavour to ensure that no one is discriminated against or treated unfairly based on 
age, disability, race, religion or belief, gender, sexual orientation, gender 
reassignment, marriage/civil partnership or pregnancy/maternity. Where necessary, 
we make every effort to ensure adjustments are made to prevent less equitable 
experiences occurring. 
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Summary 
 

Many successes and opportunities are celebrated throughout this report. It is vital that 
the work completed by the Equality, Diversity and Inclusion (EDI) Team aligns with the 
Brilliant People Strategy so that the People and OD function can achieve its goals. 
Below we have highlighted a selection of achievements that align with the Brilliant 
People Strategy, as well as potential opportunities for the year ahead.  

 

“We will continue to develop an organisational culture that encourages every 
colleague, whatever their role or background, to succeed” 

• Success 
The Trust has embedded EDI-based performance metrics into Care Group 
KPIs, giving senior managers more accountability. This shifts the focus from 
EDI being purely a HR function, instead transforming it into a Trust wide 
responsibility. This will improve our ability to develop a more inclusive culture 
across the Trust. 
 

• Opportunity 
The Trust is currently rolling out various national initiatives, such as Restorative 
Just and Learning Culture and Reciprocal Mentoring. These schemes aim to 
improve opportunities for all and close the gap for disadvantaged groups, 
particularly in relation to the disciplinary process and barriers to progression. 
 

Implement and embed our new Equality, Diversity and Inclusion Strategy across the 
Trust utilising our newly formed Diversity Team…” 

• Success 
The EDI team has had a successful start, having already delivered a number 
of well received events, such as celebrating Wesak, providing Ramadan packs 
and delivering our first Transgender Awareness training session. The team 
continues to forge strong links with key departments across the Trust, laying 
good foundations for the work ahead. 
 

• Opportunity 
The formation of the new EDI Team presented the opportunity to review the 
content of the proposed EDI Strategy before final sign off. The team, together 
with the Head of People Experience and an external consultant, will use the 
data from this report to undertake further diagnostic work and review and 
amend the strategy from a more informed position. 
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“…aiming to create a more inclusive recruitment process and developing plans to 
level up our current gaps in leadership roles.” 

• Success 
RCHT recently collaborated with system partners to create a ‘Recruitment 
Overhaul’ which focussed on six key indicators within recruitment. This exercise 
was primarily targeted at the recruitment of BME colleagues. An action plan 
was formed, with short, medium and long-term goals. RCHT will be working 
with the South West EDI (SWEDI) Team to ensure these goals are embedded.  
 

• Opportunity 
This model can now be used to create action plans that are inclusive of all 
characteristics. 
 

“Actively review and prioritise outcomes from the Workforce Race Equality 
Standards (WRES), Gender Pay Gap (GPG) Report and the Workforce Disability 

Equality Standards (WDES)”. 

• Success 
Following the development of data-driven action plans, the team is now 
positioned to take these to Equality and Inclusion Steering Group (EISG) and 
various network groups. With clearly defined actions in place, the Trust can 
remain accountable and ensure that each action is assigned to an appropriate 
member of staff (or staff groups). 
 

• Opportunity 
The way in which the Trust submits WRES, WDES and GPG data has changed 
this financial year. This has afforded the EDI Team the opportunity to work on 
a one-to-one basis with the SWEDI Team, which will ensure our processes are 
both streamlined and quality-checked. 
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Patients 
 

The delivery of the Equality agenda is embedded in both the Equality Strategy and in 
the wider People Plan. Implementation is the responsibility of all colleagues and 
departments at RCHT, including: the Equality, Diversity & Inclusion (EDI) Team; 
Patient Experience Team; Chaplaincy Team; Learning Disabilities Team; and the 
Safeguarding Team. 

Through multi-channel patient feedback, the Trust can identify the successes and 
shortcomings in the delivery of care. While not all patient feedback will necessarily 
relate to EDI, the Trust aims to vigilantly identify and address any issues that do occur, 
particularly in relation to protected characteristics, e.g. age, gender, ethnicity, etc. 

In this section of the report, we will outline the service user demographic and use this 
information to explore if the services meet the needs of the individuals who use them. 

In 2020/21, the Trust provided care for 620,548 patients; this has declined by 12% 
from 794,885 in 2019/20. Due to the COVID-19 pandemic, a significant marketing 
campaign took place to redirect patients away from the hospital to services such as 
111. This has meant a reduced footfall in all areas of the hospital (besides Maternity) 
and was experienced most prevalently in the Emergency Department (ED), where we 
saw a reduction in patient footfall of 29.8%.  

 

Out-Patients 459,149 
In-Patients 91,682 
E D 65,793 
Maternity 3,924 
Total 620,548 

 

The diversity of these patients is detailed within this report and we will focus on their 
age, disability, race, religion or belief, gender, sexual orientation, and gender 
reassignment.  

Page 69 of 412



 

10 
 

Age 

 

 

What does the data tell us? 

• When comparing the data to 19/20, we can see that DNA’s have significantly 
risen in the upper and lower quartiles of our patients age groups. 

• In the middle quartiles the patient’s DNA’s have remained consistent and, in 
some areas, dropped. 

• Our largest patient age group is 70+, at 30.4%. The DNA’s for this age group 
has risen to 15.9% compared to 3% last year. 

• The DNA’s for the 19 and under category has also risen from 11% to 22.6%. 

 

 

So what’s next? 

• We need to explore the reasons for the rise in DNA’s for patients under 19 and 
over 70.  

• We are aware that during the pandemic patients over 70 have been classified 
as more vulnerable. This may have caused anxiety in attending appointments. 
As cases begin to fall, we need to closely monitor this data to ensure that it 
begins to return to our previous low levels. 

• Historically patients under 19 have had the highest DNA’s. We know that there 
are many driving factors behind this. During the pandemic, under 19 DNA’s 
have risen by a further 11%. The EDI team will need to work with the Booking 
Teams and Patient Experience Team to ascertain the factors behind this 
significant jump. Factors could include the impact of shielding parents etc. 

• As outpatient appointments resume, we will ensure that services introduced in 
2019 resume e.g. live text reminders and the ring and remind service. 

A&E Maternity

Total Elective Emergency Total  Total
New 

Attended
New 

DNA'd
FU 

Attended
FU DNA'd Total

0-19 9677 2894 4499 7393 68 16966 2183 35749 4601 59499 76637
20-29 7004 2649 2180 4829 1503 11076 1334 15397 2139 29946 43282
30-39 6805 3798 2469 6267 2149 15194 1626 20671 2457 39948 55169
40-49 6081 4902 2346 7248 202 13439 1322 24153 2453 41367 54898
50-59 7437 8074 3243 11317 18532 1328 38236 2809 60905 79659
60-69 7089 11043 3858 14901 20316 1015 48196 2103 71630 93620
70+ 16682 19145 11815 30960 35746 1467 101107 3252 141572 189214

Unknown 5018 3627 5140 8767 2 2535 295 10910 542 14282 28069
Total 65793 56132 35550 91682 3924 133804 10570 294419 20356 459149 620548

Grand 
Total

Inpatients Outpatients
Age
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• In 2019 Paediatrics introduced a leaflet which was designed by children on the 
importance of attending hospital appointments. Post pandemic there may be a 
need to update this leaflet to reflect on any changes. 

Disability 

 

 

What does the data tell us? 

• Patients declaring a disability is similar to the previous year’s data (11.9% vs 
12.2% in 19/20). 

• This figure remains low compared to the regional population data of 21% as 
recorded in the 2011 census. Data collected by Disability Cornwall suggests 
that this figure is now as high as 25%. We are looking forward to receiving the 
2021 census data to be able to benchmark this data more effectively.  

• Mobility and hearing loss remain the most common forms of disability declared. 
All reception areas are fitted with hearing loops and there are a number of 
personal communicators across all three sites; this information is available on 
the Trust’s website.  

• RCHT scheduled 3,979 follow up appointments with patients with learning 
disabilities; of these, 12.5% did not attend (DNA). This is significantly higher 
than other more common disabilities, such as visual impairments, where just 
5.6% of patients did not attend. 

 

 

A roundup of our activity for the year 2020/21: 

• RCHT maintains Disability Confident Leader Status. 

A&E Maternity

Total Elective Emergency Total Total
New 

Attended
New 

DNA'd
FU 

Attended
FU DNA'd Total

Mobility 1861 2059 1449 3508 11 3650 231 11150 599 15630 21010
Hearing 1550 1694 1151 2845 10 2780 162 10138 444 13524 17929
Visual 806 636 612 1248 4 1298 83 4736 285 6402 8460

Learning 777 394 569 963 10 1043 133 3538 433 5147 6897
Autism 390 123 161 284 2 282 42 760 114 1198 1874

Cognitive 140 128 78 206 1 258 20 779 68 1125 1472
Speech 101 97 86 183 149 12 672 52 885 1169

Mental Health Issues 51 39 25 64 4 141 8 302 30 481 600
Large Print 23 2 16 18 24 2 77 4 107 148
Easy Read 18 8 7 15 27 3 49 11 90 123

Down's Syndrome 2 2 4 6 18 55 8 81 89
Special Treatment Needs 4 5 4 9 12 42 3 57 70

Special Needs 3 13 1 17 17
Unspecified Disability 3 3 6 6

Speech Text 4 4 4
Total 6259 7162 4627 11789 101 12012 807 40820 2386 56025 74174

Inpatients Outpatients
Grand 
Total

Disability
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• During the COVID-19 pandemic, patients experiencing hearing loss were 
significantly impacted by the increased use of masks. This is because many 
patients with a hearing impairment rely on lip reading. Several of RCHT’s IT 
systems do not inform staff about the type of hearing impairment a patient has 
when they arrive at a clinical area or appointment. This can lead to confusion 
and a reduction in the quality of care. To help mitigate this, RCHT are working 
with Hearing Loss Cornwall to develop new training for our staff. We have also 
loaded speech-to-text software onto all Trust iPads for patients with hearing 
loss. 

• RCHT celebrated Disability History month, where we collaborated with local 
disability charities and invested in communications and library resources for 
staff and patients. 

• We are currently working with iSight Cornwall to improve patient letters, 
ensuring that multiple accessibility options are available. 

• RCHT have multiple building projects across its sites. Throughout 2020 and 
going forward, we are working with organisations such as the Disability Alliance, 
Disability Cornwall and AdJust to ensure patient voices are heard when forming 
business cases for building works. 

• We have commissioned a site parking survey through Arup, to include our 
accessible parking bays. It has been identified that we would like to increase 
the percentage of our Department for Transport (DfT) compliant accessible 
parking bays. A business case has been formed, proposing a new ‘Accessible 
Parking Hub’; this hub will offer 60 compliant accessible parking bays and a 
drop-off service provided by Age UK. The business case has been approved at 
board level and RCHT are currently in the process of obtaining funds before 
commencing building works. 

• RCHT are participating in the Patient Leaders Programme, which will allow 
patients to be actively involved in the planning and delivery of health services. 
This will help to improve accessibility issues and more.  

 

 

So what’s next? 

• Due to the low declaration of disabilities, the EDI Team – in conjunction with 
the Patient Experience Team – must deliver another patient campaign, 
explaining the benefits of sharing this information (via posters, leaflets, patient 
letters etc.) 

• At the Equality and Inclusion Steering Group (EISG), it was shared by a Staff 
Nurse that some reception staff find it difficult asking questions relating to 
protected characteristics. Previously, training has been offered to reception 
staff to increase their confidence in asking these questions; this will need to be 
revisited.  
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• All colleagues need to continue to raise awareness of the Sunflower Lanyards, 
which indicate that the person wearing a lanyard may require assistance due 
to a hidden disability. 

• RCHT will continue to work towards the Accessible Information Standard. 
• Both the EDI and Patient Experience teams will work with the Learning 

Disabilities Team to explore the reasons for a rise in DNA’s from patients with 
learning disabilities. There is a Learning Disability and Autism Liaison Team to 
support patients with these additional needs and ensure that they have a health 
passport in place to support staff to provide the right care. 

• The results of the Learning Disabilities & Autism Survey for 2019/20 are 
outlined below. The data for 2020/21 has not been collected due to resourcing 
issues associated with COVID-19. Looking forward, the Patient Experience and 
EDI Teams intend to work with the Learning Disabilities Team to support 
resuming data collection.  
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Gender Reassignment 

 

 

What does the data tell us? 

The number of Transgender patients attending RCHT continues to fall at an increasing 
rate, while there has also been a significant increase in the number of transgender 
patients not attending follow up appointments. These trends are not reflected in 
cisgender patients whose attendance and DNA’s remain unchanged from last year. 

 

 

A roundup of our activity for the year 2020/21: 

• We engaged with members of the transgender community to gauge real-time 
lived experiences 

• We developed Transgender Awareness training sessions for staff 
• The EDI Team monitored discussions regarding the naming of the new hospital 

to replace the Princess Alexandra Maternity Wing, to ensure the name reflects 
all of our patients who will attend there. 

 

 
So what’s next? 

• We will liaise with the Patient Experience Team to illicit feedback from Trans 
patients on their experiences within our hospitals to gauge where we can make 
improvements 

• We will make efforts to support those patients less visible by the introduction of 
a patient experience leaflet (and matching online information) clearly setting out 
what support they can access and how to do so 

• We will continue to celebrate national and international awareness days in 
various forms, sharing hints and tips with colleagues on how to better support 
patients who identify as transgender 

 

  

A&E Maternity

Total Elective Emergency Total Total
New 

Attended
New 

DNA'd
FU 

Attended
FU 

DNA'd
Total

No 65665 55967 35470 91437 3924 133559 10561 293679 20307 458106 619132
Yes 128 165 80 245 245 9 740 49 1043 1416

Total 65793 56132 35550 91682 3924 133804 10570 294419 20356 459149 620548

Grand 
Total

Outpatients
Gender 

Reassignment

Inpatients
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Race 

 

 

What does the data tell us? 

The table above provides a breakdown of ethnicity for all patients seen by the Trust. 
This is broken down further into four key areas: A&E, Inpatients, Outpatients and 
Maternity. 

 

 
So what’s next? 

During 2020/21, black and minority ethnic (BME) patients accounted for 2.94% of all 
those treated by the Trust. This is a slight increase by 0.2% compared to 2019/20. 
RCHT stakeholders and Ethnic Minority (EM) Network will use this data to replicate 
good practice and evaluate its impact. Since 2015, the WRES team has been 
undertaking the annual collection, analysis and publication of ethnicity data from NHS 
trusts across England. This was extended for the National Healthcare organisations in 
2018 and will be extended across CCGs going forward. 

  

A&E Maternity

Total Elective Emergency Total Total
New 

Attended
New 

DNA'd
FU 

Attended
FU 

DNA'd
Total

White British 50814 47150 28700 75850 3206 110213 8375 245364 16585 380537 510407
Cornish 9286 6329 5105 11434 342 13536 1097 34117 2303 51053 72115

Any Other White Background 1933 1258 875 2133 222 3664 334 6832 644 11474 15762
Not Known 2415 313 185 498 40 3626 474 2542 322 6964 9917
White Irish 255 297 158 455 14 493 23 1148 65 1729 2453

Any Other Mxd Background 201 101 87 188 17 406 51 686 77 1220 1626
Any Other Ethnic Group 123 88 60 148 13 225 32 510 53 820 1104

Mxd White and Asian 124 75 62 137 9 267 33 493 32 825 1095
Mxd White and Black Caribbean 112 82 53 135 6 232 41 447 51 771 1024

Any Other Asian Background 100 80 49 129 16 223 10 344 39 616 861
Asian British Indian 78 66 37 103 4 145 16 374 33 568 753

Patient Declined 43 84 33 117 2 159 15 357 32 563 725
Black British African 52 53 21 74 7 140 8 328 25 501 634

Mxd White and Black African 72 34 36 70 7 124 24 192 21 361 510
Chinese 37 58 17 75 5 105 7 232 28 372 489

Black British Caribbean 47 23 21 44 1 54 10 150 14 228 320
Any Other Black Background 33 17 16 33 6 70 9 143 19 241 313

Asian British Bangladeshi 28 7 11 18 3 54 8 73 9 144 193
Asian British Pakistani 34 9 16 25 4 51 3 43 3 100 163

Unspecified 6 8 8 16 17 44 1 62 84
Total 65793 56132 35550 91682 3924 133804 10570 294419 20356 459149 620548

Grand 
Total

OutpatientsInpatients
Ethnicity
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Religion or Belief 

 

 

 

What does the data tell us? 

• The religions identified above reflect the 2011 census data. We are looking 
forward to receiving the 2021 census data to be able to benchmark more 
effectively. 

 

 

A roundup of our activity for the year 2020/21: 

• The Trust recognises the importance of supporting people’s religions and 
beliefs. We continue to provide a chaplaincy service which has access to a 
majority of faith representatives.  

• There are on-site chapel facilities that patients and the public can access. 
• Patients can access religious dietary requirements from the catering team on 

request. 
• This year, RCHT has celebrated many religious and belief festivals. Most 

recently, we celebrated Vesak and installed a statue of the Buddha Shakyamuni 
at RCH’s Friends Garden. This will provide patients and staff who practise the 
Buddhist faith with a quiet place for reflection and prayer.  

• We have established an events calendar, which will ensure we continue to 
recognise key religious and belief dates that are important to our staff and 
patients. 

 

A&E Maternity

Total Elective Emergency Total Total
New 

Attended
New 

DNA'd
FU 

Attended
FU 

DNA'd
Total

Not Religious 27583 18264 13821 32085 2051 47765 4738 96933 8893 158329 220048
Unknown 5659 4232 1480 5712 578 17632 1626 26180 2189 47627 59576

Christianity 31378 31378 31377 31378 31377 31379 31377 31377 31377 31379 31381
Athiest 323 295 185 480 31 602 63 1460 91 2216 3050
Other 412 446 382 479 350 498 360 718 366 895 1089

Buddhist 99 97 57 154 4 245 14 454 46 759 1016
Agnostic 103 86 56 142 6 181 22 389 30 622 873

Islam 117 51 42 93 20 164 19 278 30 491 721
Hinduism 55 59 36 95 4 119 14 318 23 474 628
Judaism 38 59 27 86 1 109 5 272 11 397 522

Humanist 8 13 5 18 25 2 107 5 139 165
Baha'i 11 13 9 22 1 25 3 48 4 80 114
Sikh 7 5 4 9 12 1 15 5 33 49

Total 65793 54998 47481 70753 34423 98756 38244 158549 43070 243441 319232

Inpatients Outpatients
Religion

Grand 
Total
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So what’s next? 

• We will use our newly formed events calendar to celebrate many religious and 
belief festivals. 

• We will introduce a staff training session on ‘cultural awareness’, including the 
importance of recognising other faiths and beliefs and their associated dietary 
requirements.  

 

Sex 

 

  

What does the data tell us? 

• The split between male and female attendances in ED and emergency inpatient 
treatment is approximately equal. However, elective inpatient numbers have 
slightly more female admissions, which is typical nationally. 

• Female DNA’s sit at 6.3% and male DNA’s sit at 6.6%. Therefore, the difference 
is nominal.  

 

 

So what’s next? 

• We need to begin to capture this data for non-binary genders as many non-
binary patients do not relate to transgender/gender reassignment. The EDI 
Team need to work with Patient Records and CITS to identify the best way of 
rolling this out across all IT systems and paper forms.  

  

A&E Maternity

Total Elective Emergency Total Total
New 

Attended
New 

DNA'd
FU 

Attended
FU DNA'd Total

Female 33282 29062 17990 47052 3924 80275 5697 162149 10982 259103 343361
Male 32504 27058 17556 44614 53522 4873 132244 9374 200013 277131

Indeterminate 6 10 4 14 3 26 29 49
Unknown 1 2 2 4 4 7

Total 65793 56132 35550 91682 3924 133804 10570 294419 20356 459149 620548

Gender
Inpatients Outpatients

Grand 
Total
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Sexual Orientation 

 

 

What does the data tell us? 

There has been a continuing steady increase in the number of patients identifying as 
Lesbian, Gay or Bisexual over the past 3 years. However, this is still below the current 
reported Office of National Statistics (ONS) data. The recent census was the first to 
include questions relating to sexual identity and orientation and will represent the most 
accurate prevalence of LGB individuals once published.  

The number of patients declining to disclose their orientation continues to fall, which 
is indicative of recent efforts to be more inclusive, e.g. via the rainbow badge initiative. 
There has however been a steady increase in the number of patients for whom the 
data is not specified.  

 

 

A roundup of our activity for the year 2020/21: 

• The rainbow badge initiative was starting to take effect; however the message 
has since been confused with the NHS COVID-19 rainbow. 

 

 

So what’s next? 

• Work with local charities, Intercom Trust and Cornwall Pride, to engage the 
community and better understand their needs and reinforce inclusive reputation 
amongst the community. 

• Cost-benefit analysis of renewing Stonewall Champion status, as this has 
diminished in meaning for the community.  

• EDI Team to work with departments and care groups to improve reporting 
figures, and decrease number of ‘unspecified’ patients. 

A&E Maternity

Total Elective Emergency Total Total
New 

Attended
New 

DNA'd
FU 

Attended
FU DNA'd Total

Unspecified 56059 42860 29105 71965 3499 109879 9203 222350 16627 358059 489582
Heterosexual 8513 12185 5701 17886 395 21511 1206 64648 3195 90560 117354

Declined 948 881 614 1495 23 2053 121 6473 461 9108 11574
Gay 47 93 31 124 117 6 389 33 545 716

Lesbian 158 53 45 98 92 13 277 15 397 653
Bisexual 66 55 53 108 7 148 20 265 25 458 639

Other 5 1 6 3 1 11 15 21
Questioning 2 1 6 7 9

Total 65793 56132 35550 91682 3924 133804 10570 294419 20356 459149 620548

Inpatients Outpatients
Grand 
Total

Sexual 
Orientation
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Summary of Patient Data 

The key demographic trends within RCHT’s patient data are outlined below. The Trust 
will use this data to work both internally and with system partners to address health 
inequalities. Further details of how we aim to achieve this can be found under sections 
‘So what next?’ and in the action plans located at the end of this report (p.53-63). 

 

• In 2020/21, the Trust provided care for 620,548 patients. 

• Our largest patient age group is 70+, at 30.4%. 

• The DNA’s for the 19 and under category has risen from 11% to 22.6%. 

• Patients declaring a disability sits at 11.9% which is lower than the regional 
expectation of 21%. 

• There has been a significant increase in the number of transgender patients 
not attending follow up appointments in 2020/21. 

• Black and minority ethnic (BME) patients accounted for 2.94% of all those 
treated by the Trust. This is a slight increase by 0.2% compared to 2019/20. 

• The key religious and belief declarations continue to be: Non-religious, 
Unknown, Christianity and Atheism. 

• In an emergency setting, the male to female patient ratio is approximately 
equal. However, elective inpatient numbers have slightly more female 
admissions, which is a recognised national trend.  

• There has been a continuing steady increase in the number of patients 
identifying as Lesbian, Gay or Bisexual over the past 3 years. However, this is 
still below the current reported Office of National Statistics (ONS) data. 
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Workforce 
 

The following section of this report includes the equality data of the workforce as of 
31st March 2021. This will include the information that is required for the Workforce 
Race Equality Standard, the Workforce Disability Equality Standard and the Gender 
Pay Gap reporting requirements which will be displayed under the relevant 
subheadings of ethnicity, disability and gender. 

On the 31st March 2021, there were 8,610 people employed by Royal Cornwall 
Hospitals Trust which is an increase of 14.6% from the same time last year. This 
increase is due to successfully recruiting to vacancies, helped by 85 international 
nurses joining our teams. This total includes 1,892 people who work for Kernowflex, 
the Trust’s flexible workforce, on zero-hour contracts.  

 

Age 

The below data breaks down our workforce by age and is further broken down into the 
ages of staff working full and part time. 

        

 

What does the data tell us? 

• The majority of our workforce is aged 21-60. We see a significant increase in 
staff from the age of 21 (perhaps post education) and we see a significant 
decrease in staff at the age of 65, the current State Pension age for both men 
and women. 

• Below the ages of 20, a higher portion of staff work part time. This is likely due 
to the fact that a significant portion of our staff at this age are still in education.  

• From ages 21-30 a higher portion of staff work full time.  

Age Band Headcount %

<=20 Years 109 1.25%
21-25 671 7.79%
26-30 1,138 13.21%
31-35 1,117 12.99%
36-40 996 11.58%
41-45 935 10.86%
46-50 981 11.40%
51-55 1,044 12.12%
56-60 872 10.11%
61-65 556 6.46%
66-70 155 1.81%

>=71 Years 36 0.42%
Grand Total 8,610 100%

Age Band Full Time Full Time % Part Time Part Time %

<=20 Years 43 39% 66 61%
21-25 372 55% 299 45%
26-30 683 60% 455 40%
31-35 536 48% 581 52%
36-40 443 44% 553 56%
41-45 442 47% 493 53%
46-50 463 47% 518 53%
51-55 521 50% 523 50%
56-60 360 41% 512 59%
61-65 135 24% 421 76%
66-70 21 14% 134 86%

>=71 Years 3 8% 33 92%
Grand Total 4,022 4,588
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• This then steadily declines from ages 30-40, most likely due to the influence of 
childcare commitments. 

• Ages 40-55 see an increase in full time working.  
• Ages 55+ see a sharp decline in full-time working. By the age of 60, 76% of our 

staff work on a part time basis. 
 
 

 

The below table breaks down our workforce by age in relation to pay band.  

 

 

What does the data tell us? 

• The tables above show that people under 30 are more likely to work full time 
whereas people over 55 are more likely to work part time which may explain 
why older people have a reduced presence in the higher bands and in the 
promotion table below. 

 

 

Payscale <=20 Years 21-25 26-30 31-35 36-40 41-45 46-50 51-55 56-60 61-65 66-70 >=71 Years

1 1 1 2
2 90 292 264 214 177 183 148 226 212 139 40 11
3 14 107 115 112 111 90 121 147 124 114 43 3
4 5 48 80 78 93 76 99 82 93 54 12 7
5 126 276 293 202 171 178 166 143 112 32 8
6 38 122 168 171 127 156 155 122 57 12 2
7 2 36 67 74 100 96 110 88 37 5
9 3 3 4

8A 1 7 19 34 28 30 37 14 2 1
8B 3 5 13 12 10 7 4 1
8C 2 8 8 7 4 3
8D 1 3 7 5 7 2

Chair 1
Consultant 8 56 88 90 64 48 20 4 3
Executive 1 1 3 4

Junior Doctor 56 235 143 43 22 14 1 1 2
Middle Grade 3 11 20 18 24 22 9 10 3

NED 3 2 2
Grand Total 109 671 1138 1117 996 935 981 1044 872 556 155 36
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So what’s next? 

• The EDI Team need to establish the factors that contribute to the sharp decline 
in full time working post 55 (e.g. long term health conditions, change in financial 
circumstances, the Menopause etc.) Once the factors have been established, 
the team can explore if increased access to flexible working patterns could help 
staff who wish to stay in the workplace full time.  

 
 

 

Disability 

 

 

 

What does the data tell us? 

• Although the workforce population has risen significantly (by 900 staff), this has 
had little impact on disability declarations. Staff declaring that they have a 
disability has risen by only 0.3% compared to 19/20. 

Disability Flag Headcount %
No 6591 76.52%

Not Declared 366 4.25%
Prefer Not To Answer 454 5.27%

Unspecified 871 10.11%
Yes 331 3.84%

Grand Total 8,613 100%

Page 82 of 412



23 
 

• Staff preferring not to answer has dropped from 6.35% to 5.27%. This could be 
due to the increased need for risk assessments, associated with COVID-19. 

• 76.5% of staff declare that they have no disability. 
• Disability declaration of 3.8% is very low compared to the regional population 

average of 21%. 

 

 
 
A roundup of our activity for the year 2020/21: 

• The Trust has invested in a ProAbility Network Lead, one day a week. This will 
ensure that disability associated workstreams will develop a continued 
momentum. 

• RCHT celebrated Disability History month, where we collaborated with local 
disability charities and invested in communications and library resources for 
staff and patients. 

• We are currently developing staff training with Hearing Loss Cornwall. This 
should give our staff the confidence to engage with patients with a wide range 
of hearing impairments. 

• In 20/21 we revamped our Manager’s Passport training modules and wove 
principles of EDI throughout each training session. This included topics such as 
reasonable adjustments, accessibility and the unconscious bias.  

• Although not exclusively to tackle disability issues, RCHT has a Joined Systems 
Equality Group which has a strong focus on health inequalities, including 
disability, deprivation etc.  

• We have also joined a Systems ‘Hate Crime Reporting Steering Group’ and we 
are working with Devon and Cornwall Police to develop new Hate Crime 
Reporting Training. This will empower staff who have received any type of 
discrimination to reach out for the help they need. 

• RCHT maintains Disability Confident Leader Status, which means we have 
actions in place to secure, retain and develop disabled staff. 
 

 
 
 

So what’s next? 

• The EDI team need to launch a further campaign to describe the benefits of 
declaring disability status on ESR. 

• There is a wider piece of education work to action around the need for umbrella 
terms and what the Trust do with collected data. 
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• A 6 Hats session on ‘How do we engage our workforce with declaring their 
protected characteristics’ is scheduled for the 8th June. 

• The EDI Team are currently producing a new training module on disability and 
hidden disabilities, this will include topics such as civility and the unconscious 
bias. This training will begin to be delivered to staff from the 22nd June. 

• There are Disability and Carer’s Networks for staff. We are currently exploring 
the idea of merging these networks with our system partner, Cornwall 
Partnership Foundation Trust (CFT). This will allow for a larger resource pool 
to take forward objectives, allowing us to pollinate shared learning and actions 
throughout both Trusts. Our Equality and Inclusion Steering Group voted on 
this during our meeting on April 30th and the resounding majority (31:1) agreed 
that merging the Network’s would likely lead to increased output and higher 
success measures.  

• We will continue to prioritise disability associated workstreams through our 
Equality and Inclusion Steering Group (EISG). 

• RCHT has the Disability Confident scheme in place (previously known as the 
two ticks scheme) and we plan to model further improvement action plans 
based on the current BME ‘Recruitment Overhaul’. 

 

 

Pregnancy and Maternity 

  

 

What does the data tell us? 

• In 20/21, 1.7% of the workforce took parental leave. This is a drop in 0.5% from 
2.2% of the workforce in 19/20. 

• Despite the shared parental leave policy, only 1 male took advantage of this. 

 

Payscale Female Male
2 22
3 14 1
4 8
5 36
6 35
7 10
9 1

8D 1
Junior Doctor 14

Consultant 5
Grand Total 146 1
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A roundup of our activity for the year 2020/21: 

The Trust employs a dedicated Childcare Co-ordinator who provides the following 
support for our staff during pregnancy, maternity leave and return to work and to that 
of their line managers 

• Employee guide to Being pregnant at work – includes employee rights, 
timelines, flowcharts giving full details of maternity leave and pay entitlements, 
risk assessment information and answers to frequently asked questions. 

• Managers guide on Maternity, Safe Employment And Risk Assessment – to 
include checklists to guide them through the process. 

• Guide to family friendly rights – includes shared parental leave, paternity leave, 
parental leave and emergency carers leave. 

• Flyers with links to useful resources – Flexible Working, childcare including help 
with costs, MUSH (external new mums network) 

• Employee return to work guide – including on Trust commitment to follow the 
health & Safety Executive guidance in respect of Breastfeeding at work. 

• Information and guidance on all things maternity leave, flexible working, return 
to work, pregnancy related sickness etc. 

• Maternity pay estimators developed to help with financial planning during 
maternity leave and ease transition back to work 

• Dedicated Webpages with all above information available. 
 

 
 

 

So what’s next? 

• We need to work with care groups to establish the contributing factors to the 
low uptake of shared parental leave.  

• The EDI Team need to work with the Childcare Coordinator to run a campaign 
promoting shared parental leave and its benefits.  
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Race 

 

2019/20 2020/21 
 

 

 

 
 
What does the data tell us? 

• In 2019/20 2.9% of employees declared that they were from a BME 
background. In 2020/21 this increased by 0.89% to 3.79% of employees. 
Census data from 2011 indicates that this is against a BME population of 
1.8%. Whilst the Trust’s BME workforce is comparable favourable up to date  
output data from the 2021 census will provide a better comparison against 
Cornish population average.  

• The number of BME employees employed by the Trust has increased in the 
last 12 months. An active drive of overseas nurses, mainly from the Philippines 
during 2020/21 and medical consultant recruitment has contributed to this 
increase. 

• However, 11.7% of staff do not declare or specify their ethnicity which masks 
the overall representation for ethnicity. 

 

 

A roundup of our activity for the year 2020/21: 

• COVID-19 has significantly impacted the EM Network action plan. 
• During COVID-19, the EM Network altered its focus towards supporting BME 

colleagues (who are more clinically vulnerable) through risk assessments and 
personal protective equipment (PPE). 

Ethnic Group Headcount %
Asian or Asian British 87 1.20%

Asian other 11 0.10%
Black or Black British 55 0.70%

Chinese 23 0.30%
Mixed Heritage - White & Asian 26 0.30%
Mixed Heritage - white & black 19 0.30%

White - British 5826 77.50%
White - Cornish 295 3.90%

White - Irish 42 0.60%
White Mixed 7 0.10%

White Other European 58 0.80%
White Unspecified 227 3.00%

Other Specified 58 0.80%
Not Stated 398 5.30%
Unspecified 381 5.10%
Grand Total 7,513 100%

Ethnic Group Headcount %
Asian or Asian British 92 1.08%

Filipino 58 0.68%
Asian other 28 0.33%

Black or Black British 71 0.83%
Chinese 24 0.28%

Mixed Heritage - White & Asian 29 0.34%
Mixed Heritage - white & black 21 0.25%

White - British 6505 76.26%
White - Cornish 312 3.66%

White - Irish 52 0.61%
White Mixed 6 0.07%

White Other European 310 3.63%
White Unspecified 20 0.23%

Other Specified 2 0.02%
Not Stated 339 3.97%
Unspecified 661 7.75%
Grand Total 8,530 100%
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• Additionally, the Trust has launched a campaign to improve vaccine awareness 
and uptake within BME staff groups. On a national level, it has been noted that 
there remain lesser uptake in the COVID vccain between BME people and 
white people. 

• Several Q&A sessions were put in place via Occupational Health to address 
these issues and raise awareness of the vaccine.  

 

So what’s next? 

• Ethnicity has been a major factor in the Covid-19 risk assessment as research 
has proven that BME people (including NHS employees) are disproportionately 
impacted by the virus and having likely to experience more serious symptoms 
and outcomes. Therefore, ethnicity was included in the Covid-19 medical risk 
assessment - Alama (along with health conditions, age and gender) to ensure 
that staff are protected at work. 

• Reducing health inequalities has been highlighted as area for focus as part of 
Trust’s Workforce Race Equality Standard (WRES) action plan 2021/22. 

 
Religion or Belief 

 

 

What does the data tell us? 

• We have had a significant rise in Buddhist, Hindu and Muslim colleagues. This 
may be attributed to the fact we have recruited over 85 international staff in 
20/21.  

• ‘Other’ is categorised by a number of different religions, declared by a very 
small percentage of staff, for example, Mormonism and Paganism. 
 

Religious Belief Headcount %
Christianity 3,364 39.05%

Not Disclosed 1715 19.91%
Atheism 1627 18.89%

Unspecified 899 10.43%
Other 875 10.15%

Buddhism 43 0.49%
Islam 43 0.49%

Hinduism 40 0.46%
Judaism 3 0.03%
Jainism 2 0.02%
Sikhism 2 0.02%

Grand Total 8,610 100%
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A roundup of our activity for the year 2020/21: 

• All staff continue to have access to the Chaplaincy team for religious and 
pastoral care. There is a chapel and a separate prayer and ablutions room for 
people to use individually or in groups.  

• To ensure we are supporting our new international recruits as best as we can, 
we have continued to monitor data on religion throughout the year. Noting the 
rise in Buddhist, Hindu and Muslim colleagues, we have reflected this in our 
activity and have marked significant religious dates such as Ramadan and 
Wesak. Most recently we supplied our staff with Ramadan support packs, 
including snacks, information, a prayer timetable and scripture. For Wesak day 
we sourced a statue of Buddha Shakyamuni and held a blessings and 
teachings ceremony for our staff.  

 

So what’s next? 

• We will use our newly formed events calendar to celebrate many religious and 
belief festivals 

• We will support our staff to take annual leave during key religious/ faith dates 
that are important to them. We will assist this by brining our Annual Leave Policy 
for Doctors in line with that for Agenda for Change Staff. In particular, policy 
clause 6.18.2 "It is recommended that staff make their request for time off as 
soon as the dates are known in order to facilitate the effective planning of leave 
arrangements." As some celebration dates follow the lunar calendar and are 
subject to change, the EDI Team will be doing an education piece around AL 
and religious/belief festivals and the need to book AL in advance. 

Sex 

   

 

What does the data tell us? 

• Women account for 76.19% of the total workforce which is comparable to the 
previous year and a similar picture across the whole NHS. 

• The charts above show that women are more likely to work part-time hours than 
men with over 45% of females working part-time, compared to only 7.71% of 
male workers.  

 

Gender Headcount %
Female 6,560 76.19%

Male 2,050 23.80%
Grand Total 8,610 100%

Female Male
Part Time 45.61% 7.71%
Full Time 30.58% 16.09%

Unspecified 0.01%

Page 88 of 412



29 
 

Gender Payscale 

 

 

What does the data tell us? 

• For roles Band 8a and below, gender closely mirrors the ratio of male/female 
workers. 

• For roles Band 8b – 9 there is a sharp rise in males. This shows us that 
proportionately, males are more likely to be in senior management positions.   

• As for previous years, there is an even gender ratio for junior and middle grade 
doctors and this shifts significantly when reaching consultant level, where 2/3 
of consultants are male and only 1/3 female.  

 

Promotions by gender  

 

What does the data tell us? 

• The proportion of promotions by gender closely mirrors the ratio of male/female 
workers. Slightly more females obtain promotions than males, this is data the 
EDI team will need to explore in further detail. 

 

Payscale Female % Female Male % Male
1 2 50.00% 2 50.00%
2 1554 77.97% 439 22.03%
3 887 80.78% 211 19.22%
4 560 77.67% 161 22.33%
5 1464 85.61% 246 14.39%
6 959 85.02% 169 14.98%
7 470 76.30% 146 23.70%

8A 129 75.00% 43 25.00%
8B 33 60.00% 22 40.00%
8C 23 74.19% 8 25.81%
8D 13 56.52% 10 43.48%
9 4 50.00% 4 50.00%

Consultant 131 34.11% 253 65.89%
Middle Grade 63 52.94% 56 47.06%
Junior Doctor 252 48.55% 267 51.45%

Non AfC 19 59.38% 13 40.63%
Grand Total 6563 2050

Promotions by Gender Headcount %
Female 350 77.95%

Male 99 22.05%
Grand Total 449 100%
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Gender appraisals 

73% Females have an appraisal in date 

70% Males have an appraisal in date 

 

What does the data tell us? 

• The difference between genders completing their appraisals is negligible so at 
face value this would not appear to affect career progression. 

 

 

A roundup of our activity for the year 2020/21: 

• From engaging with our workforce through our Menopause Support Group, we 
are aware that symptoms of the Menopause are significantly impacting some 
of our colleague’s abilities to work in higher banded roles. We are aware of 
many colleagues that have applied for lower banded roles or that have taken 
early retirement to manage their symptoms. Females aged 41-55 make up 
30.8% of RCHT’s workforce. These are the most common age ranges for the 
Menopause and are by no means exclusive. This could mean that up to a 
staggering 1/3 of our workforce may be experiencing symptoms that are 
impacting their work life. RCHT continues to have a Women’s Network Group, 
and a Menopause Support Group was formed as a subgroup to this. We have 
recently taken the Menopause Support Group online, to provide our staff with 
continuous support in-between meetings. We currently have 134 active 
members of our online group which has been very well received. 
 

• In November 2020, we commissioned Helen Tite (The Menopause Warrior) to 
deliver several training sessions to our workforce on ‘Menopause Self-
Management’ and ‘Menopause for Men and Line Managers’. Our Inclusion 
Lead compiled thorough training notes from these sessions and they are 
regularly distributed to our staff.  

 

So what’s next? 

• Data relating to pay band, appraisals and promotions does not distinguish 
between sex and gender and only recognises cis-genders. The EDI team will 
need to work with L&D, Payroll, People Information and Rostering to see if we 
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can begin to collect data based on all genders, including non-binary genders. 
As some of our systems are national systems such as ESR, this may not be 
possible in the short term. We may need to campaign at a national/system level 
to achieve this goal.  

• There continues to be a need to support female colleagues into leadership roles 
at bands 8b-9. 

• The data relating to promotions by gender needs to be explored in further detail 
to determine whether males in bands 2-8a need leadership and development 
support. 

• We will look to develop our external training sessions on ‘Menopause Self-
Management’ and ‘Menopause for Men and Line Managers’ into an internal 
course that we are able to run on a regular basis.  

• Following researching and consulting with other organisations, the EDI Team 
have decided to consult with RCHT on moving away from a ‘Women’s Network’ 
towards a ‘Gender Equality Network’, which will recognise inequalities for all cis 
and non-binary genders. 

• We will implement the Gender Pay Gap (GPG) action plan 
• We will seek executive support relating to the GPG and Menopause agenda.  

 

 

Sexual Orientation 

 

What does the data tell us? 

While the overall number of colleagues declaring their sexuality has plateaued from 
last year, the number of people declining has dropped, as has the instance of 
‘unspecified’ returns. This is particularly encouraging as the only staff groups that have 
increased in number are Lesbian, Gay and Bisexual (heterosexuality remains at 74%). 
This affirms the positive impact of the rainbow badge initiative, promotion of accurate 
ESR use, and other actions taken to improve working lives for our LGB colleagues. 

 

 

Sexual Orientation Headcount %
Bisexual 67 0.78%

Gay or Lesbian 118 1.37%
Hetrosexual or Straight 6415 74.48%

Not Disclosed 1109 12.88%
Other sexual orientation not listed 8 0.09%

Undecided 12 0.14%
Unspecified 884 10.26%
Grand Total 8,613 100%
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A roundup of our activity for the year 2020/21: 

• Established good working relationship between LGBT Lead and Chairs of the 
LGBT Staff Support Network shared with Cornwall Partnership Foundation 
Trust (CPFT) and Kernow Clinical Commissioning Group (KCCG). 

• Improved communications between the network and staff, including a discreet 
mailing list to protect colleagues who need support are not ‘out’ (open about 
their sexuality). 

 

 

So what’s next? 

• Work with local charity Queer Kernow, LGBT Network chairs and system 
partners to mark Pride season across our hospitals. 

• Devise a Workforce Sexual Orientation Equality Standard to formalise the 
monitoring and reporting process in line with WRES & WDES, to provide more 
targeted strategy for improvement 
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Gender Pay Gap Report for 2021 
 

All organisations with 250 or more employees are now required to publish their gender 
pay gap. The gender pay gap differs from equal pay. 

Equal pay deals with the pay differences between men and women who carry out the 
same jobs, similar jobs or work of equal value. It is unlawful to pay people unequally 
because of their gender. 

The gender pay gap shows the differences in the average pay between men and 
women.  The Trust is confident that men and women are paid equally for doing the 
same job; however, the greater proportion of men than women in senior roles creates 
a gender pay gap.  There may be multiple factors responsible for this, such as, culture, 
family and work-life balance (women make up the vast majority of part-time workers 
in the Trust). All of these can impinge on female employees’ career progression, 
especially into senior leadership roles. It is important to note though that 86.1% 
workers thought that the Trust offered fair career progression in the 2021 staff survey. 

Nevertheless, we will work hard to address this imbalance by continuing to offer 
flexible working, providing unconscious bias training for managers, and fostering an 
inclusive culture. Addressing the disparity in gender representation at senior levels will 
take time, but it will help close the current gender pay gap at the Trust. 

 

Headline Gender Pay Gap Figures 

 

 

 

 

 

 

 

 

 

 

The gender pay gap is defined as the difference 
between the mean or median hourly rate of pay 
that male and female colleagues receive. 

The mean pay gap is the difference between 
average hourly earnings of men and women. The 
median pay gap is the difference between the 
midpoints in the ranges of hourly earnings of 
men and women. It takes all salaries in the 
sample, lines them up in order from lowest to 
highest, and picks the middle-most salary. 

These figures are based on hourly rate of pay as 
at 31 March 2021 and bonuses (incentives and 
clinical excellence awards) paid in the year to 
March 2021. 

 
 

18.9% 

   

 

National Average (2020, ONS) 

15.5% 
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The gender pay gap at RCHT is higher than the UK national average and is largely 
attributed to the fact that the gender split for consultants is 65% male and 35% female.  
A significant part of the bonus gender pay gap relates to the Clinical Excellence 
Awards for consultants who perform “over and above” the standard expected of their 
role.  Across all roles we recognise there is much to do to close the gap.  Personal 
choices our colleagues make around their working patterns have been a key driver in 
our gender pay gap.  Cornwall has a lower participation rate for the working population 
than the national average.  At RCHT 40% of substantive staff work part time, of which 
90% are female employees.  While the Trust is confident that men and women are 
paid equally for doing equivalent jobs across our hospitals, the main reason for the 
gender pay gap is there are fewer women in senior medical roles and a higher 
proportion of women in lower scales.  The first tranche of ancillary facilities staff 
returned to the Trust as employees during 2020/21, many of whom were female 
catering staff which has also had a negative impact on the overall gender pay gap. 

 

In 2020/21 the median pay gap was 18.9% which is considerably higher than the 
2019/20 at 8.9%. RCHT is currently investigating the factors which could have 
contribute to towards this significant rise. 

 

 

Gender Bonus Gap 

The average gender pay gap is higher between male and female colleagues receiving 
bonus payments (incentives & clinical excellence awards).  This is mainly due to 
clinical excellence awards where more male than female colleagues receive awards.  
Non-medical staff can receive bonus incentives such as working additional bank shifts 
to meet demand in hard to fill shifts. 

           

Mean                   
%

Median 
%

Gender Pay Gap 28.7% 18.9%

Gender Bonus Gap 85.4% 55.6%
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Proportion of male and female colleagues receiving a bonus (clinical excellence 
award or bank incentive payment) 

23.8% of female colleagues received a bonus payment compared to 18.9% of male 
colleagues during the year to 31 March 2021. 

 

 

Gender Pay Gap by Pay Scale 

This chart shows the gender split when we order hourly rate of pay from highest to 
lowest and group into four quartiles.  Data is shown in graphical format below. 

 

Although there is a higher proportion of female than male colleagues at the Trust, 
higher proportions of females occupy the lower to middle higher quartiles than men.  
For the higher quartile, although female colleagues form a higher percentage than 
men this represents a small proportion of total females at the Trust.  Conversely, the 
higher quartile represents a lower proportion of male colleagues then females but 
equates to a higher proportion of all men working at the Trust.  

Proposal of actions to reduce the gap 

• Analyse the make-up of applicants for senior roles to assess the number of 
successful female candidates versus male candidates. 

• Assess the criteria for senior roles to assess whether there are any barriers to 
applications. 
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A Women’s Network was established in 2019 for females working in the Trust. The 
network members have identified areas they would like to focus on that may help to 
reduce the pay gap culminating in five work streams. They are: 

• Maternity leave and support with return to work 
• Training to improve confidence in interviews and pay negotiation 
• Flexible working 
• Increasing the number of female consultants 
• Managers support for women going through the menopause 

During 20/21 the Women’s Network meetings were halted due to capacity pressures 
associated with COVID-19. The EDI team are due to consult with members of the 
Women’s Network and the wider organisation with regards to moving towards a 
Gender Equality Network. This will allow the network to pick up work streams 
associated with all genders that are facing disparity. 
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Workforce Race Equality Standard (WRES) 
 

The WRES was set up by the NHS in 2015 to enable it to hold a mirror up to itself, to 
reveal the disparities in opportunity and experience between black and minority ethic 
staff and white staff working across the healthcare system. Empowered with that data, 
these organisations, with support from the WRES team, are taking steps to eliminate 
that disparity, ensuring that all staff have an enhanced work experience. 

The BME population of Cornwall was measured in the 2011 Census as being 1.8% of 
the total population, with the BME workforce of the Trust presently at 3.8%. This is all 
to change following the recent Census pending results and the impact of active 
requitement of nurses from the Filipinos in the last in the last 18 months. But there still 
appears to be a lack of representation in senior leadership roles within the Trust, which 
may be fair due to the small total number of employees from a BME background. This 
will be explored within the evidence provided in this report and the WRES action plan 
for improvements. 

An action plan already exists to improve the experiences of the Trust’s BME workforce; 
this will be amended to include the findings within this report. The action plan will be 
supported by the Trust’s Minority Ethnic Group (Ethnic Minority network) and will be 
monitored through the EM Lead. 
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Outcome 1: Percentage of staff in each of the AfC Bands 1-9, medical grades and 
VSM (including executive Board members) compared with the percentage of staff in 
the overall workforce. Organisations should undertake this calculation separately for 
non-clinical and for clinical staff. 
 
Tables below show Data Comparison Total percentage of clinical and non-clinical Data 
between White and BME staff across all posts, appointed from shortlisting for the last 
24 months. 
 

2019/20 

 
2020/21 
 

Band/Grade 
White BME Unspecified 

Clinical Non-
Clinical Clinical Non-

Clinical Clinical Non-
Clinical 

1-5 3,184 1,614 180 34 421 137 
6-7 1,385 230 44 4 78 9 
8a-8d 144 118 5 1 7 10 
9 & VSM 7 12 0 0 0 2 
Junior 
Doctors 175 

  
66 

  
220 

  SAS Doctors 74 25 21 
Consultants 295 53 91 
Non AfC 
Roles  2  0  0  0  1  0 

Total 5,266 1974 373 39 839 158 
 

Band/Grade 
White BME Unspecified 

Clinical Non-
Clinical Clinical Non-

Clinical Clinical Non-
Clinical 

1-5 2,649 1,394 104 30 301 57 
6-7 1,283 215 29 4 57 8 
8a-8d 124 114 4 1 5 12 
 9 & VSM 5 10 0 0 1 1 
Junior 
Doctors 121 

  
23 

  
 171 

  SAS Doctors 85 36  21 
Consultants 278 41  93 
Non AfC 
Roles 22 12 1    15   

Total 4,567 1,745 238 35 664 78 
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Summary of data  
 

• Pay Band 1-5 roles; show that there has been an increase of 80 head count the 
number of BME staff between 2019 to 2020. 

• Pay Band 6-7 roles; also reflects an increase of 15 head count which is moving 
in the right direction in trying to achieve one of the WRES outcome strategy in 
increasing the number of BME staff in higher banded roles.  

• Pay band 8a- 8d roles; shows a slight increase of 1 head count which is still 
less representative and indicated more work is required to improve BME staff 
representation in senior roles. 

• BME clinical staff (n=373) account for 5.76% of the total clinical workforce in 
2020. Whilst this is an increase of 44.2% from 2019 further work is required in 
supporting BME staff to enter senior roles. This is also highlighted as one of the 
desired outcomes from the WRES action plan. 

• Pay Band 9 and VSM roles shows no change and BME representation at this 
level is disappointing, but in an area requiring focus as highlighted in the WRES 
action plan as part of the recruitment overhaul plan.  

• We have seen a considerable increase in the number of BME junior doctors 
from 2019/20 to 2020/21 (+43), and smaller increases for consultants (+12), 
whilst seeing a decrease for middle grade doctors (-11) in the same period. 

• Disappointingly we have seen an increase by 34.37% for staff not specifying 
their ethnicity which mask the true overall picture. Addition work is required 
across all demographics to improve declarations.  
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Outcome 2: Relative likelihood of staff being appointed from shortlisting across 
all posts. 
 
2020/21 

Table 1: Shows an overview of the percentage of both White and BAME staff 
appointed from application and shortlisting across all posts.  

 

Table 2: Shows the Total percentage of Clinical staff both White and BAME data. 

As shown below, the percentage of BME appointed from shortlisting was 27% 
compared to 72% white staff. A Recruitment Overhaul Action plan has been developed 
in conjunction with workforce recruitment and diversity and inclusion lead colleagues 
from across the Cornwall and Isles of Scilly (CIoS) Health & Care Partnership to 
improve recruitment practices so that they are more inclusive. This action plan has 
been approved by the CIoS People Board in June 2021.  

 
 

Table 3: Shows the total percentage of Nonclinical staff both White and EM Staff data. 
There is a marked big difference in percentage of appointed 5% EM staff compared to 
94% White staff, this will also be part of the 6 key Recruitment Overhaul drive as 
mentioned above. 

The percentage of appointed from shortlisted are significantly lower this year for BME 
candidates which is extremely concerning, but the workforce numbers do show that 
there has been a slight increase in the number of BME people in the workforce. The 
reports that are available from the system that tracks the recruitment process is unable 
to provide accumulative reports for a year but instead shows where applicants 
currently are in the system therefore there will be some applicants who have applied 
or been included in the shortlisted number who have not yet been appointed. A request 

Total Applied % Applied Shortlisted % Shortlisted Appointed % Appointed 

WHITE 15635 64% 5470 83% 807 76% 
BME 8422 35% 984 15% 239% 23% 
Unknown 354 1% 87 2% 5 1% 
TOTAL 24411 6541 1051       

Clinical Applied % Applied Shortlisted % 
Shortlisted Appointed % 

Appointed 
White 10118 57% 4126 81% 600 72% 
BME 7716 42% 917 18% 229 27% 
Unknown 248 1% 61 1% 3 1% 
Total 18082 5104 832       
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has been made to the system administrators to consider the requirements of the 
WRES to enable more accurate reporting in the future  

 
 

Outcome 3: Relative likelihood of staff entering the formal disciplinary process, as 
measured by entry into a formal disciplinary investigation. This indicator will be 
based on data from a two-year rolling average of the current year and the previous 
year. – info from ER team.  

The focus will be to develop and enhance knowledge base of managers and 
employees in managing the formal disciplinary process.  

• Reduce the volume of Black, Asian and Minority Ethnic staff entering the formal 
disciplinary process. 

• Equipping managers to effectively manage difficult and sensitive issues 
• Embed Respect Others in all communication and management 

 

 

There has been a reduction in the number of cases of EM Staff in the disciplinary 
process from 3 cases last year to 1 this year.  

 

  

Non-Clinical Applied % Applied Shortlisted % 
Shortlisted Appointed % Appointed 

White 5392 85% 1344 93% 207 94% 
BME 831 13% 67 5% 10 5% 
Unknown 106 2% 26 2% 2 1% 
Total 6329 1437 219       
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Outcome 4: Relative likelihood of staff accessing non-mandatory training and 
CPD.  

Main goal is to improve the representation of Black, Asian and minority ethnic staff in 
senior posts.  

• Provide interview and application skills training to staff  
• Create a range of visible career resources to staff and managers to enable all 

staff to realise their potential on an equitable basis. 
• Positive Pathway Career development workshops and development 

programme. Embedding career conversation in PDR, using 6m action planning 
in 1:1 supervision. 

• Monitor and track the number of staff applying and attending non mandatory 
courses with targets. Identify when/why training is refused. 
 

WRES 
Category Headcount Enrolment 

Headcount Ratio 

BME 408 30 0.07 
White 7204 749 0.10 
Unspecified 999 44 0.04 

 
 
The table shows that EM staff are 0.07 likely to access training than White staff who 
are still favourably higher at 0.10 likely to access training, the total number of EM and 
White does contribute to this and a certain group of staff which did not declare their 
Ethnicity, so they are not included in the figures. This also reflected in the EM Action 
plan to promote career progression amongst EM. 
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Outcome 5 
National NHS Staff Survey indicators (or equivalent) For each of the four staff survey 
indicators, compare the outcomes of the responses for White and BME staff.  
Percentage of staff experiencing harassment, bullying or abuse from patients, relatives 
or the public in last 12 months. 

 

 
 

 
 

 
 

 
 

 

• Indicator 5: Shows an increase of 5% of staff experiencing harassment, 
bullying or abuse from patients, relatives, or the public in the last 12 months this 
may be due to impact of the Covid -19 due increased anxiety among staff also 
the impact of Black Lives Matter movement last year. This will be reflected in 
the RCHT WRES Action plan as one of the objectives. 
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• Indicator   6: shows 3.2% higher than previous year for of staff experiencing 
harassment, bullying or abuse from staff, same again this could be due the 
impact of Pandemic taking its Toll on staff. 
 

• Indicator 7: shows 0.5% lower than previous year for staff Percentage 
believing that trust provides equal opportunities for career progression or 
promotion, even though there is minimal drop in last 12 months, but the Trust 
is doing far much better than National average. 

• Indicator 8: Shows an overwhelming 6.3% increase in staff have you 
personally experienced discrimination at work from any of the following?) 
Manager/team leader or other colleagues and this is more than the National 
Average which lives the Question of reviewing our Training policy on 
Unconscious Bias to our Managers and VSM. 
 

• Indicator 9: Shows no change has taken place in having a Diverse BAME 
Board member in the Trust in last 24 months.  Action needed to engage the 
Board member on sponsoring the Networks and getting involved on  
 

 
Outcome 9 
Board representation indicator 
For this indicator, compare the difference for White and BME staff. 
Percentage difference between the organisations’ Board voting membership and its 
overall workforce 
 

Board voting 
    

WRES 
Category Headcount Headcount 

% 
Board 
Headcount 

Board 
Headcount 
% 

BME 273 3.73 0 0 
White 6312 86.15 7 87.5 
Unspecified 742 5.44 1 12.5 

 

The Board remains completely White; however, this may be expected as the 
community and workforce are predominantly from this ethnicity. This is also reflected 
in the WRES Action plan 2021 in table below. 

However, this is also reflected in the WRES Strategy People Plan to increase EM in 
Board Representation and the EM Lead is planning on meeting with the Board 
Members to come up with a Mentoring Strategy in supporting Junior EM who are 
willing to progress to Board Level and given them the chance to fulfil their goals.   
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Workforce Disability Equality Standard (WDES) 

The Workforce Disability Equality Standard (WDES) is mandated by the NHS 
Standard Contract and applies to all NHS Trusts and Foundation Trusts from April 
2019. The WDES is a data-based standard that uses a series of measures (Metrics) 
to improve the experiences of staff with disabilities in the NHS.  

The WDES comprises ten metrics. All of the metrics draw from existing data sources 
(Recruitment dataset, ESR, NHS Staff Survey, HR data) with the exception of one; 
Metric 9b asks for narrative evidence of a data driven action plan.  

The Metrics have been developed to capture information relating to the experience of 
staff with disabilities and long-term conditions in the NHS. Research has shown that 
Disabled staff have poorer experiences in areas such as bullying and harassment and 
attending work when feeling ill, when compared to staff without a disability. The ten 
metrics have been informed by research by Middlesex and Bedford Universities, 
conducted on behalf of NHS England, and by Disability Rights UK on behalf of NHS 
Employers. The annual collection of the WDES metrics will allow NHS Trusts and 
Foundation Trusts to better understand and improve the employment experiences of 
staff with disabilities in the NHS.  

The WDES metrics have been designed to be as simple and straightforward as 
possible. The development of the WDES owes a great deal to the consultation and 
engagement with NHS key stakeholders, including Disabled staff, trade unions and 
senior leaders.  

The WDES evidence will be provided by all NHS Organisations on an annual basis 
and will be uploaded to NHS England and published on the Trust’s website, along with 
a corresponding action plan, with a view to reducing any inequalities which exist or are 
perceived to exist. 
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WDES Evidence 

Metric 1 

Percentage of staff in AFC pay bands or medical and dental subgroups and very senior 
managers (including Executive Board members) compared with the percentage of 
staff in the overall workforce. 

2019/20 

 

2020/21  

 

 

 

 

Between 2019/20 and 2020/21, there has been a significant increase in total 
workforce; this has been driven largely by a concerted recruitment campaign for 
additional clinical staff. Despite the increase in total workforce, in real terms, the 
proportion of staff declaring a disability between 2019/20 and 2020/21 remains similar. 
Only 3.71% of staff in 2019/20 declared a disability. In 2020/21, this figure was 3.85%. 
The only statistically significant change noted between both financial years is an 
increase in non-clinical staff declaring a disability – an increase from 4.63% to 5.45% 
(+0.82%). This increase may be attributed to the fact that non-clinical staff were 
requested to work from home where possible as part of the Trust’s COVID-19 
response. Additional risk assessments have also taken place in relation to the working 

Clinical Non-Clinical Clinical Non-Clinical Clinical Non-Clinical
1-4 1,474 1,105 62 75 258 120
5-7 2,103 352 92 19 37 378

8a-8b 93 78 6 8 13 8
8c-8d, 9 & VSM 23 37 0 1 4 43
Junior Doctors 113 2 200

SAS Doctors 118 3 41
Consultants 293 2 117

Total 4,217 1,572 167 103 670 549

Band/Grade
No Disability Disability Not Declared

Clinical Non-Clinical Clinical Non-Clinical Clinical Non-Clinical
1-4 1,808 1,231 86 85 358 238
5-7 2,354 366 112 20 560 38

8a-8d 130 107 8 11 15 10
9 & VSM 4 7 0 0 3 1

Junior Doctors 103 0 286
SAS Doctors 149 6 72
Consultants 286 2 93

Non AfC Roles 19 11 1 0 14 3
Total 4,853 1,722 215 116 1,401 290

Band/Grade
No Disability Disability Not Declared

Workforce Headcount
No Disability
Not Declared

No Disability
Not Declared %

Disability 
Declared

Disability 
Declared %

Headcount
No Disability
Not Declared

No Disability
Not Declared %

Disability 
Declared

Disability 
Declared %

Clinical 5,054 4,887 96.70% 167 3.30% 6,469 6,254 96.68% 215 3.32%
Non-Clinical 2,224 2,121 95.37% 103 4.63% 2,128 2,012 94.55% 116 5.45%

Total 7,278 7,008 96.29% 270 3.71% 8,597 8,266 96.15% 331 3.85%

2019/20 2020/21
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environment for colleagues that work remotely. Consequently, there may have been 
a significant increase in colleague awareness of physical and mental needs. 

Metric 2 

Relative likelihood of staff with disabilities compared to staff without disabilities being 
appointed from shortlisting. 

1) This refers to both internal and external posts. 

2) The Trust implements a guaranteed interview scheme; the data may not be 
comparable with organisations that do not operate such a scheme. This information 
will be collected on the WDES online reporting form to ensure comparability between 
organisations. 

Total 

 

Clinical 

 

Non-Clinical 

 

 

Of the total number of applicants for clinical roles, 2% of candidates declared a 
disability. Proportionally, this aligns with the number of appointments, which also sits 
at 2%. Based on this, it appears that the guaranteed interview scheme is working well 
in clinical areas. However, for non-clinical roles, the percentage of applicants with a 
disability is 3%; in contrast, the number of appointments is only 1%. More work needs 
to be done to equalize the success rates of individuals whether they have a disability 
or not, particularly in non-clinical areas. 

 

 

Total Applied % Applied Shortlisted % Shortlisted Appointed % Appointed

Not Stated 12521 51% 2399 43% 707 59%
No 11277 46% 3024 54% 473 39%
Yes 613 3% 193 3% 12 2%

Total 24411 5616 1192

Clinical Applied % Applied Shortlisted % Shortlisted Appointed % Appointed

Not Stated 9619 53% 1691 41% 580 60%
No 8083 45% 2260 55% 366 38%
Yes 380 2% 142 4% 9 2%

Total 18082 4093 955

Non-Clinical Applied % Applied Shortlisted % Shortlisted Appointed % Appointed

Not Stated 2902 46% 708 46% 127 54%
No 3194 51% 764 50% 107 45%
Yes 233 3% 51 4% 3 1%

Total 6329 1523 237
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Metric 3 

Relative likelihood of Disabled staff compared to non-disabled staff entering the formal 
capability process, as measured by entry into the formal capability procedure.  

 

 

 

There were 121 formal capability cases across the Trust in the two-year period from 
April 2019 to March 2021. The total number of cases across the Trust has risen by 
75% from 69 cases in the same period in 2017-2019*. In the two-year period from April 
2019 to March 2021, 3 people out of the 69 cases declared they had a disability, which 
is 2.5% of all cases. This has declined significantly, as in the period 2017-2019, 5.8% 
of all cases involved a colleague with a disability. Looking at our total workforce, 1.4% 
of colleagues not declaring a disability, entered the formal capability process. By 
contrast, 0.03% of colleagues declaring a disability, entered the formal capability 
process. 

*Note that the Employee Relations Team transitioned to a new system for recording 
cases in 2020 and, therefore, there may be some discrepancies in data. 

 

 

 

  

Disability Number of cases
Number of open 

cases
Number of cases 

in monitoring
Number of closed 

cases

No 98 9 0 89
Not Stated 8 0 0 8
Unknown 12 2 0 10

Yes 3 1 0 2
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Metric 4 

The evidence for the following metrics(4 -8) were sourced from the National Staff 
Survey (http://www.nhsstaffsurveyresults.com/local-breakdowns-questions/) 

a) i) Percentage of staff experiencing harassment, bullying or abuse from 
patients, relatives or the public in last 12 months 

 

The graph shows that people with a disability or long-term condition are more likely to 
experience bullying from patients and relatives, than people without a disability. For 
the last three years, RCHT has remained just below the national average for this 
metric.  

ii) Percentage of staff experiencing harassment, bullying or abuse from manager in 
last 12 months 

 

The graph shows that people with a disability or long-term condition are almost twice 
as likely to experience bullying from their line manager than people without a disability. 
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This metric has negatively risen 1.5% since 19/20. This figure is very concerning, 
particularly as RCHT sit 2.5% above the national average.  

iii) Percentage of staff experiencing harassment, bullying or abuse from other 
colleagues in last 12 months 

 

The graph shows that people with a disability or long-term condition are more likely to 
experience bullying from colleagues, than people without a disability. This metric has 
decreased 4.4% since 19/20. Although this is a positive result, RCHT still sits 1.5% 
above the national average.  

 

b) Percentage of disabled staff compared to non-disabled staff saying that the last time 
the experienced harassment, bullying or abuse at work, they or a colleague reported 
it. 
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This graph shows a very nominal negative decline for this outcome. However, staff 
with a disability or LTC who experience bullying, are still less likely to report it than 
staff without a disability. RCHT sit 0.3% above the national average for this statistic.  

 

 

Metric 5 

Percentage of disabled staff compared to non-disabled staff believing that the Trust 
provides equal opportunities for career progression or promotion. 

 

This graph shows a positive increase of 3.1% for this metric. However, staff with a 
disability less likely agree that there are equal opportunities for progression as RCHT, 
compared with staff without a disability. RCHT sit 1.1% above the national average for 
this statistic.  

 

 

Metric 6 

Percentage of disabled staff compared to non-disabled staff saying that they have felt 
pressure from their manager to come to work, despite not feeling well enough to 
perform their duties. 
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This outcome shows a negative increase of 1.2%. The graph identifies that people 
with a disability or LTC are more likely to feel pressured into coming into work when 
they do not feel well enough. Managers receive training on how to translate the 
Attendance Management policy and the need to adapt the policy to allow for 
consideration of any known disabilities. RCHT performs 2.7% worse than the national 
average for this metric.  

 

 

Metric 7 

Percentage of disabled staff compared to non-disabled staff saying that they are 
satisfied with the extent to which their organisation values their work. 
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This outcome shows a negative decrease of 1.4%. The graph identifies that people 
with a disability or LTC are less satisfied with the extent to which their organisation 
values their work. RCHT sits 0.2% negatively below the national average for this 
metric. 

 

 

Metric 8 

Percentage of disabled staff saying that their employer has made adequate 
adjustments to enable them to carry out their work. 

 

 

This graph shows a positive increase of 3.5% for this metric. As with metric 1, this 
increase may be attributed to the fact that non-clinical staff were requested to work 
from home where possible as part of the Trust’s COVID-19 response. Additional risk 
assessments took place in relation to the working environment for colleagues that work 
remotely.  

 

 

Metric 9 

a) The staff engagement score for disabled staff compared to non-disabled staff and 
the overall engagement score for the Trust. 
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Staff engagement has continued to improve for all staff. The engagement of staff with 
a disability or LTC has positively increased by 0.1% in 20/21. However, staff with a 
disability continue to be less engaged than staff who have not declared a disability. 
RCHT sits 0.2% negatively below the national average for this metric. 

b) Has your Trust taken action to facilitate the voices of staff with disabilities in your 
organisation to be heard? If yes, please provide one practical example of current 
action being taken. 

The Trust supports staff with disabilities and long-term health conditions by facilitating 
a staff network group called the Disability Advisory Team. The meetings are advertised 
on the staff Facebook page, the Equality webpages and throughout general EDI 
comms. The attendance of these meetings has continued to decline and therefore we 
are currently exploring the idea of merging this network with our system partner, 
Cornwall Partnership Foundation Trust (CFT). This will allow for a larger resource pool 
to take forward objectives, allowing us to pollinate shared learning and actions 
throughout both Trusts. Our Equality and Inclusion Steering Group voted on this during 
our meeting on April 30th and the resounding majority (31:1) agreed that merging the 
Network would likely lead to increased output and higher success measures.  

 

 

Metric 10 

Percentage difference between the organisation’s Board voting membership and its 
organisation’s overall workforce, disaggregated:  

• By voting membership of the Board.  

• By Executive membership of the Board.   
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The table shows that no Board members have declared a disability, and more than 
half have not declared if they have a disability. Two members of the Executive Board 
are non-voting members. An awareness session on declaring protected 
characteristics needs to be delivered to the board. 

 

Disability Headcount Headcount % Board Headcount
Board Headcount 

%

No 6586 76.49 4 44.44
Not Stated 1693 19.66 5 55.56

Yes 331 3.84 0 0.00
Total 8610 9
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Action Plans 
Gender Pay Gap Action Plan V1.1 

Domain Key area Action Target 
date Exec Lead Accountable Status Progress Date 

completed 

Objective 1 

Understand 
how the 

gender pay 
gap differs 
across the 

Trust 

Newly formed EDI 
Team to review the 
2020 audit of the 
gender pay gap 

data by Care 
Group/work role. 

Dec 21 HROD HREI Lead 
All HRPP’s  

Will add as an 
agenda item for the 
Women’s Network/ 
proposed Gender 
Equality Network. 

 

 
 

Objective 2 
 
 
 

 
Identify if 

colleagues feel 
their career 

has been 
affected by 

taking 
maternity/ 

shared 
parental leave 

Continue to gauge 
needs of colleagues 

returning to work 
after 

maternity/shared 
parental leave, via 
survey. Follow up 

after 6-12 months to 
ask if they feel their 

career has been 
affected by their 
parental leave. 

Jan 22 HROD Childcare co-
ordinator  

This work stream 
arose from the 

women’s network. 
EDI Team to review 

questionnaire to 
include shared 
parental leave. 

Following review, 
liaise with childcare 
coordinator who will 
send to colleagues 
before, during and 
after return to work 
from parental leave. 
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Domain Key area Action Target 
date Exec Lead Accountable Status Progress Date 

completed 

Objective 3 
 

Improve the 
ratio of 

females and 
non-binary 
genders in 
Consultant 

roles 

Audit by care group 
to ascertain how 
many colleagues 
have access to 
flexible working. 
Work with Care 

Groups to explore 
the use of job share 
and job carving to 

enable more access 
to part-time workers 

attaining senior 
roles 

Dec 21 HROD HRPP’s  

 
Following a period of 

piloting, flexible 
working has now 
been rolled out 

across the whole 
organisation. Roll out 
of the project has not 
been fully achieved 

in some areas due to 
current ways of 

working. The EDI 
Team and Flexible 
Working Lead need 
to work with these 

areas to identify new 
ways of working. 

 

Objective 4 

Improve the 
ratio of men in 
middle quartile 

roles 

Support men to 
apply for promotions 

through L&D 
courses and 
coaching and 

mentoring. Review 
the content created 

for the bite sized 
training sessions 

that were produced 
by the Women’s 

Network. 

April 22 ADLD Head of L&D   
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Domain Key area Action Target 
date Exec Lead Accountable Status Progress Date 

completed 

Introduce a 
women’s/aspiring 

leadership network 

April 20 to 
Dec 20  HREI Lead  

Contact has been 
made with the 

Council and Fire 
service to consider a 

public sector 
women’s network in 
Cornwall. This has 

been delayed due to 
Covid-19. 

 

Objective 5 

Raise the 
profile and 

improvements 
within the 

gender pay 
gap action 

plan 

Gain executive 
commitment by 

asking a member of 
the Board to join the 

proposed Gender 
Equality Network. 

Oct 
21 HROD     
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Domain Key area Action Target 
date Exec Lead Accountable Status Progress Date 

completed 

Objective 6 

 
 

Raise the 
profile of the 
Gender Pay 

Gap not being 
exclusively a 

Women’s 
issue. 

We will introduce a 
Gender Equality 

Network which will 
form workstreams 
from both data and 
lived experiences. 

This will ensure 
actions support all 
genders, not just 
binary genders. 

 

Sept 
21 HROD   

RCHT have an 
established Women’s 
network with approx. 

40 members, 
including the Deputy 
Medical Director and 

the Director of 
Nursing. We will be 
consulting with the 
members to review 

the need to keep the 
Women’s Network 
group as a stand-
alone Network or 

whether to merge it 
with the proposed 
Gender Equality 

Network. 

 

Raise the 
profile of the 
Gender Pay 

Gap not being 
exclusively a 

Women’s 
issue. 

Currently RCHT 
monitors the Gender 

Pay Gap between 
the two binary 

genders. We will 
expand this 
reporting to 

compare Trans and 
CIS Genders. 

Pilot April 
22 HROD     
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Ethnic Minority Action Plan 2020/21 

Domain Key area Action Target date Exec 
Lead Accountable Status Progress Date 

completed 
Evidence/ 
outcome 

 
To reduce the 

disparity 
between white 

and Black, 
Asian and 

minority ethnic 
staff being 

appointed from 
shortlisting 

 
Recruitment Strategy 

Data shows that 
shortlisted applicants 

from ethnic 
backgrounds are less 
likely to be appointed, 

specifically senior 
posts i.e. Band 6-9 

jobs than white 
candidates 

 

 
Diverse interview 

panel for all 
interviews. 

Diverse 
shortlisting panel. 
Specific diverse 
panel training for 

diverse panel 
member. 
- Embed 

Unconscious Bias 
awareness to all 
staff involved in 
the recruitment 
and selection 

process. 
- Robust and 
standardised 

interview 
assessment 

process, including 
Trust Values and 

Equality 
questions. 

- Transparent 
scoring 

methodology 
which is reflective 

 
 
 

21/06/21 

 

 
Recruitment 
Manager/EM 
Lead/ HROD 

 

 
Reviewing 
the 6 Key 
Actions as 
Advised. 

 
 
 

30/07/21 

To reduce 
the disparity 

between 
white and 

Black, Asian 
and minority 
ethnic staff 

being 
appointed 

from 
shortlisting 
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of the trusts 
values. 

- Written feedback 
to internal 

unsuccessful 
applicant’s 

- Improve career 
development 

opportunities such 
as shadowing and 
secondments to 
support internal 

career 
progression. 

- Improve and 
increase 

confidence, 
networking and 
involvement of 

innovation 
/transformation-

including in 
PDR/1:1- Quality 

Improvement team 
–training to 

advance 
promotion 
prospect. 

 
 
 

All indicators 
explicitly 

measured in 

 

Greater 
accountability, 

governance and 
awareness to 

Trust Board and 
Senior Leaders on 

 
2021 

 
NED 

 
NED  

Delayed due 
to Covid 
pressing 

urgent issues 

Not started 

Increase 
overall 

visibility of 
Trust Board 
and Senior 

Leaders 
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workforce 
representation 
indicator 1 & 

Board 
representation 

indicator 9 

EDI (using staff 
stories to highlight 

issues, sharing 
data on regular 

basis and testing 
the pulse of the 
organisation ie 

BLM open 
discussion. 

- Through regular 
transparent 

measures and 
outcomes such as 
model employer 

goals/ people 
plan/ London 

Workforce Race 
strategy reported 
through the EDI 

steering 
group/People 

Strategy. 
- Continue to roll 

out Trust wide EDI 
culture 

competence ie 
reverse mentoring 
programme, at all 

levels of the 
organisation, just 
culture approach. 

Elevate and 
strengthen staff 

network, working 

commitment 
to EDI 
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together on EDI 
events and WRES 

action plan. 
Engaging/involvin
g Senior Leaders 

with network, 
discussions and 

celebrations/ 
events throughout 
the year to further 
improve visibility 

of inclusion 
Mandatory and 
protected role 

(Inclusion agents) 
Embed Positive 

Action Charter and 
pledges 

COVID-19 
BAME Video 

health 
promotion 

Increase the vaccine 
uptake by EM staff. Ongoing Ongoing 

CEO 
(Kate 

Shields) 

EM Lead/ 
Information 
Manager 

 

Monitor By 
Monthly staff 

vaccine 
updates. 

05/21 

Monitoring 
the Staff 

BAME Covid 
Uptake by 
monthly. 

RCHT WRES 
DATA 2021 

Publication to 
National WRES 

Team 

WRES Data 
Collection/ 
submission 

Meeting with 
Information 

Manager to start 
working in the 
WRES data 
collection 

 
 

17/08/21 
 
 

 

HROD/ EM 
Lead / 

Information 
Team 

 

Initiated a 
meeting with 
Information 
Manager 

(Justine Hill) 
on 

16/07/21 

ongoing 

RCHT 
WRES 
DATA 

Publication 
to National 

WRES Team 

 
To improve the 
representation 
of Black, Asian 

 
Re-energise and 

expand 
centralised 

 
Intiated 

NED/CC
Gs    

 
 

01322 

Model 
Employer 

Goals 
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and minority 
ethnic staff in 
senior posts 

Imbedding WRES 
Action plan within 

KPI’S. 
Make all acting up 
and secondment 

opportunities 
available to all via 

TRAC 
• Monitor 

promotion/recruitmen
t against the 

aspirational model 
employer goals. 

administrative 
recruitment 

Provide interview 
and application 
skills training to 
staff Create a 

range of visible 
career resources 

to staff and 
managers to 

enable all staff to 
realise their 

potential on an 
equitable basis. 

. 

CCG.s 
Heads/EM 

Lead 

WRES 
strategy for 

all Care 
Groups 
already 

imbedded in 
KPI’s. 

 
 

BME resource 
Intranet page To liaise with Comms 

Working with EDI 
Team and Comms 
Team to design a 
Resource intranet 

page 

Not started EM 
Lead EDI Team  

Ricky Simal 
is now 

working on 
the Page 

 BME Intranet 
page 

Inclusive and 
compassionate 

Management 
 

•Measure success of 
career conversations, 

development 
opportunity stretches 

assignments, 
shadowing, 
mentoring. 

•Embed Respect 
Others and Positive 

Action charter locally. 
• Continue to embed 
cultural competence, 

Equipping 
managers with the 

confidence, 
competence, 

resources and 
support to lead 
and manage 

inclusive teams-
Increase and 
improve zero 

tolerance posters 
and messaging. 

Not 
implemented 

yet. 
NED HROD/Board

/ VSM  

Reverse 
Mentoring 

Programme 
Enrolment- 

ReMEDI 
Approved by 

the Board 
now waiting 
to Source 
Coarse 

Provider. 

Ongoing 

improve 
experience, 

opportunities 
and retention 
Indicator 1, 
2, 4, 5, 6, 7, 

8 
•Diverse 
panels 

embedded 
for all roles 
at all levels 
with written 
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just culture approach 
to middle managers. 

- Support staff in 
effective de-
escalation 

feedback 
provided 

Set up Core 
Group Re- 

BAME Network 
 

Engagement with 
Trust EM staff 

Invite EM staff to 
sign up to Core 
Group Network 

completed NED EM Lead  Core Group 
now elected. 03/21 

EM Staff 
already 
elected 

Raise profile of 
support 

available for 
BME staff 

Raise profile of 
support available for 

BME staff 
Intranet Resource 

page 

Health and 
wellbeing – 

supporting EM 
with promoting 

Diverse Cultural 
awareness 

Calendar events 

Initiated EDI/EM HROD/ 
EDI  

Initial stage 
of creating 

EDI Intranet 
page – Ricky 
working on 
the page. 

Lived 
Experience 

video by EM. 

. Ongoing 

Improve 
awareness 

of resources 
and support 
available to 

EM staff 

Reduce 
occurrences of 
discrimination 
experienced by 

BME staff. 

Working the Heads to 
take ownership of 

reducing Inequality 
within their respective 

Areas. 

WRES strategy 
process Support 

the EDS2/3 (plans 
to be imbedded in 
KPI’s for CCG’s 

Initiated NED HROD/ 
CCG’s  

WRES 
Strategy now 

imbedded 
within the 

KPI’S. 

By the 
03/2022 

To reduce 
Discriminatio
n of EM staff 
and create a 
fairer work 

environment. 

Reduce the 
number of 

BME staff that 
experienced 
Bullying in 

work. 

Raising Awareness of 
WRES Strategy to 

VSM/ Cultural 
Transformation 
programmes. 

WRES strategy 
process Support 

the EDS2/3 (plans 
to be imbedded in 
KPI’s for CCG’s 

Initiated NED VSM/NED/E
DI  

Trust 
Contracted 

(Rick Somal) 
to work with 

EDI and 
Board in 

helping to 
address the 
EDI Agenda. 

In progress Due by 
March 2022. 
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Workforce Disability Equality Standard Action Plan V1.1 

Domain Key area Action Target 
date 

Exec 
Lead Accountable Status Progress Date 

completed 
Evidence/ 
outcome 

O
bj

ec
tiv

e 
1 

Increase 
people’s 

confidence to 
declare their 
disability in 
ESR self-
service 

Launch campaign on the 
need for umbrella terms, 
why we collect data and 
why it is so important to 

declare protected 
characteristics. This can 
include training, comms, 

posters and positive 
stories in the comms 

bulletin. 
Communication asking 

staff to update ESR. 
Investigate other Trust’s 

who have good declaration 
rates to learn lessons. 

Explore if a comment can 
be added to appraisal 

asking staff if their ESR 
data is up to date. 

Dec 
2021 HROD HREI Lead  

Lack of 
declarations on 
ESR discussed 
at EISG steering 
group on April 

30th. As an 
action we have 
organised an 
engagement 

session for the 
23rd June. 

Contact to be 
made with the 
WDES team to 
establish Trusts 

with good 
declaration 

rates. 
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O
bj

ec
tiv

e 
2 

Increase the 
number of 

people with a 
disability 

being 
appointed 

from 
shortlisting. 

 
 
 
 
 

Advertise and promote 
training for managers in 
reasonable adjustments 

and disabilities, to increase 
confidence and experience 

of identifying and 
supporting reasonable 
adjustments for staff. 

Managers training relating 
to this was re-written in 
July 2020 and we are 

currently exploring creating 
a bite-sized session 

focusing on this topic, to 
ensure it doesn’t get lost in 

the wider training. 
Once the BME recruitment 

overhaul action plan is 
complete, we will use the 

framework to improve 
recruitment processes for 
applicants with a disability. 

We can improve our 
offering, building on the 

guaranteed interview 
scheme, to include actions 
such as sending interview 
questions in advance, the 

use of prompt cards in 
interview etc. 

Dec 
2021 HROD HREI lead  

A BME 
recruitment 

overhaul action 
plan is currently 
being formed. 

Once complete, 
we will use this 
framework to 

improve 
recruitment 

processes for 
applicants with a 

disability. 

 

WDES evidence of 
recruitment has an 

increase 
percentage for 
appointing from 
shortlisting in 
clinical areas. 
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O
bj

ec
tiv

e 
3 

Reduce the 
number of 
staff with 

disabilities 
who say they 

have been 
bullied or 
abused at 

work. 

Investigate other Trust’s 
that have better staff 

survey scores to learn 
lessons. 

Introduce a disability 
passport for people to 

complete with their 
managers on how to 

support them at work. This 
action was created in 

19/20 but was put on hold 
due to COVID-19. The 

passport was created but 
not rolled out. 

The EDI team are currently 
writing a new training 

session on disabilities and 
hidden disabilities and the 
associated physical and 

emotional impacts. This is 
due to be delivered from 

the 22nd June. This course 
needs to be advertised 
more widely and placed 

onto ESR. 

Dec 
2021 HROD HREI lead  

Disability 
passport was 

sent to POD for 
approval in 

2019. Promotion 
of this needs to 
be organised. 

 

Improved staff 
survey results for 

staff with 
disabilities. 

O
bj

ec
tiv

e 
4 Improve the 

career 
progression 
of staff with 
disabilities. 

Link to objective 2. 
Increase the confidence of 
staff to apply for promotion 

by offering mentors and 
career buddies. 

Jan 
2021 HROD HREI lead  

This item will 
link to the 

training being 
arranged for the 

women’s 
network. 

 Improved score on 
the staff survey 
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General Patient and Workforce Equality Action Plan V1.1 
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Domain Key area Action Target 
date 

Exec 
Lead Accountable Status Progress Date 

completed 

PA
TI

EN
T 

AG
E 

 

Age 70+ DNA’s 
have risen to 
15.9% 
compared to 3% 
last year 
DNA’s for the 19 
and under 
category has 
risen from 11% 
to 22.6%. 

 

• The EDI team will work 
with the Booking Teams 
and Patient Experience 
Team to ascertain the 
factors behind these 
significant rises. Factors 
could include the impact 
of clinical vulnerability 
during COVID-19 and the 
impact of shielding 
parents etc. 

• As outpatient 
appointments resume, 
we will ensure that 
services introduced in 
2019 resume e.g. live 
text reminders and the 
ring and remind service. 

• In 2019 Paediatrics 
introduced a leaflet which 
was designed by children 
on the importance of 
attending hospital 
appointments. Post 
pandemic there may be a 
need to update this 
leaflet to reflect on any 
changes. 

 

 POD ALL    
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PA
TI

EN
T 

D
IS

AB
IL

IT
Y 

 
11.9% of 
patients declare 
a disability. This 
figure remains 
low compared to 
the regional 
population data 
of 21% as 
recorded in the 
2011 census. 
Data collected 
by Disability 
Cornwall 
suggests that 
this figure is now 
as high as 25%. 

 

• The EDI Team, in 
conjunction with the 
Patient Experience Team 
– must deliver another 
patient campaign, 
explaining the benefits of 
declaring disabilities (via 
posters, leaflets, patient 
letters etc.) 

• Previously, training has 
been offered to reception 
staff to increase their 
confidence in asking 
patients questions 
regarding their protected 
characteristics; this will 
need to be revisited.  

• All colleagues need to 
continue to raise 
awareness of the 
Sunflower Lanyards 
scheme.  

• RCHT will continue to 
work towards the 
Accessible Information 
Standard. 

 

 POD ALL    
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PA
TI

EN
T 

D
IS

AB
IL

IT
Y 

 
In 20/21, RCHT 
scheduled 3,979 
follow up 
appointments 
with patients 
with learning 
disabilities; of 
these, 12.5% did 
not attend 
(DNA). This is 
significantly 
higher than 
other more 
common 
disabilities. 

 

• Both the EDI and Patient 
Experience teams will 
work with the Learning 
Disabilities Team to 
explore the reasons for a 
rise in DNA’s from 
patients with learning 
disabilities.  

• During 20/21, the 
Learning Disabilities & 
Autism Survey data was 
not collected due to  
resourcing issues 
associated with COVID-
19. Looking forward, the 
Patient Experience and 
EDI Teams intend to 
work with the Learning 
Disabilities Team to 
support resuming data 
collection.  

 POD ALL    

PA
TI

EN
T 

G
EN

D
ER

 R
EA

SS
IG

N
M

EN
T 

 

The number of 
Transgender 
patients 
attending RCHT 
continues to fall 
at an increasing 
rate, while there 
has also been a 
significant 
increase in the 
number of 
transgender 
patients not 
attending follow 
up 
appointments. 

 

• We will liaise with the 
Patient Experience Team 
to illicit feedback from 
Trans patients on their 
experiences within our 
hospitals to gauge where 
we can make 
improvements 

• We will make efforts to 
support those patients 
less visible by the 
introduction of a patient 
experience leaflet (and 
matching online 
information) clearly 
setting out what support 
they can access and how 
to do so 

 POD ALL    
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• We will continue to 
celebrate national and 
international awareness 
days in various forms, 
sharing hints and tips 
with colleagues on how 
to better support patients 
who identify as 
transgender 

 

PA
TI

EN
T 

R
AC

E 
 

During 2020/21, 
black and 
minority ethnic 
(BME) patients 
accounted for 
2.94% of all 
those treated by 
the Trust. This is 
a slight increase 
by 0.2% 
compared to 
2019/20. 
 

RCHT stakeholders and Ethnic 
Minority (EM) Network will use this 
data to replicate good practice 
and evaluate its impact. 
 

 POD ALL    

PA
TI

EN
T 

R
EL

IG
IO

N
 

 

The Trust 
recognises the 
importance of 
supporting 
people’s 
religions and 
beliefs. 
 

• We will use our newly 
formed events calendar 
to celebrate many 
religious and belief 
festivals. 

• We will introduce a staff 
training session on 
‘cultural awareness’, 
including the importance 
of recognising other 
faiths and beliefs and 
their associated dietary 
requirements.  

 

 POD ALL    

Page 133 of 412



74 
 

PA
TI

EN
T 

SE
X 

 
Our patient data 
collected for 
male and female 
attendance is 
typical of 
national figures. 
 

• We need to begin to 
capture this data for non-
binary genders as many 
non-binary patients do 
not relate to 
transgender/gender 
reassignment. The EDI 
Team need to work with 
Patient Records and 
CITS to identify the best 
way of rolling this out 
across all IT systems and 
paper forms.  

 

 POD ALL    

PA
TI

EN
T 

SE
XU

AL
 O

R
IE

N
TA

TI
O

N
 

 

There has been 
a continuing 
steady increase 
in the number of 
patients 
identifying as 
Lesbian, Gay or 
Bisexual over 
the past 3 years. 
However, this is 
still below the 
current reported 
Office of 
National 
Statistics (ONS) 
data. There has 
been a steady 
increase in the 
number of 
patients for 
whom the data 
is not specified. 
 

• Work with local charities, 
Intercom Trust and 
Cornwall Pride, to 
engage the community 
and better understand 
their needs and reinforce 
inclusive reputation 
amongst the community. 

• Cost-benefit analysis of 
renewing Stonewall 
Champion status, as this 
has diminished in 
meaning for the 
community.  

• EDI Team to work with 
departments and care 
groups to improve 
reporting figures, and 
decrease number of 
‘unspecified’ patients. 

 

 POD ALL    

W
O

R
KF

O
R

C
E 

AG
E 

 

At RCHT people 
under 30 are 
more likely to 
work full time, 
whereas people 
over 55 are 

The EDI Team need to establish 
the factors that contribute to the 
sharp decline in full time working 
post 55 (e.g. long term health 
conditions, change in financial 
circumstances, the Menopause 

 POD     
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more likely to 
work part time, 
which may 
explain why 
older people 
have a reduced 
presence in the 
higher bands in 
our promotion 
data.  
 

etc.) Once the factors have been 
established, the team can explore 
if increased access to flexible 
working patterns could help staff 
who wish to stay in the workplace 
full time. 
 

W
O

R
KF

O
R

C
E 

D
IS

AB
IL

IT
Y 

 

RCHT’s staff 
disability 
declaration of 
3.8% is very low 
compared to the 
regional 
population 
average of 21%. 
 

• The EDI team need to 
launch a further 
campaign to describe the 
benefits of declaring 
disability status on ESR. 

• There is a wider piece of 
education work to action 
around the need for 
umbrella terms and what 
the Trust do with 
collected data. 

• A 6 Hats session on 
‘How do we engage our 
workforce with declaring 
their protected 
characteristics’ is 
scheduled for the 8th 
June. 

• The EDI Team are 
currently producing a 
new training module on 
disability and hidden 
disabilities, this will 
include topics such as 
civility and the 
unconscious bias. This 
training will begin to be 
delivered to staff from the 
22nd June. 

• We will continue to 
prioritise disability 
associated workstreams 
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through our Equality and 
Inclusion Steering Group 
(EISG). See WDES 
action for further detail. 

 

W
O

R
KF

O
R

C
E 

PR
EG

N
AN

C
Y 

AN
D

 
M

AT
ER

N
IT

Y 
 

Despite the 
shared parental 
leave policy, in 
20/21, only 1 
male took 
advantage of 
this. 
 

• We need to work with 
care groups to establish 
the contributing factors to 
the low uptake of shared 
parental leave.  

• The EDI Team need to 
work with the Childcare 
Coordinator to run a 
campaign promoting 
shared parental leave 
and its benefits.  

 

      

W
O

RK
FO

RC
E 

RA
CE

 
 

In 2019/20 2.9% 
of employees 
declared that 
they were from a 
BME 
background. In 
2020/21 this 
increased by 
0.89% to 3.79% 
of employees. 
However, 11.7% 
of staff do not 
declare or 
specify their 
ethnicity. 
 

Please refer to the WRES action 
plan 
 

      

W
O

RK
FO

RC
E 

RE
LI

GI
O

N
 

O
R 

BE
LI

EF
 

 

We have had a 
significant rise in 
Buddhist, Hindu 
and Muslim 
colleagues. This 
may be 
attributed to the 
fact we have 
recruited over 

• We will use our newly 
formed events calendar 
to celebrate many 
religious and belief 
festivals 

• We will support our staff 
to take annual leave 
during key religious/ faith 
dates that are important 
to them. We will assist 
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85 international 
staff in 20/21.  
 

this by brining our Annual 
Leave Policy for Doctors 
in line with that for 
Agenda for Change Staff. 
In particular, policy 
clause 6.18.2 "It is 
recommended that staff 
make their request for 
time off as soon as the 
dates are known in order 
to facilitate the effective 
planning of leave 
arrangements." As some 
celebration dates follow 
the lunar calendar and 
are subject to change, 
the EDI Team will be 
doing an education piece 
around AL and 
religious/belief festivals 
and the need to book AL 
in advance. 

 

W
O

RK
FO

RC
E 

SE
X 

 

-Women 
account for 
76.19% of the 
total workforce  
-45% of females 
work part-time, 
compared to 
only 7.71% of 
males  
-In roles graded 
Band 8b – 9 
there is a sharp 
rise in males, 
males are more 
likely to be in 
senior 
management 
positions.   
-2/3 of 
consultants are 

• Data relating to pay 
band, appraisals and 
promotions does not 
distinguish between sex 
and gender and only 
recognises cis-genders. 
We need to collect data 
based on all genders, 
including non-binary 
genders.  

• We need to support 
female colleagues into 
leadership roles at bands 
8b-9. 

• Data needs to be 
explored to determine 
whether males in bands 
2-8a need leadership 
and development 
support. 
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male and only 
1/3 female. 
-Slightly more 
females obtain 
promotions than 
males. 
 

• We will develop internal 
Menopause Self-
Management’ and 
‘Menopause for Men and 
Line Managers’ training  

• We will move away from 
a ‘Women’s Network’ 
towards a ‘Gender 
Equality Network’, which 
will recognise inequalities 
for all cis and non-binary 
genders. 

• We will implement the 
Gender Pay Gap (GPG) 
action plan 

• We will seek executive 
support relating to the 
GPG and Menopause 
agenda.  

 

W
O

RK
FO

RC
E 

SE
XU

AL
 O

RI
EN

TA
TI

O
N

 
 

While the overall 
number of 
colleagues 
declaring their 
sexuality has 
plateaued from 
last year, the 
number of 
people declining 
has dropped, as 
has the instance 
of ‘unspecified’ 
returns. 
 

• Work with local charity 
Queer Kernow, LGBT 
Network chairs and 
system partners to mark 
Pride season across our 
hospitals. 

• Devise a Workforce 
Sexual Orientation 
Equality Standard to 
formalise the monitoring 
and reporting process in 
line with WRES & 
WDES, to provide more 
targeted strategy for 
improvement 
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Meeting:  Trust Board in Public 

Date of Meeting:  02 September 2021 

Item Number:  11.1a 

Title of Report:  Remuneration and Appointments Committee Key 
Issues Report – June to August 2021 

Committee Chair:  Sarah Pryce, Non-Executive Director 

Author and Job Title: Siân Millard, Company Secretary 

Email Address:  sian.millard@nhs.net 

Purpose of the Report: 

Approve ☐ Discuss ☐ Note ☒ Endorse ☐ 

This report presents to the Trust Board a summary of business and any issues for 
escalation identified by the Remuneration and Appointments Committee. The report 
includes as an appendix (11.1b) a report on governance improvements made by the 
Committee over recent months. 

Consultation: 

Not applicable – the report outlines the main outcomes/issues from the Committee 
meetings 

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 items considered by Remuneration and Appointments Committee from

June to August 2021 meetings
• note the governance improvements made by the Committee, as set out at

Appendix 1
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Title: Remuneration and Appointments Committee Key Issues 
Report – June - August 2021 

1. Situation
1.1 The purpose of the report is to provide the Trust Board with a summary of 

business and any issues identified for escalation by the Remuneration and 
Appointments Committee at its recent meetings.  

2. Background
2.1 The following reports were received at the Remuneration and Appointments 

Committee from June to August 2021: 

• Draft Very Senior Manager Remuneration Policy: discussed and provided
feedback on drafts of the policy to ensuring clarity of definitions and
consistency of policy with other Trusts/national guidance

• Buy-back of annual leave: approved the policy, that would also apply to very
senior managers, to enable the selling of annual leave, contingent on
reaching minimum thresholds for annual leave

• Arrangements for Interim Chief Executive: considered arrangements and
approved a process for recruitment of an Interim CEO; subsequently
approved the appointment of the recommended candidate

• Recruitment and selection process for substantive CEO: considered
arrangements and approved a process for recruitment of a substantive CEO

• Governance advisors: considered and approved contract extension requests
for the Trust’s governance advisors

• Committee Terms of Reference: considered and provided feedback on new
draft Terms of Reference for the Committee, informed by benchmark review

• Committee work programme: discussed a refreshed work programme for the
Committee to ensure more proactive identification of future items

• Committee Annual Report: noted the Committee’s annual report, as submitted
to the July Board meeting

• Annual Board Skills Audit: considered the annual board skills audit (as
circulated by email to the Board) and noted areas of strengthen and potential
development

• Appointment of the Director of People and OD: approved a recommendation
from the interview panel

• Executive Director Succession Planning: considered an initial paper on
succession planning and requested further detail for assurance
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• CEO appraisal: noted the outcome of the CEO’s annual performance

• Review of executive pay: considered the outcomes of a review of executive
pay

3. Risk
3.1 The Committee did not identify any specific risks for escalation to the Board. 

4. Accountability
4.1 The Chair of the Remuneration and Appointments Committee is accountable for 

this report, supported by the Company Secretary. 

4.2 The Committee provides an assurance report regularly to the Board. 

5. Recommendations
5.1 note the items considered by Remuneration and Appointments Committee from 

June to August 2021 meetings. 
5.2 note the governance improvements made by the Committee, as set out at 

Appendix 1 
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Meeting:  Trust Board in Public 

Date of Meeting:  02 September 2021 

Item Number:  11.1b 

Title of Report:  Governance Improvements to the Remuneration and 
Appointments Committee 

Lead:  Sarah Pryce, Chair of Remuneration and Appointments Committee 

Author and Job Title: Siân Millard, Company Secretary 

Email Address:  sian.millard@nhs.net 

Purpose of the Report: 

Approve ☐ Discuss ☐ Note ☒ Endorse ☐ 

The purpose of the report is to brief the Board on recent improvements made to the 
governance processes for the Remuneration and Appointments Committee. 

Consultation: 

Draft report reviewed by the Chair of the Committee. 

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 improvements made to governance processes for the Remuneration

and Appointments Committee
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Title: Governance Improvements to the Remuneration and 
Appointments Committee 

1. Situation / Executive Summary

1.1 The Committee has sought to improve its governance as a result of the Trust’s 
Undertakings. To inform this, the Committee had a dedicated discussion on its 
governance (November 2020) and undertook an externally facilitated ‘lessons 
learned’ session (May 2021). Improvements to governance were made over time 
and related to the following six broad themes: 

o Composition (membership and chair)
o Terms of Reference
o Declarations of Interest
o Challenge and scrutiny
o Policies
o Work programming

1.2 The Committee has sought to learn from best practice and is benchmarking its 
Terms of Reference against other Trust’s, as well as seeking advice from the 
Trust’s external governance advisors. 

1.3 The majority of improvements have been made and are embedding with the 
action on Terms of Reference in progress. 

2. Assessment
2.1 Following discussions within the Committee, the following themes and actions 

have been taken/are in progress to improve overall governance: 

Theme Improvement 
action 

Rationale Status 

Composition 
(Chair) 

Change Chair of 
Committee to 
Senior 
Independent 
Director instead of 
Chair of the Board 

Best practice 
change to ensure 
impartiality and 
challenge 

Complete 
(December 2020) 

Composition 
(Membership) 

All Non-Executive 
Directors to be 
members except 

Best practice 
change to ensure 
at least one Non-

Complete per 
Board approvals 
of changes to 
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Chair of Audit and 
Risk Assurance 
Committee 

Associate Non-
Executive 
Directors not in 
membership 

Executive Director 
not involved in 
decisions which 
may require future 
auditing 

To be clear that 
membership 
comprises the 
voting Non-
Executive Director 
body   

memberships (per 
requirement in 
Standing Orders 
ref Committee 
memberships) 

Terms of 
Reference 

Update Terms of 
Reference and 
potentially split into 
two Committees – 
Remuneration 
Committee and 
Appointments 
Committee – 
benchmarked 
against other 
Trusts 

To clarify the 
responsibilities of 
the Committee 
and ensure clarity 
in ToRs 

In progress 
(drafts developed 
and under 
consideration by 
the Committee) 

Declarations of 
Interest 

Ensure any 
members/those in 
attendance who 
have a conflict of 
interest 
(pecuniary) are 
excluded from item 
discussions in 
entirety, not just 
for decisions-
making elements 

To ensure the 
Committee is 
clear on conflicts 
from the outset 
and individuals 
are not 
compromised in 
relation to their 
interests 

Complete 
(ongoing) 

Challenge and 
scrutiny 

Improve level of 
scrutiny offered by 
Non-Executive 
Directors on 
proposals put 
forward 

To ensure 
decision-making is 
robust and fully 
considered in 
terms of policies, 
impacts and risks, 
and to request 
further assurance 
should evidence / 
time / information 
be inadequate 

Complete 

(support from 
governance 
advisors February 
– May 2021)

Policies Improve sight of To support robust, Complete 
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the internal and 
external 
(NHSEI/Treasury) 
policies that 
impact on/inform 
Committee 
decision-making 
by ensuring 
clearer reference 
to and 
interpretation of 
such policies in 
papers submitted 
to the Committee 

informed decision-
making to ensure 
the Committee 
takes decisions 
within its authority 
and seeks onward 
approval where 
relevant 

(supported by 
refreshed 
committee report 
template and 
actioned through 
RemCom reports 
ref explicit section 
on policy since 
March 2021) 

Work 
programming 

Update the 
Committee’s work 
programme to 
ensure more 
robust agenda 
planning 

To place the 
Committee on a 
more proactive 
rather than 
reactive footing 
and ensure key 
items are 
considered at the 
right time 

Complete 

(Work programme 
updated May 
2021) 

3. Risk
3.1 There are people risks with regards inappropriate remuneration policies or 

procedures that impact recruitment or retention. This is mitigated by having a 
clearly articulated remuneration policy that adheres to national policy and best 
practice. 

3.2 There are financial risks should remuneration be incorrectly or inappropriately 
applied for very senior managers. This is mitigated by having the policy and by 
following national guidance and best practice 

3.3 There are reputational risks should remuneration be perceived as excesses or 
errors made. This is mitigated by having the policy in place and ensuring all 
national and Trust policies are followed and legal advice sought by the 
Committee where appropriate. 
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4. Accountability 
4.1 The Chair of Remuneration and Appointments Committee is accountable for the 

governance of the Committee. The Director of People and OD is responsible for 
providing professional HR advice to the Committee. The Company Secretary is 
responsible for supporting effective governance processes. 
 

4.2 NHS Trusts are required to have a Remuneration Committee by statute. 

5. Recommendations 
5.1 note the improvements made to governance processes for the Remuneration 

and Appointments Committee 
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Meeting:  Trust Board in Public 

Date of Meeting:  15 July 2021 

Item Number:  11.2 

Title of Report:   Audit and Risk Assurance Committee Key Issues 
Report – July 2021 

Committee Chair:  Adam Broome, Non-Executive Director Chaired the July 
meeting on behalf of Sarah Newton, Non-Executive Director 

Author and Job Title: Lynsey Neave, Deputy Company Secretary 

Email Address:  lynsey.neave@nhs.net 

Purpose of the Report: 

Approve ☐ Discuss ☐ Note ☒ Endorse ☐ 

This report presents to the Trust Board escalation issues identified by the Audit and 
Risk Assurance Committee from its 15 July 2021 meeting. 

Consultation: 

Not applicable – the report outlines the main outcomes/issues from the Committee 
meetings 

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 items for considered by Audit and Risk Assurance Committee at its 15

July 2021 meeting.
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Title: Audit and Risk Assurance Committee Key Issues Report – 
July 2021 

1. Situation
1.1 The purpose of the report is to provide the Trust Board with escalation issues 

identified by the Audit and Risk Assurance Committee in July 2021.  

2. Background
2.1 The following reports were received at the Audit and Risk Assurance Committee: 

• External audit: update from the external auditors on completion of the audit on
the Trust’s 2020/21 accounts and review of the external audit tracker.

• Internal audit reports including: interim report and annual report.  Discussed
recent internal audits and agreed amendments to the 2021-22 audit plan.
With regard to the Internal Audit Recommendation Tracker the Committee
noted improvements to the tracker to ensure a greater level of information and
assurance was provided (with effect from October 2021).

• Counter Fraud report: noted the interim report and Annual Report and
recommended that future reports included Counter Fraud mandatory training
compliance statistics and assurance.  The Committee welcomed the new
Local Counter Fraud Specialist to the meeting.

• Board Assurance Framework and Corporate Risk Register: recommended to
the Board for approval.

• Scheme of Delegation and Matters Reserved for Board: discussed the
changes to approval thresholds and that a training programme for key staff
would be implemented in the autumn.  The Committee recommended the
Board approval the proposed amendments.

• Estates Governance Audit: received an update on when the report would be
available.  Report to be presented to the October Committee but the
Committee to have sight of this as soon as practicable.

• Legionella Internal Audit: discussed the actions taken and that a re-audit
would be completed in September 2021.

• Single Tender actions: noted the report

• Losses and Special Payments Report: noted the report

2.2 The following issues for escalation were raised: 
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• Concern regarding the delay in receiving the Estates Governance Audit.  The
Committee to be sighted on the audit as soon as the final report was
approved.

3. Risk
3.1 The Committee identified no risks for escalation. 

4. Accountability
4.1 The Chair of the Audit and Risk Assurance Committee is accountable for this 

report, supported by the Company Secretary/Deputy Company Secretary. 

4.2 The Committee provides an assurance report to the Board after each meeting. 

5. Recommendations
5.1 note the items for considered by Audit and Risk Assurance Committee at its July 

meeting. 
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Meeting:  Trust Board in Public 

Date of Meeting:  02 September 2021 

Item Number:  11.3 

Title of Report:  Charitable Funds Committee Key Issues Report – July 
2021 

Committee Chair:  Paul Hobson, Non-Executive Director 

Author and Job Title: Siân Millard, Company Secretary 

Email Address:  sian.millard@nhs.net 

Purpose of the Report: 

Approve ☐ Discuss ☐ Note ☒ Endorse ☐ 

This report presents to the Trust Board escalation issues identified by the Charitable 
Funds Committee from its July meeting. 

Consultation: 

Not applicable – the report outlines the main outcomes/issues from the Committee 
meeting 

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 items for considered by Charitable Funds Committee at its July 2021

meeting
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Title: Charitable Funds Committee Key Issues Report – July 2021 

1. Situation 
1.1 The purpose of this report is to provide the escalation of key matters from the 

Charitable Funds Committee in July 2021 

2. Background 
2.1 The following reports were received at the Charitable Funds Committee: 

• Building Brilliance: Charitable Funds Priorities – endorsed most of the 
recommendations from an external feasibility study on a realistic target for a 
fundraising appeal by the Charity linked to the Women’s and Children’s build 
and the required infrastructure in that regard. Requested further detail on 
financial profile and risk assessment, noting that any decisions with regards 
investments would require Corporate Trustee approval given its value; a 
business case would be developed 

• Spending Plan Report from The Cove (information and support centre set up 
in conjunction with MacMillan) – noted the plans for the funds to build two 
extra rooms in the roof space of The Cove building  

• Funding Requests:  
o Play 4 Life Garden – had substantial discussion on the proposal; its 

location, history (required due to removal of previous charity funded 
play park) and funding required. Noted a separate proposal for a 
healing garden was already being progressed. Noted the project 
already had identified budget towards the costs and recommended 
alternative funding routes be explored alongside alignment to broader 
Trust plans for landscaping/gardens 

o BodyWorks Eve Ultrasound Simulator – requested further detail on 
impact and training opportunity across specialities and challenged on 
funding pots and whether contributions could be made from alternative 
restrictive funds rather than placing a call on the charity’s general fund. 
Agreed delegated authority to the Chair and Charity Treasurer, with 
copy to the Medical Director, to approve the proposal subject to funding 
being confirmed from other restricted funds; any call remaining on the 
general fund would revert back to the Committee for approval 

o Staff event proposal – approved a proposal of £30k for staff events, 
funded by the Charity 
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• Investment Portfolio – received and determined to invest £250k investments 
currently in the Discretionary Fund into the Impact Fund. This would still be 
linked to an aim for capital growth over the long term but would allow the 
charity to focus its investments to help tackle social and environmental 
challenges. 

• Financial and Investment Performance –  noted the financial position as at 31 
May 2021; and approved the setting up of a new fund to support the Critical 
Care Healing 

• Fundraising Managers Report – received and noted the fundraising report 
including update on NHS Charities Together Covid-19 Appeal funding 

• Committee Terms of Reference – discussed and recommended the Board, in 
its capacity of Corporate Trustee, approve the revised terms of reference of 
the Committee, which had been updated following benchmark review 

 
2.2 The following issues were escalated by the Committee: 

3. Risk  
3.1 No immediate risks for escalation. 

4. Accountability 
4.1 The Chair of the Charitable Funds Committee is accountable for this report, 

supported by the Company Secretary/Deputy Company Secretary. 
 

4.2 The Committee provides a monthly assurance report to the Board after each 
meeting. 

5. Recommendations 
5.1 note the items for considered by Charitable Funds Committee at its July 2021 

meeting 
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Meeting:  Trust Board in Public 

Date of Meeting:  02 September 2021 

Item Number:  11.4 

Title of Report:  Finance and Performance Committee Key Issues 
Report – July and August 2021 

Committee Chair:  Richard Stephenson, Non-Executive Director 

Author and Job Title: Siân Millard, Company Secretary 

Email Address:  sian.millard@nhs.net 

Purpose of the Report: 

Approve ☐ Discuss ☐ Note ☒ Endorse ☐ 

This report presents to the Trust Board escalation issues identified by the Finance 
and Performance Committee from its July and August meeting. 

Consultation: 

Not applicable – the report outlines the main outcomes/issues from the Committee 
meeting 

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 items for considered by Finance and Performance Committee at its July

and August 2021 meetings.
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Title: Finance and Performance Committee Key Issues Report – 
July and August 2021 

1. Situation 
1.1 The purpose of the report is to provide the Trust Board with escalation issues 

identified by the Finance and Performance Committee in July and August 2021.   

2. Background 
2.1 The following reports were received at the Finance and Performance Committee 

in July and August 2021:  

July meeting: 

• Building Brilliance Report: noted and discussed the progress made,  

• Tower Block Fire Stopping Works (Year 1): approved per delegation from the 
Trust Board, the plan for £2.5m expenditure on fire risks, noting risk informed 
approach and that Quality Assurance Committee seeks assurance on the 
broader fire programme 

• Process for review of re-provision of Car Parking Lease: noted the briefing 
and requested further clarify on decision-making timetable and broader 
strategic context (including financial, ‘green’ and reputational issues), noting 
that Executive Leadership Team would receive an options appraisal in August 

• Month 3 Financial and Capital Report incl Cost Improvement Programme: 
noted the report including slight uptick in agency spend; work underway to 
understand the reasons why and test controls in place 

• Performance Assurance Framework: recommended for approval by the board, 
having sought assurance that the revised proposed framework follows best 
practice 

• Performance Review incl Integrated Performance Report and Performance 
Review: noted exception briefing on performance against KPI’s, particularly 
concern re growing waiting lists (impact of the pandemic) and increase in 
stroke pathways (plan to be issued to Quality Assurance Committee on the 
latter). Particularly considered the challenge of accommodation for staff given 
housing shortage in the county and the options being explored in that regard 

• Post Project Evaluation Quarter 1 Report: noted the report 

• Contract Management (presentation): noted and welcomed the presentation 
and direction of travel 

• Workplan: noted the mapping that was undertaken of the work programme to 
the new key performance indicators and approved the programme 

Page 156 of 412



 

3 

August 2021: 
• Building Brilliance Assurance Report: noted the report for assurance and 

welcomed the new format of the report with further improvements to be made 
for September to take a project management focus (e.g. RAG rating and 
KPIs) 

• Plan for a Plan – Car Parking Lease: noted the timescales and programme of 
work needed to put in place car parking service arrangements from April 
2022. Requested approach to staff engagement to explicitly considered and 
built into the timeline 

• Expressions of Interest for New Hospitals Programme (NHP): recommended 
to the Board Expressions of Interest (EOIs) for approval and onward 
submission to the Department for Health and Social Care by 9 September 
2021. Requested work to explore greater scale of ambition with partners at a 
system level which may be progressed, noting that anything additional would 
go direct to Board 

• Month 4 Financial and Capital Report: discussed for assurance and noted the 
financial revenue and position of the trust for the period to 31 July 2021; 
recommended for approval to the Board the reduction of planned expenditure 
by £14.52m costs for the Women and Children’s Hospital and West Cornwall 
Hospital schemes building programme elements in 2021/22. Requested 
further detail on increasing costs to be included in report for the September 
meeting. Requested Board consider dedicated Board time for deep dive on 
income and expenditure and strategic cost improvement programme savings, 
linked to system view 

• Performance Review Assurance: Integrated Performance Report: discussed 
for assurance and noted that IPR for July 2021 

• Performance Review Assurance: Performance Review Meetings: noted that 
the performance review meetings were not held due to the Trust being in 
major incident 

• Quarterly Report from the Chief Information Officer: discussed and noted that 
current status of the digital programme; noted the timescales and decisions 
required for key business cases; and noted the current performance stats for 
the Cornwall IT Service 

• Estates and Facilities Quarter 1 Assurance Report: discussed for assurance 
and noted the contents of the report. Noted the six facet service had been 
completed and impacts were being worked through.  

• NHS 111 Quarterly Contract Assurance Report: noted the mechanisms for 
tracking and addressing risks and issues relating to performance, quality, and 
finance in this contract; and noted the risks set out in the report and consider 
the extent to which mitigation is adequate.  
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3. Risk  
3.1 The Committee identified the following risks: 

 
July meeting: 
• potential delays to the Womens’ and Childrens’ Programme and West 

Cornwall Hospital Programme due to national processes 
• the continued fire risks and the impact of the £2.5m investment 
• risks to achieving the Elective Recovery Fund re recovery 
• accommodation for new staff given housing challenge in the county 
• lack of well-resourced contract management function 

August meeting: 
• increasing variable pay costs; the Committee recognised the continuing 

significant operational pressures as a contributory factor to this 

4. Accountability 
4.1 The Chair of the Finance and Performance Committee is accountable for this 

report, supported by the Company Secretary/Deputy Company Secretary. 
 

4.2 The Committee provides a monthly assurance report to the Board after each 
meeting. 

5. Recommendations 
5.1 note the items considered by Finance and Performance Committee at its July 

and August 2021 meetings 
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Meeting:  Trust Board in Public 

Date of Meeting:  02 September 2021 

Item Number:  11.5 

Title of Report:  People and OD Committee Key Issues Report – 
August 2021 

Committee Chair:  Sarah Pryce, Non-Executive Director 

Author and Job Title: Lynsey Neave, Deputy Company Secretary 

Email Address:  lynsey.neave@nhs.net 

Purpose of the Report: 

Approve ☐ Discuss ☐ Note ☒ Endorse ☐ 

This report presents to the Trust Board escalation issues identified by the People 
and OD Committee from its August meeting. 

Consultation: 

Not applicable – the report outlines the main outcomes/issues from the Committee 
meeting 

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 items for considered by People and OD Committee at its August 2021

meeting
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Title: People and OD Committee Key Issues Report – August 2021 

1. Situation 
1.1 The purpose of this report is to provide the escalation of key matters from the 

People and OD Committee in August 2021 

2. Background 
2.1 The following reports were received at the People and OD Committee:  

 
• Just Culture – noted an ongoing action associated with the review of the 

suite of supporting policies underpinning the Disciplinary Policy and 
requested this was actioned at pace; 

• Medical Roster – noted an ongoing action regarding the implementation 
of the medical roster and requested further assurance, at pace to address 
the resource required to complete the programme as a matter of urgency;  

• Equality, Diversity and Inclusion: 
o Equality and Inclusion Strategy 2021-25 – noted the need for 

continuous learning and were encouraged by the Strategy.   The 
language and tone of the strategy was critical, and the Committee 
welcomed the greater sense of inclusion and increasing visibility 
and suggested a robust communications strategy to underpin this.  
There was a commitment to have Executive leadership and 
sponsorship across the networks.  The Committee recommended 
the Trust Board approve the strategy. 

o Annual Equality Report – the report included the Gender Pay 
Gap, the Workforce Race Equality Standard and the Workforce 
Equality Standard.  The Committee noted the current programme of 
equality and inclusion activity and recommended the Trust Board 
receive the Annual Equality Report which would be published in line 
with the Equality Act 2010’s Public Sector Equality Duty 
requirements. 

• Brilliant People Report – noted the report and discussed the impact of 
the Covid-19 pandemic on workforce, the challenges associated with 
accommodation availability in Cornwall and the health and wellbeing 
initiatives supporting staff.   

• HR Reset Programme – Progress Report – noted the report but 
challenged the lack of assurance regarding progress and the further delay 
in the programme timeline.  The Committee requested actions were 
progressed at pace and a revised timeline was presented to Committee.   

• Staff Survey 2020 Action Plan – noted the organisational action plan in 
response to the 2020 survey and the local Care Group themes and 
actions. 
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• Statutory and Mandatory Training Compliance – noted the limited 
progress in improving compliance with mandatory training, expressed 
concern with the lack of assurance whilst recognising the impact of 
operational pressures.   

• Brilliant People Strategy – noted the revised version of the Brilliant 
People Strategy with revised timescales.  The Committee approved the 
use of this simplified strategy. 

• Committee Workplan 2021-22 – noted  
 

2.2 The following issues were escalated by the Committee: 
• noted the risks and requested further assurance on compliance and the 

trajectory of compliance for statutory and mandatory training; 
• requested further assurance on the HR Re-set programme, which had further 

been delayed; 
• concern with the delay in the rolling out of the Medical Roster and requested 

further assurance on the mitigations. 

3. Risk  
3.1 Noted the risk associated with the lack of progress with delivering the medical 

roster programme.  Requested the risk was reviewed and further consideration of 
the mitigations; 

3.2 Requested a review of the risk associated with the further delay of the HR 
System reset; 

3.3 Review of the risk associated with statutory and mandatory training compliance 
and the lack of progress achieved; 

3.4 To consider the risk around capacity and demand, impact of operational 
pressures and staff identifying themselves as being tired. 

4. Accountability 
4.1 The Chair of the People and OD Committee is accountable for this report, 

supported by the Company Secretary/Deputy Company Secretary. 
 

4.2 The Committee provides a monthly assurance report to the Board after each 
meeting. 

5. Recommendations 
5.1 note the items for considered by People and OD Committee at its August 2021 

meeting 
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Meeting:  Trust Board in Public 

Date of Meeting:  02 September 2021 

Item Number:  11.6 

Title of Report:  Quality Assurance Committee Key Issues Report – July 
and August 2021 

Committee Chair:  Ruth Allarton, Non-Executive Director 

Author and Job Title: Siân Millard, Company Secretary 

Email Address:  sian.millard@nhs.net 

Purpose of the Report: 

Approve ☐ Discuss ☐ Note ☒ Endorse ☐ 

This report presents to the Trust Board escalation issues identified by the Quality 
Assurance Committee from its July and August meetings. 

Consultation: 

Not applicable – the report outlines the main outcomes/issues from the Committee 
meetings 

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 items considered by Quality Assurance Committee at its July and

August 2021 meetings
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Title: Quality Assurance Committee Key Issues Report – July 2021 

1. Situation 
1.1 The purpose of this report is to provide the escalation of key matters from the 

Quality Assurance Committee in July and August 2021 

2. Background 
 
July meeting 

2.1 There was unprecedented operational pressure on site on the day of the July 
meeting and as such the Committee considered options to enable executive 
colleagues to be released to support staff. The Committee determined to 
prioritise nine substantive items (that either related to a key risk or required 
approval) on the agenda and to defer all others to the August meeting.  

2.2 The following reports were received at the Joint Quality Assurance Committee 
and the Quality Assurance Committee:  

Joint Quality Assurance Committee 

• Visiting Standard Operating Procedure: noted 

• Covid-19 Safeguarding Briefing and Integrated Safeguarding Quarter 1 report: 
noted 

• Domestic Homicide Review Overview Report and Recommendations: 
received 

• Domestic Abuse in Cornwall – approved the changes to the Training Needs 
Analysis and endorsed the approach that Routine Enquiry should be included 
in the Sickness Management Policy for RCHT 

Quality Assurance Committee: 

• Seasonal Plan: Summary of Progress: noted the update including that the 
System seasonal plan is pending. Noted it is a living seasonal plan to flex re 
Covid-19 impacts 

• Discharge summary update: noted the update and requested the written 
report 

• Trust Incident Review and Learning Group Assurance Report: noted  

• CQC Statement of Purpose and Action Plan Update: received and approved 
the action plan updates and noted escalated actions including the 
Dermatology Quality Improvement Plan and the Never Event Improvement 
Plan. Noted the positive feedback from the recent CQC follow-up visit.  
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• Clinical Audit Quarterly Report: received and noted the progress update 

• Harm Review and Referral to Treatment Time Monthly Update: discussed the 
latest position and noted steps being taken to minimise harm to patients. 
Noted that the target for elective recovery fund would not be met where target 
has moved from 85% to 95%. Considerations of vanguards underway. Noted 
that some cancer surgery had to be stepped down as a last resort due to 
unprecedented operational pressure. 

• Health and Safety Assurance report: received and noted the report, including 
the HSE Dermatitis Assurance Report, and endorsed the proposal to 
consolidate existing action plans. Noted HSE visit due in w/c 2 August 

• Fire Safety Assurance Report: received and noted the report and noted that 
Finance and Performance Committee had approved (following delegated 
authority from the Board) the plan for spend against the £2.5m allocated from 
NHSEI to address fire risks; noting that the budget available was targeted to 
the highest risks as assessed by the Trust’s fire officer and Authorised 
Engineer for fire. Committee requested further clarity on what has been spent 
so far on fire risks, what is currently being spent (and source of funding) and 
what funding is required going forward to bring the Trust to a ‘safe’ position, 
noting that prioritisation of funding was risk based 

• Ward to Board report: deferred to August 

• Integrated Performance Report: deferred to August 

• End of Life Care Quarter 1 Report: deferred to August 

• Senior Information Risk Owner Quarter 1: noted the report and the information 
governance breach referenced 

• National Patient Safety Incident Framework: deferred to August 

• Legal Services Annual Report: deferred to August 
 

August meeting 
• Discharge summary update: discussed the report on progress of the project to 

date and reported low assurance; requested progress report in October on 
actions by exception and a fuller report in three months time re triangulation 
with patient safety metrics. Monthly performance to be reviewed within the 
IPR  

• Harm Review and Referral to Treatment Time Monthly Update: discussed for 
assurance and noted the report 

• Quality Assurance Report (Ward to Board Report): 

• Quality Assurance Report (Integrated Performance Report):  

• Health and safety Governance Process Review: Limited Assurance Report: 
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• Care Quality Commission Assurance Report including Statement of Purpose: 

• Health and Safety Programme Assurance Report: noted for information 

• Fire Safety Assurance Report: discussed for information 

• Trust Incident Review and Learning Group Assurance Report: noted for 
information 

• Covid-19 Pandemic Safeguarding Briefing: noted for information 

• Clinical Effectiveness Group Exception Report: noted for information 

• Patient Experience and Engagement Quater1 Report: noted for information 

• End of Life Care Quarter 1 Report: noted for information 

• National Patient Safety Incident Framework: noted for information 

• Legal Services Annual Report: noted for information 

3. Risk  
3.1 Escalation of risk regarding impact of significant operational pressures on waiting 

lists and remaining unacceptable risks re fire after application of the additional 
funding. 
 

3.2 Importance of engaging the public in a different way about the range of services 
offered and when to access them; noting this would likely also be a broader 
system conversation. 

4. Accountability 
4.1 The Chair of the Quality Assurance Committee is accountable for this report, 

supported by the Company Secretary/Deputy Company Secretary. 
 

4.2 The Committee provides a monthly assurance report to the Board after each 
meeting. 

5. Recommendations 
5.1 note the items for considered by Quality Assurance Committee at its July and 

August 2021 meetings 
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Meeting:  Trust Board In Public 

Date of Meeting:  02 September 2021 

Item Number:  12 

Title of Report:  Integrated Performance Report  (July 2021 data) 

Executive Director Lead:  Chief Operating Officer 

Author and Job Title: Claire Florey – Deputy Associate Director, 
Commissioning, Performance and Intelligence 

Email Address:  c.florey@nhs.net 

Purpose of the Report: 

Approve ☐ Discuss ☐ Note ☒ Endorse ☐ 

This is a monthly report to provide assurance to the Trust Board on performance 
against the full suite of KPIs that monitor delivery of the most integral elements of 
quality, safety, efficiency and effectiveness in line with the Trust’s strategic 
objectives. This report/its data goes to Quality Assurance, Finance & Performance 
and People & Organisational Development committees.  

Consultation: 
Each KPI in the report has a subject matter expert who provides commentary and 
the commentary is signed off by a lead Executive.  

Key Risks (please tick one or more): 

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

Impact Assessment: 
There is a wide range of performance issues considered at the Performance 
Meetings which pertain to the delivery of services by our diverse staff base to a 
diverse range of patients. All new service developments and significant service 
changes are assessed for Equality and Quality impact. The IPR is a fundamental 
part of the Trust Board Assurance framework and the narrative and data within the 
report provides information on risks that occur in the delivery of our services. 
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Recommendation(s): 

The Board is recommended to: 
• Note and discuss the Integrated Performance Report for July 2021 data 

  

Page 167 of 412



 

3 

Title: Executive Summary for IPR: August Report on July Data 

1. Situation 
 

1.1 This report covers the Trust’s performance against our key indicators which are 
categorised under Brilliant Care, Brilliant People and Brilliant Improvement. More 
detail is available in the relevant sections of the report. Due to the impact of the 
pandemic, for a range of metrics comparison against the same month in 2020 is 
not helpful, where this is the case, the appropriate month in 2019 is used instead. 

2. Background 
 

2.1 Brilliant Care: The on-going operational challenges detailed in previous 
reports continued in July, as can be seen in further worsening of key patient-flow 
related metrics. This impacted not just urgent and emergency care and non-elective 
pathways, but also planned care performance measures and metrics dependent on 
workforce availability, such as appraisal completion and mandatory training 
compliance. 

In light of the current operating pressures, and to support the Care Groups, a more 
streamlined number of actions have been included in the Seasonal Plan from August 
to prioritise resources for the actions which will deliver the greatest benefit to the 
front door pressures.  This is a key part of the incident response but also supports 
implementing sustainable change.  

Although Emergency Department (ED) and Minor Injury Unit attendances overall 
remain lower than in 2019, attendances have increased month on month for the past 
6 months, whilst ambulance conveyances and acuity within ED were both 
significantly above July 2019 levels. As a result a number of the internal ED quality 
standards continue to worsen – this is indicative of exit block from ED - aggregated 
patient delay increasing by 68%, with growth mostly attributable to waits for beds – 
this equated to a loss of 14,699 hours through delay. 

Key reportable non-elective clinical pathways were also impacted by high levels of 
demand and patient flow challenges, with fractured neck of femur patients operated 
on within 36 hours at a historic low of 28%, and patients admitted to the Stroke Unit 
with 4 hours at 37% (only slightly higher than May’s low 33%). 
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Planned care performance was affected across a range of patient flow related 
measures including cancellations on the day and the 28 day rebooking standard. 
Referral to treatment (RTT) completed pathway activity was low, particularly with 
admitted pathways. As a result, the RTT patient tracking list, the over 18 week 
incomplete pathway backlog and long waiting pathway cohorts (52, 78 and 104 
weeks) all increased. 

It should be noted that ED safety checklist compliance improved to 100%, whilst 
incidence of falls reduced in spite of the patient flow pressures. There were no Never 
Events reported in July. 

Contextually, the number of both formal and informal complaints increased month to 
month. However, the number of formal complaints were almost half that of July 2019. 
Informal complaints were 88 in July 2019, 138 in July 2021.Compliance for Duty of 
Candour for July is currently 60%, and improvement on the June position at the time 
of last month’s report (46%, all of which are now concluded). 

Overall 6 week diagnostic performance reduced as expected from 91% to 87% with 
deterioration in 4 of the 15 tests. This was mostly due to diagnostic imaging 
experiencing increased demand across all tests, high inpatient workload and 
capacity constraints – whilst there is a range of mitigating actions in place and in 
progress, the team are continuing to predict a worsening position for next couple of 
months. 

The Cancer standards were met in month for all other than patients receiving 1st 
definitive treatment within 62 days of urgent referral from a screening service – this 
was due to double the average level of demand and the hang-over of delays within 
the breast pathway earlier in the year. A recovery plan is in place with performance 
expected from July’s data. 

2.2 Brilliant Improvement: The Trust plan has been changed to a £3.14m deficit. 
This is part of the overall system breakeven plan. The year to date position is circa 
£0.24 million better than plan at the end of Month 4 due to Elective Recovery Fund 
income. 

It remains the case, in terms of cost improvement programmes, that there is limited 
evidence of recurrent schemes and it is currently anticipated that a high proportion 
(80%) of CIP will be delivered non-recurrently. This will have adverse financial 
implications into H2 2021-22 and future financial years. The Director of Strategy and 
Performance and the CIP Programme Management Office are setting up processes 
to support the Care Groups in developing and delivering recurrent CIP schemes. 
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2.3 Brilliant People: Staffing numbers continue to remain relative stable overall – 
there was a slight improvement in turnover after recent increases however total 
vacancy and registered nurse vacancy rates both increased. The People & 
Organisational Development teams continue to focus on supporting the Care Groups 
to fill vacancies, including seeking to address the accommodation crisis which is 
impacting the ability to recruit across the health and care sector. 

Sickness absence rose for the 4th consecutive month, above the Trust target - Covid 
cases amongst staff have increased over the last couple of months, and it is 
reasonable to expect that this may continue to affect sickness absence levels in staff 
moving forward. Stress related absence increased again (5th consecutive month) to a 
record high, equating to an increase of 540 full time equivalent days lost. The Trust 
continues to promote wellbeing in particular mental wellbeing through various 
channels, including our OH, Employee Assistance Program counselling, wellbeing 
information on our newsletter and intranet site, access to wellness information and 
support services. The Trust is now offering additional Mental Health First Aider 
training. 

As with previous reports, appraisal completion and mandatory training compliance 
remains a concern and indicative of the operational pressures experienced within the 
Trust. A range of targeted actions are in place to support the Care Groups in 
addressing, including virtual training sessions and revised appraisal documentation. 
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Strategic Objectives & Pledges

 

STRATEGIC OBJECTIVE PLEDGE

Executive Summary

Brilliant Care
(Reviewed by Quality Assurance 

Committee)

We provide care that is consistently safe and avoids harm

We are open and honest with people about their care

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

We provide clinically effective care, which minimises delay and the amount of time people have to spend in our care

We work with our health and care system to improve the health of our community

We provide an environment that is clean and welcoming

Brilliant Improvement
(Reviewed by Finance and 

Performance Committee)

We celebrate achievement and will create a culture that enables continuous improvement

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

We use innovation and digital technology to improve the quality, experience and cost of our care

We ensure that everyone has the capability to pursue quality and improvement for our patients

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

Brilliant People
(Reviewed by the People and OD 

Committee)

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

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

We provide development to help colleagues learn and grow

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

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

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

We have an open, inclusive and partnership approach to working with our brilliant people

Please see executive summary on word based front sheet.  

1
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A guide to SPC charts

Within the Integrated Performance Report (IPR), statistical process control (SPC) charts are used where approriate.  
 
SPC is an analytical technique that plots data over time. The main aim is to understand whether what is going on is normal or  different to the norm, and in doing so guides us to take the most appropriate, if any, 
action. This also aids against providing false reassurance often gained with trend lines, which can suggest trends which are not genuine depending on the date range and/or the amount of data points selected.  
  
SPC is widely used in the NHS to understand whether change results in improvement from a transformation project (which is cha nging a process), but also in performance management. The most common SPC 
tool is a control chart which is a graph used to study how a the process, or performance, changes over time. Data are plotted  in sequential time order. A control chart always has a central line for the average, an 
upper line for the upper control limit and a lower line for the lower control limit. On the SPC charts within the IPR, straig ht lines at the top of the chart indicate the upper control limit, and the bottom line the 
lower control limit. The lines will be green to indicate the direction the KPI should be going in, whilst amber is used for t he limit which lies furthest away from the intended direction of the KPI. Straight red lines 
show the average. Light blue coloured lines are used for local trajectories, and purple lines are used for targets or thresholds.  
  
SPC uses rules to help interpret the data being presented. Here are some of the rules:  
• 1 point outside the warning limits (upper or lower limits) of two standard deviations – this indicates where the data is not the norm for this process or measure. 
• 3 consecutive data points outside the warning limits of two standard deviations - implies a change to the normal process (red markers). 
• 5 or more consecutive points going in the same direction - implies a trend (yellow markers). 
• 7 consecutive points in an upward or downward direction - implies a change in the process. 
 
 

2
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Abbreviation Glossary

 

Symbol key: Abbreviation Glossary Continued:

NHSEI NHS England and NHS Improvement

CCG / KCCG Kernow Clinical Commissioning Group

SWASFT South Western Ambulance Service Foundation Trust

CFT / CPFT Cornwall Partnership NHS Foundation Trust

ASC Adult Social Care (Cornwall County Council)

ECIST Emergency Care Improvement Support Team (clinically led national NHS team)

STEPs Short Term Enablement and Planning service (for over 65's)

ICC Incident Command Centre (RCHT)

ESR Electronic Staff Record

ECIP Emergency Care Improvement Programme

HSCIC Health and Social Care Information Centre

MDT Medical Decision Team

RCA Route cause analysis

SOP Standard Operation Procedure

Abbreviation Glossary: PSCL Patient Safety Checklist

Chief Executive Officer NIHSS National Institutes of Health Stroke Scale

Chief Nursing Officer SSNAP Sentinel Stroke National Audit Programme 

Senior Responsible Officer HASU Hyper-acute stroke unit

Infection Prevention and Control SHMI Summary Hospital Level Mortality Indicator

Minor Injury Unit HSMR Hospital Standardised Mortality Ratio

Urgent Treatment Centre SMR Standardised Mortality Ratio

Community Assessment and Treatment Units (typically for care of the elderly) RTT Referral to treatment

Treliske Hospital Emergency Department PTL Patient tracking list

West Cornwall Hospital Emergency Department / West Cornwall Hospital FUW / FUWL Follow up waiting / Follow up waiting list

St Michaels Hospital DOSA Day of surgery admission

Anaesthetics and Critical Care Care Group DTOC Delayed transfer of care

Urgent, Emergency and Trauma Care Group FTE Full time equivalent

Specialist Services and Surgery Care Group HAT Hospital acquired thrombosis

Specialist Medicine Care Group KPI Key performance indicator

Clinical Support Care Group RIDDOR Reporting of Injuries, Diseases and Dangerous Occurrences Regulations

Women, Children and Sexual Health Care Group SI Serious incident

NHS England YTD Year to date

WCSH

NHSE

ACCT

UET

SS&S

SM / Spec Med

CS

UTC

CATU

TR

WC / WCH

SMH

CEO

CNO

SRO

IPAC

MIU

Straight dark red lines within a graph indicate either KPI average or the KPI standard.

Light blue lines within a graph indicate a local trajectory.

Purple lines within a graph indicate a standard, target or threshold.

Measure shows a decline in performance over the previous 5 month period.

Straight green lines within a graph indicate upper (top of the graph) or lower (bottom of 

the graph) control limit. The line closest to the direction the KPI should be going in, will 

be green.

Straight amber lines within a graph indicate upper or lower control limit. The line 

furthest away from the direction the KPI should be going in, will be amber.

65
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Strategic Objectives: Summary Scorecard

Strategic Objective Metric
21_22 Target/ 

Standard
20/21 Apr-21 May-21 Jun-21 Jul-21 Variation YTD 21/22 Sparkline

Serious incidents (monthly) 6 7 7 7 7 9 +2 8

Infection control: C-difficile cases 64 69 4 8 6 5 -1 23

 28 day re-booking breaches (monthly) 7 9 7 9 10 15 +5 10

 Treliske ED attenders - 4 hours arrival to discharge, admission or transfer 95.00% 73.36% 64.55% 61.44% 62.02% 49.04% -12.98% 59.26%

 Cancer treated within 62 days target 85.00% 89.47% 88.34% 85.93% 86.23% in arrears +0.30% 86.84%

 RTT Incomplete - % within 18 weeks 92.00% 69.00% 72.46% 76.00% 77.56% 76.37% -1.19% 75.60%

 Proportion of patients receiving one of the 15 key diagnostic tests within 6 weeks 99.00%
70.62% 86.58% 93.09% 91.06% 86.96%

-4.10%
89.42%

 RTT waits over 52 weeks for incomplete pathways 0 1105 877 786 695 703 +8 703

Crude Mortality 10.41 10.50 10.40 10.50 10.50 0.00 10.48

Agency spend vs plan (£m) 4 4.47 0.85 1.97 3.33 4.85 +0.85

Capital spend against plan (£m) 4.82 17.99 0.72 1.30 2.45 6.20 +1.38

Year to date financial position 1.1 0.1 -2.0 0.00 1.37 -0.25

Year end forecast financial position 6.14 3.00 3.14 3.14 0.00

CIP % delivery at year end 100% 64.00% 77.00% 77.00% 71.00% -6%

CIP delivery - forecast year end CIP that is recurring (%) 50% 9.00% 13.00% 11.00% 9.00% -2%

 Staff turnover 7-11% 8.75% 9.30% 9.70% 9.60% 9.30% -0.30% 9.48%

% Appraisals completed of eligible staff 90.00% 74.55% 74.80% 73.70% 68.70% 66.60% -2.10% 70.95%

% Mandatory training completed 90.00% 84.51% 80.00% 79.80% 79.60% 78.70% -0.90% 79.53%

 % Sickness absence 3.75% 4.02% 3.67% 3.88% 4.22% 4.82% +0.60% 4.15%

Brilliant Improvement
(Reviewed by Finance and 

Performance Committee)

Brilliant Care
(Reviewed by Quality Assurance 

Committee)

Brilliant People
(Reviewed by the People and 

OD Committee)

3
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Brilliant Care 
We provide care that is consistently safe and avoids harm

 

Jul-21

9

There were 9 reported RCHT acquired pressure ulcers for July 2021. All were category 2. The incidence of deep 
tissue injury (DTI) and moisture associated skin damage (MASD) has not increased this month. 
 
Monthly validation of pressure ulcer incidents significantly improves data reporting with almost 70% of Pressure 
ulcer incidents reported in July  not declared as RCHT acquired pressure ulcers due to inaccurate categorisation  
or not developed at RCHT on review. This continues to be a measure that is recorded monthly to determine the 
effectiveness and accuracy of the data reported. 
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Brilliant Care 
We provide care that is consistently safe and avoids harm

Jul-21

92

Jul-21

4

Throughout July 2021 there were 92 inpatient falls  with 4.7 falls per 1,000 occupied bed days. Of the investigations that 
have been completed to date, there were 9 patients who at the time of their fall were indicated as being medically 
optimised and ready to leave hospital - 2 awaiting a package of care, 2 awaiting permanent placements, 1 indicated by the 
Occupational Therapist as not medically fit due to being on oxygen, 1 declined by original placement,  and 1 information not 
available which may indicate the patient was not medically fit at the time.  Of these 9, 2 were on Grenville, 2 on Kerensa, 2 
on Kynance, 1 on Lowen and 1 on Wellington.  
 
Of the patient who were not medically optimised, the top 5 areas for these were AMU1 (8), Phoenix (8), Tintagel (8), 
Wellington (7) and Medical Unit 2 WCH (6).  22 patients reported to fall from a chair/commode, with the majority of these 
patients not requesting assistance to mobilise despite being asked to.  Falls linked to toileting is a common theme of these 
incidents and of previously thematic reviews completed.  Joint work is ongoing with both CFT and RCHT to develop and pilot 
a ‘toileting ability assessment’ which explores in more detail patient’s needs and individualised interventions linked to 
toileting, which in turn should reduce the likelihood of falling.  Pilot is due to commence September 2021.  It will be made 
mandatory to record whether the patient is medically optimised at the  time the incident reporting. 
 
The integrated task and finish group have now approved the final version of the Multifactorial Falls Risk Assessment 
(MFRA). The next steps are for the RCHT Improvement Practitioner for Falls, Dementia and Delirium, and the Clinical 
Specialist-CFT Inpatient Falls Lead to now work with CITS to build the assessment on both Rio (CFT) and Nervecentre (RCHT), 
deadline for completion October 2021. The first integrated RCHT and CFT Falls Prevention Work Stream Group meeting took 
place 27 July 2021 to review the joint Trust progress of aligning falls prevention work and practice, and support shared 
learning. 

Throughout July 2021, 4 patients fell and came to moderate or severe harm.   
• An unwitnessed fall occurred on AMU where the patient sustained a fractured NOF, the patient was presenting 

with confusion at the time of the fall and the investigation is on-going.   
• An unwitnessed fall occurred on Phoenix where the patient sustained a laceration, the level of harm is being 

reviewed to whether this has been appropriately reported as moderate harm.   
• An unwitnessed fall occurred on Kerensa where the patient sustained left sided acetabular roof and anterior 

column fracture and a minimally displaced left inferior pubic ramus fracture however this will not be 
investigated as a serious incident due to the patient not requiring surgical intervention.   

• A fall occurred on Medical Unit 2 WCH which relates to an incident that occurred December 2020, the RCHT 
Legal team have since been informed of a patient’s post mortem report identifiying rib fractures and bruising 
on the right flank with principle cause of death as hypovolaemic shock secondary to fractured ribs.  At the time 
of the patient’s death on 24th December the results of the clinical picture of the post mortem were not 
considered.  The patient did slide from chair onto their bottom on the 21st December, and the investigation is 
on-going. 
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Brilliant Care 
We provide care that is consistently safe and avoids harm

Jul-21

0

Jul-21

9

There were no never events reported in July.  

There were 9 Serious Incidents reported. 
 
The SIs for July are as follows: 
 
2021/14099 Wrong vaccination administered (Stithian’s Vaccination site) 
2021/14243 Delay to Treatment (Cornwall 111 incident) 
2021/14620 Delay to treatment (Cornwall 111 incident) 
2021/15869 Delay in Diagnosis (Cornwall 111 incident) 
2021/15875 Patient lost to follow up (St. Mawes) 
2021/13874 Pressure Ulcer meeting SI criteria (Grenville) 
2021/13958 Sub-optimal care of a Deteriorating patient (Emergency Department) 
2021/15306 Failure to discharge patient with appropriate care in place (Emergency Department) 
2021/13862 Surgical procedure meeting SI Criteria (Emergency Department) 
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Brilliant Care 
We provide care that is consistently safe and avoids harm

SIs breached 4
Jul-21

5 SI reports were due with KCCG in July 2021,  1 met the 60-day deadline.  
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Brilliant Care 
We provide care that is consistently safe and avoids harm

Antibiotics within 1 hr 64%

Antibiotics within 1 hr #NA

Jul-21

Apr-21

This indicator has a national target. Emergency Department (ED) Sepsis screening & treatment is identified via a 
monthly audit which is reported 1 month in arrears.  The ED currently aims to deliver antibiotics and intravenous 
fluids to patients with Red Flag Sepsis within 1 hour of arrival in ED. This is part of the Sepsis -6 bundle of care. ED 
measures time of arrival to time of administration of antibiotics or fluids. This is more stringent and difficult to 
achieve than the former national CQUIN standard of time of diagnosis to time of administration (for which a 
target of 90% within 1 hour was set). ED uses this more patient -focussed measure as it encourages whole-system 
improvement within ED.  
 
64% of Red Flag Sepsis cases met the local standard of antibiotics within 1 hour of arrival. The previous month 
this translated to 71% of patients meeting the CQUIN target.  
 
Actions undertaken:  
- Re-invigorated the use of direct communication from Triage nurse to the RATS/Sepsis doctor for prescription of 
antibiotics / fluids.  
- In July provided education to all medical and nursing staff about the correct use of the screening tool / BUFALO 
documentation. 

This indicator has a national target. Sepsis screening for other admitting areas is identified via a monthly audit 
reported 2 months in arrears. As from December 2019, up to 50 patients notes (where available) have been 
audited. All audit results need to be seen in the context of the small numbers of patients with a potential 
diagnosis of sepsis. 
  
March '21 audit data onwards is unavailable due to a vacancy; a redeployment secondment started at the end of 
July. September's report will include back dated audit data and commentary. 
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Brilliant Care 
We provide care that is consistently safe and avoids harm

Antibiotics within 1 hr 100%

Jul-21

89.00%

Apr-21
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Sepsis Audit- Inpatients 

This indicator has a national target.  
 
There has been a further slight  overall improvement this month on the percentage of medicines reconciliation 
completed, close to the 90% target.  
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 Medicine reconciliation 

This indicator has a national target. The sepsis audit for inpatients is based on 50 randomly chosen patients. All 
audit results need to be seen in the context of the small numbers of patients with a potential diagnosis of sepsis.   
  
March '21 audit data onwards is unavailable due to a vacancy; a redeployment secondment started at the end of 
July. September's report will include back dated audit data and commentary.  
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Brilliant Care 
We provide care that is consistently safe and avoids harm

Jul-21

100.00%

July's audit has shown that the checklist has been commenced 100% of the time, in spite of the  operational 
challenges  experienced within the department.  This means,  every patient being admitted and whose notes 
were audited, the care and treatment at the very start of the journey has been documented. In terms of the 
audit findings: 
 
The vital signs metric dropped slightly from last month's 99%   which may be due to high levels of acuity. The 
audit identified that observations for sick patients in resus who require continous monitoring were not being 
documented as frequently as the NEWS chart dictates. This could be that  where continuous monitoring and 
observation is being carried out the nurse has failed to input the data into eobs at the correct time due to being 
occupied by multiple tasks. 
 
A further decline in pain score assessment every hour may also have been due to the acuity and demand in the 
department as observations and pain assessments are usaully undertaken simultaneously. A  team of ED nurses 
have delivered additional refresher training on pain assessment  including bias, sterotypes and using the 
analgesic ladder,  to the rest of the department. On a positive note however, analgesia administration within the 
correct time limits has increased from 67% to 84%.  
 
This month's audit has seen increases in the compliance of all pathways: 15 minutes for ECG for chest pains, CT in 
1 hour for all possible strokes, sepsis 6 bundle completion and neuro obs for all head injuries. 
 
Unfortunately, there was a decline in the reporting of when staff have spoken to the patients' Next Of Kin (NOK), 
from 91% in June to 77% . On discussion with the senior team, this may be explained by the lack of ability to 
document as eObs only allows this data to be inputted at hour 3. Therefore, if the nurse has spoken to the NOK 
but happens to miss the 1 hour time frame, the discussion may go undocumented. It has now been agreed that 
the notification to NOK metric is to be added into hours 1 and 2 in attempt to capture this crucial part of the 
patient's care and nurses' work. We are awaiting feedback from the eObs team. 
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Brilliant Care 
We provide care that is consistently safe and avoids harm

Jul-21

0

Jul-21
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MRSA 

Actual Tolerance

This indicator has a national target. 
 
0 MRSA bacteraemia attributed to the Trust were reported in July 2021. 

1 MSSA bacteraemia was reported during July 2021. 
 
A full root cause analysis is taking place, however initial assessment suggests this was unavoidable due to 
infective endocarditis. 
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 MSSA cases 

11

Page 183 of 412



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

Cdiff Cases 5

Tolerance 5

Cdiff cumulative 23

Tolerance 20

Jul-21

Jul-21
This indicator has a national target.  
  
5 cases of Clostridium Difficile were reported in July 2021; 3 are classified as hospital onset healthcare associated 
(HOHA). 2 of these are classified as community onest healthcare associated (COHA). 1 of the COHAs is subject to 
further review as this may be a HOHA, await review of the patient's documentation. 
  
All cases have commenced their review and the initial assessments suggest that 4 were unavoidable ,and 1 
avoidable due to antibiotic prescribing being inappropriate.  

This indicator has a national target (limit) set at 64 for 2021/2022 in entirety. 
  
All cases continue to be investigated to identify any system-wide learning. The process of reviewing cases each 
week as recommended by the Fresh Eyes review is currently being evaluated with results expected at the end of 
September. 
  
2 HPV (Hydrogen peroxide) machines have now been received in line with the recommendations of the Fresh 
Eyes review and training for operatives is now complete. 
  
Antimicrobial stewardship audits to continue with feedback to specialties. 
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Brilliant Care 
We provide care that is consistently safe and avoids harm

Jul-21

8

E.coli 5

Klebsiella 2

Pseudomonas 1

All Organism Total 8

Jul-21

8  gram-negative bacteraemia was reported in July  2021: 5 Ecoli; 2 klebsiella; 1 psueudomonas - all of these 
infections are currently being investigated 
 

Gram-negative bacteraemia reduction remains a challenge across the county and is being led by the CCG. There 
are 3 key areas of focus across the county: hydration, reduction of urinary catheters, and hepatobiliary pathways. 
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 Gram negative bacteraemia total 
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Gram negative bacteraemia 

E. Coli Klebsiella Psuedonomas All Organism Total
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Brilliant Care 
We provide care that is consistently safe and avoids harm

Crude mortality 10.5

HSMR 91.69

SMR 85.00

May-21

Jul-21
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 Crude Mortality 
The Crude Mortality provides an up to date number of deaths in-hospital, and is a useful predictor of 
HSMR (which runs several months behind due to collation and aggregation of mortality at a national 
level). This shows the rate of deaths in hospital per 1,000 spells (elective and non-elective). It is 
calculated locally and provides a 12 month rolling average. 
  
The Crude Mortality trend for the Trust has seen a decrease  following the February peak, which was 
in line with the reduction in Covid-19 (from 11.1 to 10.4).  The July rate held steady at 10.5. This will 
be monitored closely. 
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 HSMR and SMR  

HSMR SMR

The Hospital Standardised Mortality Ratio (HSMR) enables the comparison of mortality rates 
between hospitals via a statistical prediction, which takes account of factors such as the age and sex 
of patients, primary diagnosis and complicating factors, and length of stay in hospital. The overall 
rolling 12 months HSMR increased during the Covid-19 period and started to reduce in January. 
Overall, the HSMR reduced further to 91.7. 
 

The Standardised Mortality Ratio (SMR) is the ratio of the number of deaths in hospital within a given 
time period, to the number that might be expected if the hospital had the same death rates as some 
reference population.  The SMR has continued to remain stable compared to the HSMR, indicating 
that there is significant variation with the hospital based version of this benchmark. This is due to 
Cornwall seeing a lower rate of deaths compared to other areas. The SMR also reduced in May, to 
85.0. 
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Brilliant Care 
We provide care that is consistently safe and avoids harm

Actual vs Planned 90.38%

Actual vs Planned 83.10%

Jul-21

Jul-21

Actual vs planned registered nurse hours  have remained  above 90% for the past 4 months. 
 
Work continues with the Stand B International recruitment pipeline with arrivals scheduled for July, 
August, September and October. Accommodation remains a key issue with work on-going to secure 
accommodation for the remainder of the pipeline. The domestic preceptee pipeline starts in 
September.  

The recruitment postion in relation in Band 2 HCA roles has deteriorated over the last month, in part 
due to an increase in Funded Manpower Level (FML) and turnover. Work is  underway (see Brilliant 
Improvement) to understand this in more detail with focused recruitment  continuing to close the 
gap. It is anticipated improvement in this posiion will be seen by the end of September.  
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Brilliant Care 
We are open and honest with people about their care

Jul-21

60.00%

Jul-21

77.00%

This indicator has a national target.  
  
The number of complaints responded to within the agreed timescale has remained the same as the previous 
month at 77% . This is as a result of 7 of the 30 responses sent in July breaching the expected timeframe.   
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 Complaints responded to within agreed timescale 

This indicator has a national target.  
  
Compliance for Duty of Candour for July is currently 60%. All are being worked through to a 
conclusion. 
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Brilliant Care 
We listen and learn from patients, their families and carers, and treat them with compassion and respect

Formal complaints 24

Informal complaints 138

Jul-21
This indicator has a local target.  
  
The number of formal complaints received in July was 24, up from 21. There were 138 informal complaints 
compared with 124 in June, and 88 in July '19. 
 
Communication at all levels remained the top theme across both formal and informal complaints and work is on-
going across the organisation, supported by the Patient Experience team, to address this.  
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Brilliant Care 
We provide clinically effective care, which minimises delay and the amount of time people have to spend in our care

Breaches 15

Urgent >1 0

Jul-21

1.25%

Jul-21
The number of breaches of the 28 day rebooking standard for patients cancelled on the day of their procedure 
increased by 5 compared to June at 15- the highest since April '20 and 5 more than in July '19. This is indicative of 
inpatient flow pressures and the rising number of same day cancellations. 
 
6 were due to insufficient time, 4 staff unavailable, 2 due to black alert and the remaining 3 were miscellaneous. 
7 were urgent.   
 
All 15 have either since been admitted, have a new date to come in or have been removed from the waiting list. 
For this  financial year to date, the highest volume of breaches have been in Oral Surgery (12) and Ophthalmology 
(11), followed by Upper Gastrointenstinal Surgery, Cardiology and Urology (all 7). 
 
The operational teams remain focused on maximising the use of elective sessions, balancing ensuring sessions are 
fully booked with managing the risk of cancellation due to patient flow challenges. Any cancellations of patients 
who have previously been cancelled on the day must be signed off by the Chief Operating Officer, in line with our 
on the day cancellation process. 
  
There were 0 urgent operations cancelled more than once.  
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 28 day re-booking breaches & urgent operations 
cancelled more than once 

Breaches Urgent More than Once
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 Percentage Cancellations on same day 
1.25% cancellations on the day in July equated to 67 procedures - this was 10 more than June, however 8 fewer 
than July '19 (which was 1.11%). 
 
The top reasons were related to patient flow pressures, insufficient time and current workforce challenges 
resulting in staff unavailability. Specialties with the highest volume same day cancellations this year to date are 
Oral Surgery (31), Ophthalmology (25), Upper Gastrointestinal  Surgery (21), Orthopaedics (21), Cardiology (19) 
and Urology (18). 
 
However, although cancellations on the day are to be avoided, the recent increase  remains within pre -Covid 
levels, when booking of lists was less risk averse, so higher levels could be indicative of the ambition of elective 
recovery plans. It remains the case that the cancellation process is overseen by the Chief Operating Officer, with 
the aim of continuing operating, in spite of bed pressures, so although we aim to avoid on the day cancellations 
our drive to exhaust all options before cancelling a patient can result in a short notice decision.  
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We provide clinically effective care, which minimises delay and the amount of time people have to spend in our care

Jul-21

79.85%

TR 49.04%
WC 88.35%

Jul-21

This indicator has a national standard of 95%. System performance against the emergency 4 hour access standard has 
decreaased 85.14% to 79.85%.  System-wide attendances are up 8.74%  in comparison to Jun'21. Activity has 
increased for the 6th consecutive month.  
 
ED attendances were up +4.82% (+308) compared to Jul'21, but down -4.75% (-308) compared to Jul'19. All 
emergency arrivals were up +8.76% (+548) compared to Jun'21, and down -0.5% (-81) compared to Jul'19. Poor 
system performance  is particularly impacted by poor flow through the Treliske site and the usual increases in demand 
at this time of year, constrained by Covid precautions .  
 
Daily clinical validation continues of all breaches, including non-admitted, to identify themes which inform the system-
wide actions and actions that are  addressed within the ED & Acute Medicine Improvement Plan.  
  
Key actions 
- Identifying and implementing same day emergency care (SDEC) pathways is being delivered as part of the Flow In 
workstream of the Seasonal Plan. 
- In addition, access to specialty services is being reviewed to expand hours into the evening and improving earlier 
discharge forms part of the Flow through/out programme and Seasonal plan.  
- Senior clinician cover has been expanded in RATs and ED GP to commence in Minors to support the internal quality 
standards. 
- From September the ED Ambulatory Decision Lounge will open ,  reducing non-admitted breaches. 
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 ED & MIU (from July17) attenders -  4 hours arrival to 
discharge, admission or transfer 

This indicator has a national target. Type 1 ED performance for July at Treliske was  49.04% (45.96% below target) whilst 
West Cornwall Hospital performance was  88.35%.  Of the 31 days in July, there were 23 OPEL 4 (highest operational 
alert level) days and 8 OPEL 3 days (note there is now an auto trigger to OPEL 4 in place if SDMA is used as an escalation 
area).  
The majority of breaches were attributed to awaiting an ED Doctor (38%), waiting for a bed (28%), waiting for Specialist 
review (8%), and waiting diagnostics (9%). 6% waited for treatment, 2% waited for transport, and 3% for a diagnosis. A 
further 3% were resus or complicated patients, 2% clinical exceptions, and 2% to avoid admission. Minors activity 
remains diverted from Treliske site to Camborne Redruth Community Hospital where possible (175 streamed to MIUs  in 
month) but it the remains the case that some minors will be seen due to locality. ED Doctor wait breaches have 
increased due to the impact of peaks of minors attending in the evening and overcrowding within the department. All 
patients are seen in clinical priority order in order to maintain safety. 
Key actions to be undertaken/in progress are:  
- ED consultant workforce plan agreed with Clinical Director will ensure senior triage rapid access and treatment at ED 
front door is in place 13:00-19:00 - this commenced on 5th July and is being assessed. 
- Shop Floor 3 doctor is supporting minors activity and supporting one stop visit with triage nurse  
-  Continue to ensure use of  'Fit to Sit' is maximised as chairs need less space than trolleys 
- In September an ED Ambulatory Decision Lounge will open to support the reduction of non-admitted breaches 
- Use the criteria to reside assessment as a criteria not to admit, if a patient doesn’t meet the criteria to reside in the first 
instance don’t convey to ED/MIU and stream away where approriate 
- We are reviewing the implementation of a" Fast Assessment Bay" set within the minors triage area of ED which 
replicates the Dorset model - a visit is planned to gather learning from the team there. 
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Brilliant Care 
We provide clinically effective care, which minimises delay and the amount of time people have to spend in our care

Jul-21

71.03%

Over 30 1011

Over 60 643

Jul-21

This indicator has a local target. Ambulance delays increased from 51% to 71%. Conveyances were -4.1% lower 
than June, but 25% higher than July'19, and with a +9.6% increase in higher acuity patients compared to previous 
month. Ambulance delays are exacerbated by exit block from ED downstream (i.e.  non-elective inpatient flow). The 
Emergency Department and Flow In workstream continue to focus on the need to stream patients away from ED 
and use alternative options, linking in with key lines of enquiry. Time to triage was 87.3% for ambulance patients, 
and work continues to be undertaken to minimise delays from arrival to handover (which is impeded by lack of 
beds to handover to), particularly around flow from ED to create capacity.  
  
Key actions to be undertaken/in progress are:  
- Working with NHSI and ECIST for support with our processes for ambulance handovers including the provision of 
pre-admission decant and queueing  out of ED areas 
- Actively reviewing hospitals with better performance for learning we can implement  
- Use of Quality Improvement methodology to further refine handover process as part of a 'Perfect Week' - date to 
be confirmed once decant area secured 
- Continue to work with whole-system partners to ensure access to alternatives are available for ambulance 
conveyances 
 

The validation process for ambulance handover delays has been overhauled to follow NHSE/I expectations, which 
accounts for the reported jump in delays since January. This is expected to deteriorate further, as the Trust is 
reporting chargeable handover delays and would like to move to reporting all handover delays to fall in line with 
SWASFT and NHSE reporting. This will level out over subsequent months andlocal targets will be rebased 
accordingly.  
 
ED delays continue due to blocked flow from the department downstream. Acuity levels are back to pre -Covid 
levels. SDMA (direct medical take ward) was used as escalation for inpatient capacity on 7 occasions (and 
therefore full), whilst helping in the immediate term this causes a block the next day for medical take. ED 
continue to receive expected /direct admission patients and the Surgical take is in ED from 18.00.  
 
Key actions to be undertaken/in progress are:  
- In the event of holding ambulances, discussions with on call consultants to identify further options to 
decompress ED and release ambulances take place.  
- Work to provide alternative routes to the hospital via SDMA, Theatre Direct and TAU to support further 
reduction in demand at ED front door continues. 
- Whole-system actions include all community capacity being utilised including CATUs. Specialty beds that can be 
un-ring-fenced are being reviewed regularly however this is not always appropriate.  
- The Seasonal Plan Flow In workstream is focusing on dedicated work with ECIST  (Emergency Care Intensive 
Support Team) to improve the handover performance by implementing a range of actions from pre conveyance 
with GPs to direct admission to the various same day emergency care areas within the Trust.  
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Jul-21

2.60%

Jul-21

26

 

This indicator has a national target.  
  
In July, 2.60% of patients attending either the Emergency Department or the Urgent Care Centre left without 
being seen – this remains well within the 5% standard.  
  
The Trust, with system partners, has continued to use social media and traditional advertising to promote the full 
range of urgent and emergency services available to patients, enabling them to choose services well which 
usually results in fewer patients attending ED unnecessarily.  
 
The majority of our Minor Injury pathways continue to be redirected to community Minor Injury Units with the 
help of the 111 programme,  'Think 111 First'. Accessing the right care in the right place is expected to maintain 
low volumes of attenders leaving ED without being seen.  
 

This indicator has a national target. From October to July, the 95th percentile  wait for time to initial assessment 
(triage) has risen to 26, which is expected with increased acuity and activity. The Trust remains above target due 
to a lack of flow from the RATs area (Rapid Access and Treatment) as a result of overcrowding caused by lack of 
flow from the department downstream, as well as periods of surge. Whilst this is outside the 15 minute target, 
this is considerably lower than the 35 minutes reported in July 2019 (pre -Covid). 
  
The ED internal clinical quality standards continue to be assessed each day by the ED management team to act 
early on issues impacting on their delivery. During periods of surge, ED double triage at front door to speed up 
the assessment process. The surge plan has been updated with a new escalation process - patients are being 
treated in order of acuity, therefore low/no acuity patients are waiting longer.  
  
The extended RATs area is now open . Initial assessment remains challenging when the ED is crowded.   As 
mentioned with the Flow In workstream of the Seasonal  Plan , working with ECIST on the handover processes, 
there is learning to implement where , with senior medical staff in RATS , the overall pathway in ED can become 
more efficient. 
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Jul-21

101

Jul-21

83%

This indicator has a national target of 60 minutes. Median time from arrival to treatment in ED deteriorated by 15 
minutes to 101 minutes compared to the previous month and Jul'19. (both 65 minutes).  
 
This was the 6th consecutive month of worsening of this  quality standard, and the decline mirrors the significant 
increase in aggregated patient delay (APD) which increased from 8746 hours lost in June to 14 699.  The growth in 
APD is primarily within waits for beds. This is indicative of exit block out of the department which impacts on 
patient flow within the department - the clinicians focus on triage for patient safety however  delays throughout 
the patient pathway after triage impact on the overall time taken to treatment.  
 
Actions taken/in progress: 
- To support  the additional demand seen during July the Emergency Department continue to plan and provide 
additional shifts each month.  Teams have continue to see and treat patients in a clinical priority order.  
- Executive Directors continue to require Care Groups to pull admitted patients from ED and increase discharges 
before 12 noon to facilitate earlier flow to support ambulance offloads.  
- The Seasonal plan and Trust wide Flow Programme are supporting the key actions to reduce the Specialty 
attendances to the department and reduce aggregated patient delay once the decision to admit has been 
confirmed - see update below. 
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Median time from arrival to treatment (mins) 

Whilst historically monitored internally, this indicator is a new national requirement; a national target currently has not 
been set. In July, 83% of patients who required admitting waited more than 1 hour in A&E after the decision to admit had 
been made. As per the commentary above, the Trust was under substantial operational pressure during July, with 23 OPEL 
4 days, due to lack of flow throughout the Trust and wider system. 
 
The Trust is focusing on APD (aggregated patient delay) to identify key actions reduce delays. For July, APD increased by 
5,952 hours and remains high at 14,699  hours overall, and shows the majority of delay and breaches occurred due to flow 
issues waiting for beds (5,588 hours delay), patients waiting for specialist review (1,151) hours delay), waiting for 
diagnostics (995 hours delay), waiting for treatment (265 hours), waiting for ED Doctor (5,633 hours) and waiting for 
diagnosis (307 hours). ED admission avoidance breaches APD was 186 hours, evidencing ED undertaking SDEC work. Covid 
contacts and restrictions also continue  to result  in bed closures in month which continues to exacerbate flow issues. 
Morning discharges downstream remain a priority . 
 
Actions taken: 
Trustwide OPEL review to be undertaken, teams are committed to review outlier workload by 11:30am; Medical patients in 
ED will trigger a request for additional General Internal Medicine Consultants. Patients in ED with a decision to admit that 
require a specialist review are to be escalated. Seasonal Plan and Patient Flow through workstream actions will support the 
reduction of APD within the departments. 
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Patients 529

Breaches 103

Jul-21
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 12 hour trolley waits 
 Patients with total visit over 12 hours

Reportable 12 hour DTA breaches

This indicator has a national target. There were 102 reportable 12 hour trolley wait breaches in Jul'21. The total 
number of patients spending over 12 hours in the department (regardless of the length of their wait for 
admission), remained increased from 294 to 529, primarily due to on-going bed closures and a sharp increase in 
acuity and demand.  Each trolley wait breach is reviewer as part of the reporting process - this also confirms that 
the ED safety checklist has been completed. 
 
The Trust has had to remove 55 beds from the system due to the Covid-19 restrictions, which has a large negative 
impact on capacity and flow from the ED department.  
 
Actions to be undertaken: 
- A whole system plan was submitted to NHSE in May to target ambulance handover delays, which should have a 
positive impact on 12 hour trolley waits due to improving flow.  
- A review of mental health patients in the department will be undertaken; meeting with the mental health teams 
to review mental health patients in ED and agree actions to mitigate and reduce delays.  
- Review the communications between ED and Mental Health (MH) Team on patient pathways i.e. when patients 
are medically stable to have an assessment and next steps in patient care once assessment has been completed.  
- Director for MH Services will be covering some shifts and leading on recruitment plans  
- NHS England commission Sowenna and CFT will discuss how spec com could commission an assessment unit for 
under 18’s to avoid conveyance to ED 
The Hub service already in place at Longreach will  review how they can increase direct conveyance from SWASFT 
– this would however take investment so any impact will be in the longer term.  
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Pathway 0 76%

Pathway 1 11%

Pathway 2 10%

Pathway 3 3%

Jul-21

17%

Jul-21
'Discharge to assess' pathways have been implemented under a national directive to build upon hospital 
discharges services developed during the Covid-19 response, and are based on the developed criteria to 
reside in hospital. Patients aged over 65 who are emergency admissions are reported here.  
  
Discharges are grouped into 4 pathways: 
0 - Simple discharge with no formal input from health or social care needed once home (50% target) 
1 - Able to return home with support from health and/or social care (45% target) 
2 - Rehabilitation or short-term care in a 24 hour bed-based setting is required (4% target) 
3 - Requiring ongoing 24 hour nursing care, often in a bedded setting including long-term care (1% target). 
  
The Trust is continues to exceed expected proportions within pathway 0 -  the expectation is that the 
additional  would ordinarily  come under pathway 1. The Trust discharges more patients than expectedto 
pathway 3 and 4, however it is not yet clear whether this  is as a result of our patient demographic or 
availability of community resource. The national Emergency Care Intensive Support Team (ECIST) have been 
supporting the Trust since April to improve our use of pathway 1. The system Director for Urgent Care 
continues to work  with ECIST to streamline how pathway 1 works using lead methodologies, with the 
intention of making pathway 1 easier to access than pathway 2. 

This metric is to monitor overall progress against the discharge to assess pathways. The expectation is 
that patients will be discharged within 3 hours of being medically optimised and having no reason to 
reside. This is the 5th month data is reportable. 
 
In March, only 18% of patients were discharged within 3 hours of being medically optimised, with slight 
variation since. Work needs to be undertaken to determine whether these patients are categorised as 
'fit for discharge' from physiotherapy and occupational therapists, which may attribute to a delay in 
discharge.  
 
ECIST have been supporting the Trust since April to embed new ways of working to improve our use of 
pathway 1 and planning tomorrow's work today which should deliver improve ments  in discharge within 
the 3 hours. 
 
The Flow Through and Flow Out workstreams of the Seasonal Plan focus on identification of patient s for 
discharge the previous day to improve on the day processes, which will have a positive impact on this 
metric. 
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Jul-21

3.31
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 Average LOS This indicator has a local target. Overall, average length of stay (LOS) decreased  very slightly  from June to July, 
with an average of 3.3 days per patient, compared with 3.4 days in June . It is understood that LOS has decreased  
due to the maximising of community capacity. 
  
Community beds are utilised for patients awaiting packages of care as well as patients requiring rehabilitation to 
create bed capacity. Daily operational meetings between RCHT, CFT, ASC and Bed Bureau continue to facilitate 
delayed transfers of care and streamline processing. Weekend processes have been put in place to ensure all 
pathway 1,2,3 patients are identified for transfer to community beds and all community capacity is utilised. Bed 
Bureau now book pathway 1 patients to community beds to maximise community capacity. Patients requiring 
nursing or residential placements remain the client group with the longest LOS although these numbers have 
improved due to additional placements made available.  
 
The Deputy Director of Operations is continuing Long Length of Stay reviews working with the longest delayed 
patients by service to support unlocking the delays., as part of the Seasonal Plan. 
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Jun-21

94.16%

Jun-21

96.23%

This indicator has a national target. Cancer metrics are reported two months in arrears. The Trust achieved the 
93% standard with 94.2% of cancer patients being seen within 2 weeks' wait (2ww) during June 2021.  
 
The dip at the end of 2020 and early 2021 was due to an increase in breast referrals over several weeks.   This 
along with reduced capacity in December 2020 led to a backlog.  Again in the period January 2021 to March 2021 
there were increased breast referrals.  However, the team prioritised the 2ww breast referrals and provided 
extra capacity over the level of demand to reduce the backlog.  They have also made changes to provide 
recurring additional capacity.   
 
The 2ww demand for breast has dropped back to expected levels and the increased capacity over a sustained 
period has resulted in an improvement in the booking window and performance.  

This indicator has a national target. The Trust met the 96% standard with 96.2% of cancer patients being treated 
with 31 days during June 2021. 
 
The drop in performance was  predominantly due to activity across the Breast pathway in May and June. This was 
the result of delayed time to 1st outpatient appointment earlier in 2021 through insufficient capacity (due to 
both increased demand and reduced capacity) which resulted in an increased backlog due to the mismatch. 
Urology capacity to book clinical urgent and cancer remain a significant challenge. 
 
A recovery plan and trajectory is in place, with performance improvement expected month on month from July - 
this is from increased capacity but, a return to normal demand levels has also been noted. 
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Jun-21

86.23%

Jun-21

27.30

This indicator has a national target. Cancer metrics are reported two months in arrears. The Trust met 
the 85% standard in June 2021, with 86.2% of cancer patients being treated with 62 days.  
 
Short-notice theatre capacity remains a challenge for expediting pathways and any  reduction in capacity 
at St Michaels or WCH also impacts on  booking activity. 

This is a new indicator for financial year 2021/22. This standard has been set at the submitted figure for 
each Trust in February 2020, for RCHT this was 29. The Trust is currently achieving target with a 27.3 
average for June.  The Trust has consistently had the lowest backlog in the South West peninsula due to 
the focus on maintaining cancer pathways during  the pandemic. 
 
Note: Holding centre reports share patients so the tertiary patients previously reported which were 
duplicates with University Hospitals Plymouth and Royal Devon & Exeter are no longer showing for 
RCHT; this would account for 1-5 patients a week. 
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Jun-21

65.08%

Jun-21

98.55%

This indicator has a national target. Cancer metrics are reported two months in arrears. The Trust did not achieve 
the 90% standard in June, with 65.1% of cancer patients being treated with 62 days. 
 
We treated 31.5 patients on the screening pathway which is more than double the average level. 
 
Performance was not achieved for the screening pathway due to a range of reasons - of the 11 breaches, 6 were 
breast (increased demand due to rise in both symptomatic and screening referrals) and plan to recover being 
constrained by loss of full time locum. The remaining 5 breaches were colorectal - some were related to reduced 
Oncology capacity due to planned sickness absence for which cover could not be secured whilst root cause 
analysis has been identified for others and learning shared with the clinical team for action. 
 

The Trust has maintained performance over the past couple of months.  The Cancer Alliance has set a maximum 
threshold of 4% of total PTL size; the Trust is sustaining and achieving less than 1%. 
  
The main cohort of patients at risk of becoming 104 day breaches are prostate cases being referred to Tertiary 
centres.  Although the service is unable to influence the time taken to schedule the surgery, there are 
improvements that can be made to ensure onward referral  by day 38. The Urology team made a big change to 
their diagnostic process during  March, but until all elements of diagnostics can be booked within 7 days meeting 
the 38 day transfer date will remain a challenge.   LATP (local anaesthetic  transperineal ) biopsies  are an area of 
concern where additional capacity and training to perform  the procedure is needed to achieve sustained 
improvement to the pathway. 
  
Cancer pathway patients are monitored and escalated daily, and are prioritised for discussion within weekly 
monitoring meetings in order to ensure those who are clinically urgent are prioritised for treatment. 

0.0%

10.0%

20.0%

30.0%

40.0%

50.0%

60.0%

70.0%

80.0%

90.0%

100.0%

Ju
n

-1
9

Ju
l-

1
9

A
u

g-
1

9
Se

p
-1

9
O

ct
-1

9
N

o
v-

1
9

D
e

c-
1

9
Ja

n
-2

0
Fe

b
-2

0
M

ar
-2

0
A

p
r-

2
0

M
ay

-2
0

Ju
n

-2
0

Ju
l-

2
0

A
u

g-
2

0
Se

p
-2

0
O

ct
-2

0
N

o
v-

2
0

D
e

c-
2

0
Ja

n
-2

1
Fe

b
-2

1
M

ar
-2

1
A

p
r-

2
1

M
ay

-2
1

Ju
n

-2
1

 Percentage receiving first definitive treatment within 
62 days of urgent referral from national screening 
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2WW 86.22%

Screening 74.21%

Breast Symptomatic
81.68%
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Cancer referral to diagnosis within 28 days  

2WW Screening Standard Breast symptomatic

The combined performance for June was 84.3% against the expected 75%. Performance was not achieved for the 
screening pathway. 
 
Performance was not achieved for the screening pathway due to ongoing difficultly in patient engagement and 
acceptance of rapid investigation. Of the 49 breaches, 43 were colorectal, all received the first assessment within 
a week, but patients often opt to delay their investigations, wanting thinking time before proceeding.  Within 
screening rules, patients can have 8 weeks to consider options before being contacted again, this does not align 
with cancer waiting times and has always been an issue for the 62 day standard but highlighted even more so 
with the 28 day standard as this encompasses all patients referred via screening, even if found to not have 
cancer. 
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% Completed in 

month
71%

Backlog from Apr20 9809

Jul-21

31,151

Jul-21

The number of incomplete pathways on the Referral to Treatment (RTT) patient tracking list (PTL) continued to 
grow for the 6th consecutive month. The growth was proportionately highest in the over 18 week wait backlog, 
which increased by 9.5%. This was the 2nd largest increase in the past 12 months.  
 
Growth was due to lower levels of activity - new clock starts were slightly lower than July'19, but activity remains 
lower than pre-Covid comparators. The average number of clock stops (completed pathways) reduced for the 
2nd month - 450 clocks were stopped on average per working day  compared to 508 in July '19. This was 17% 
lower than the monthly average of the last 12 months. This was particularly marked within admitted pathways 
which were at the lowest of the past 12 months. 
 
The PTL increased within a range of specialties, with some reporting quite significant proportionate growth above 
the Trust level increase of 3.2%: Community Paediatrics (43%), Diabetic Medicine (43%), Neurophysiology (12%), 
Cardiology (11%), Vascular Surgery (9%),  and Ear Nose & Throat (8%). 
 
Elective recovery plans are focused on seeking to increase activity levels, with 2 key risks in terms of patient flow 
pressures impacting on elective productivity and staffing availability. 
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eDischarges  

% eDischarges completed in month Backlog from Apr20

As with last month's report, the eDischarge measures have been slightly revised in line with the quality 
improvement project for discharge summaries as part of the Flow Out workstream of the Seasonal Plan.  
 
The project details a range of actions  including redesign of the existing training for clinicians, working with ward 
clerks to improve oversight and monitoring of discharge summary completion at ward level as well as a focus on 
the quality of the summaries. 
 
The immediate aims are to improve in-month completion of summaries required for each discharge i.e. to stop 
adding to the backlog each month, and then to reduce and clear the backlog.Once sustained progress is made 
with both of these measures the project will move to improving turnaround (achieving the 24 hour standard for 
completion of summaries) and baselining the quality of the summaries sent to primary care. 
 
71% of discharge summaries were completed in July for discharges in that month - there was a slight reduction in 
the overall backlog size which was in part due to further exclusions applied to reporting for pathways/specialties 
using systems other than Maxims for discharge summaries. 
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Jul-21

86.96%

Jul-21
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 Proportion of patients receiving one of the 15 key 
diagnostic tests within 6 weeks 

Actual Standard

This indicator has a national standard of 99% diagnostic tests to be within 6 weeks. Performance against this 
measure reduced as expected, mostly due to pressures within Clinical Imaging (increased demand, non-elective 
flow pressures and staffing issues)  and ongoing unplanned absence impacting Sleep Studies' performance.Within 
Imaging, clerical workforce issues have also compounded the ability to book ahead. 
 
Sleep studies reduced by 14% to 62%, Non-obstetric ultrasound also reduced by 14% to 85%, CT by 8% to 91% 
and MRI by 3% to 85%. The echocardiography waiting list size and wait continued to improve due to use of 
independent sector capacity, with waits reducing from 41 weeks in June to 23 weeks, and performance 
improving to 65%. 
 
Overall, a significant waiting list increase (+1334, 19%) since April should be noted – seen in 9 of the tests, with 
biggest volume increases MRI (+751, 36%), CT (+578, 63%), Ultrasound (+268, 18%), Colonoscopy (+185, 76%), 
Dexa (+172, 127%) and Sleep (+132, 281%). Recovery plans continue to seek to maximise the operational 
availability for elective care of imaging machines, as well as maximising the use of outsourcing options. The 
Cornwall Community Diagnostics Hub continues to be  a core potential solution - excellent feedback and support 
have been received for the bid which includes capital funding for expanding x-ray, CT, ultrasound and cardiac 
diagnostics. 

This indicator has a national target. The figure reported here is a pre-submission position due to the timing of this 
report and subject to change.  
 
The recent reduction in 52 week waits halted in July as expected, as the impact of the end of the referral pause in 
May last year resulted in increasing numbers of new pathways being started from May onwards. All long wait 
groups were impacted by the lower levels of completed pathways recorded in the month.52 week waits 
increased in a number of specialties. The largest volume remain in Orthopaedics (420), followed by Urology 
(114), General Surgery (37) and Upper Gastrointestinal Surgery (37).  
 
In addition, we continue to project increases to both 78 week and 104 week wait cohorts - this can be seen when 
looking at the PTL shape. The 78 week wait cohort increased the most out of all long -wait groups. Of the 185 78 
week waits, Orthopaedics had 109, Urology 41 and General Surgery12. The 104 week waits increased from 5 to 6, 
although this is, as usual, pre-submission due to the required timing of this report and subject to validation. They 
comprise 3 Urology, 1 General Surgery, 1 Orthopaedic and 1 Rheumatology. Maximum wait was 119 weeks 
(Orthopaedics), followed by 108 weeks (Urology). 

0

200

400

600

800

1000

1200

Ju
l-

1
9

A
u

g-
1

9
Se

p
-1

9
O

ct
-1

9
N

o
v-

1
9

D
e

c-
1

9
Ja

n
-2

0
Fe

b
-2

0
M

ar
-2

0
A

p
r-

2
0

M
ay

-2
0

Ju
n

-2
0

Ju
l-

2
0

A
u

g-
2

0
Se

p
-2

0
O

ct
-2

0
N

o
v-

2
0

D
e

c-
2

0
Ja

n
-2

1
Fe

b
-2

1
M

ar
-2

1
A

p
r-

2
1

M
ay

-2
1

Ju
n

-2
1

Ju
l-

2
1

 RTT waits over 52 weeks for incomplete pathways 

Actual Standard Trajectory
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Jul-21

76.37%

19/20 6,540
21/22 5,563
21/22 % 85.06%

Jul-21

This indicator has a national standard of 92% incomplete referral to treatment (RTT) pathways within 18 weeks. 
The figure reported here is a pre-submission position due to the timing of this report.  
 
Incomplete performance reduced slightly to 76.4% from 77.8% - the 18 week backlog increased by 9.5% to 7332. 
This was the 2nd biggest increase in the last 12 months. The increase in the PTL as the denominator tempered the 
worsening of the incomplete performance metric. Some of the largest increases in backlog were Upper 
Gastrointestinal Surgery, Paediatric Surgery, Neurology, Cardiology, Geriatric Medicine and Rehabilitation, and 
Community Paediatrics. 
 
There are a range of actions underway to increase both non-admitted and admitted activity  which are monitored 
through specialty-level recovery plans. The weekly RTT and patient access meeting  chaired by the Chief 
Operating Officer provides regular patient-level scrutiny, whilst  the monthly RTT Quality Improvement Delivery 
Board was  re-established in July, enabling formal review of recovery plan progress and risks.  The focus remains 
on balancing the treatment of urgent patients alongside the increasing number of clinically non-urgent but long 
waiting patients. 

This is a new national indicator for financial year 2021/22.  This compares activity on a month on month basis to 
2019/20 (adjusted for working days) and is used as an indicator of recovery progress - this needs to be 
considered alongside other performance measures to achieve a complete view of elective recovery. In addition, 
the final measure is actually of income therefore activity volume is to be used indicatively. Data available at the 
time of writing suggests the measure was not met for July. 
 
National targets were 70% in April, with a 5% increment each month until July '21 at 85%, through to September. 
If targets are achieved, and a range of gateway criteria met (driving quality), the Trust can draw down from the 
additional elective recovery fund for activity above those thresholds, albeit this is measured at a system level, 
and by income rather than activity. It is adjusted for working days. 
 
The chart shows activity volumes for electives compared to 19/20,  fluctuating between 85% and 88%. Ordinary 
(inpatient) elective activity continues to compare close to the same month within that year, whilst daycase 
activity remains lower, averaging 83%. As with previous reports, this is mostly relating to Endoscopy activity 
which is comparing to months of recovery (requiring higher than usual levels of activity) in 19/20 - diagnostic 6 
week wait performance was 97% for Endoscopy in July. 
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Jul-21

5.78%

Jul-21

27.87%

This indicator has a local target. Logic for emergency readmissions has been amended to reflect national 
methodology, which is shown for May performance (blue line). The upper and lower control limits have been 
adjusted accordingly. The new methodology, and subsequent reporting mechanism, means undertaking audits on 
readmissions will be easier, and outputs more useful. 
 
The rate of readmissions reduced to 5.8%,  the lowest since December '20, and -1.0% compared with July '19. 
Specialties with the largest reductions in readmissions were Cardiology, Endocrinology, General Medicine and 
General Surgery. An increase was noted in a small number of specialties, including Urology. 
  
Readmissions are being monitored and reviewed in particular by the Urgent , Emergency  &  Trauma and 
Specialist Medicine Care Groups, with appropriate clinical audit to  enable the development of informed and 
targeted actions as part of the Seasonal Plan. 
 
Evaluation of the high intensity users service pilot also continues, with reviews carried out at a patient level with 
system partners. In addition, system-wide evaluation  and analysis  is being carried out to understand the how 
patients frequently admitted use services across the system. 
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 Net emergency readmissions within 30 days 

Fractured Neck Of Femur (NOF)  time to theatre has dropped from 60.7% to 27. 8%.  The demand on the service 
remains at an all time high.  During July the Trauma white board was at the highest level for the past 3 years with 
approximately 76 patients.   
Admissions for July have been above 189 compared to 2019 which saw an average of 155. The summer of 2020 had 
very low admissions due to Covid and therefore not comparable. There has been an increase in children’s admissions 
during July and therefore a priority on the theatre listings of 26 cases. We have also seen a significant increase in ankle 
injuries which need external stabilisation within 12 hours. 
The theatre working group has reviewed the data from the Trauma audit and data pulled from Galaxy to assess the 
theatre starting time. The preliminary findings show that we have seen a decrease in the starting time across theatres, 
especially Theatre 11.  Theatre 11 pre 9 am is 8 % which is 4 % worse than last year. Theatre 10 NOF list pre 9 am is 14 
% of the time which has remained the same since last year.  
We continue to prioritise patients clinically and work with the Theatre Efficiency Group to review all processes to 
minimise delays as per internal joint action plan. 
Trauma 1 and Trauma 2 have been increased to full  capacity of 54 bed spaces ,although 4 beds remained closed  

while medical and nursing staff  are being reviewed. Preserving our trauma capacity is a priority area and beds on 
the St Michaels ward at SMH are being used to support further increase of Trauma capacity.  This is agreed with 
IPAC and the clinical teams so as not to impact on the elective orthopaedic work continuing on St Joseph’s ward. 
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Brilliant Care 
We provide clinically effective care, which minimises delay and the amount of time people have to spend in our care

Jul-21

36.92%

Jul-21

92.06%

This indicator has a national target. In Jul' 2021 the number of patients that spent 90% of time on a stroke ward was 

92.06%. This is better than last month (72.7%) and better than the average over the last 24 months (78.8%)  
11 patients were unable to spend 90% of their time on the unit, this was due to Stroke bed unavailbility (the 
Stroke unit was full with all Stroke patients) and 2 patients with a complex diagnosis that were transferred to 
other inpatient areas for other specialty treatment. 
When patients have completed their acute treatment they are transferred from the RCH Stroke Unit to the 
Rehabilitation Units at CRCH and Bodmin however, there are ongoing issues with lack of speech and language 
therapy at both units which is impacting on patient flow and patient rehabilitative care and recovery. This has 
impacted on bed capacity during July. The risk of the inability to transfer patients off in a timely way will increase 
during August as CFT and the therapy team have taken the decision to cohort the remaining available therapy 
support at the Bodmin rehab unit and close 8 Specialty Stroke beds. Full impact assessments have been carried 
out for both organisations and the the temporary closure will continue until mid September, risk assessments 
have been submitted from both RCHT and CFT. 
The therapies business case with CFT is currently awaiting approval and investment which will increase capacity 
and resource into the ESD team. Storage facilities for stroke rehabilitation equipment has been utilised by ITU / 
EPOC during Covid - 19: UET and ACCT will be working together to resolve storage options to release the use of 
the therapy gymnasium which will enable group therapy sessions and facilitate earlier transfer to rehab/ESD 

The national target is 90%. Demand in July  continued above normal levels for the Acute Stroke Service , with 31 breaches 
of patients not being admitted to the Stroke Unit within 4 hours. 
The ward continue to rigorously test confirmed stroke diagnosed patients within ED before direct admission takes place, 
on 17th July processing time reduced from 90 minutes to 15minutes with the introduction of the Lumira machines within 
ED, this  reduced the breaches due to processing in the latter part of the month. 
There were 6 breaches due to processing, a further 10 breached due to no bed capacity, 7 due to delayed complex 
diagnosis, 6 delayed diagnosis due to high acuity within ED, 1 awaiting MRI and 1 stroke on AMU. Higher acuity has been 
noted during July with 6 patients admitted to ITU/CCU. 9 were admitted to AMU as the Stroke Unit was full to capacity 
with all Stroke patients. Risk for August Stroke capacity  due  to OPEL 4 pressures. 
Actions to be undertaken/in progress are:  
- Stroke pathway circulated to all triage nurses in ED to ensure rapid assessment and identification of S3 requirements for 
doctors to assess patients  
- Senior RAT process also supporting early identification and diagnosis. 
- Stroke nurses are highlighting all Stroke patients to the processing team at the earliest opportunity 
-  Further Stroke Consultant cover has been secured from Mid November - Mid January - this will provide Stroke 
leadership for the team and in particular the Stroke Nursing team. 
- The Whole-System Stroke Improvement Board are refreshing the Action Plan to align in line with the national Stroke 
service model published in May. A briefing paper willbe presented to September's Operational Board. 
- Stroke Nurse shift fill being monitored weekly and exception reporting of breaches have not identified a link with 
breaches and any unfilled shifts. Compliance 95%. 
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Brilliant Care 
We provide clinically effective care, which minimises delay and the amount of time people have to spend in our care

Jul-21

92.42%

Jul-21

70.77%

Historically the Trust increased the local target to 95% to align with national average, however due to Covid and 
recovery plans, the Trust has reverted the target back to the national standard of 85%. 
  
2 patients were not CT scanned within the 12 hour window  both patients were complex presentations and 
diagnosis and unable to receive the scan within the 12 hours. 
 
Trust remains well above the national standard of 85%. 
 
 

This indicator has an internal target.  
  
The Service continues to exception report. 17 patients were delayed:  2 patients were too unwell,  9 patient had a 
delayed complex diagnosis,  3 not completed in ED due high volumes of patients in department, 1 patient 
discharged after review,  2 admitted to other areas and swallow screen not completed within the 4 hours.  
  
Actions to be undertaken are: 
- ED Triage nurses to identify any query stroke patient early on Oceano and to the Stroke nurse for swab and 
swallow screening. 
-Actions are being taken to mitigate short notice sickness shifts unfilled within the stroke nurse service, 
compliance of the shift fill has improved. 
-Service Managers for Stroke and Emergency Department to continue to monitor progress of the Stroke/ED 
training programme being led by a Stroke Nurse . 
-Patient pathway flow chart re circulated to all staff and placed in ED rapid assessement treatment area.  
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 Stroke patients receiving CT scan within 12 hours 
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Brilliant Care 
We provide clinically effective care, which minimises delay and the amount of time people have to spend in our care

Jul-21

88.00%

Jul-21

35.10%

This indicator has a local target. 90% withn 72hrs 
  
Vacancies within the Speech and Language Therapy (SALT) team are causing delays with dysphasia assessments. 
The Stroke Matron continues to work with the SALT Team Lead to monitor compliance and work together to 
mitigate on the Stroke Unit. 
  
Service redesign is ongoing with therapy teams in the community; this may have a small positive impact on the 
stroke therapies service going forwards, but performance improvement will rely on full SALT team being in post.  
 
There is a significant risk continuing into August around the ability to provide a full therapy team fully resourced 
both to support Treliske Stroke Unit and Community Rehab Units due to unfilled vacancy, annual leave and the 
possibility of short notice sickness. 
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 Stroke dysphasia assessment 72 hours 
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% of outpatient non face to face appointments attended 

% NON F2F National Standard

The Royal Cornwall Hospitals Trust aims for 50% of  outpatient activity to be non-face to face.  The national 
minimum requirement has been set for FY 21/22 to be 25% of clinically necessary outpatient activity . 
 
There was a very slight reduction in the proportion of non-face to face outpatient consultations attended 
in July compared to June., the 5th consecutive  month the proportion has dropped, and the lowest since  
March 2020 as specialties  have needed to bring more patients into hospital for physical  consultations.  
However, video  appointments, virtual consultations and advice and guidance given were all higher than in 
July '20, the reduction was in telephone appointments. 
 
The first supported video consultation pilot has taken place but with extremely low take up so further 
pilots and evaluation will continue. The Volunteer Service are working with the outpatient transformation 
team to explore the role volunteers might fulfill in supporting patients having remote consultations. 
 
Advice and guidance is now offered by 26 specialties avoiding over 1000 face to face consultations per 
month, whilst patient initiated follow-up (also part of the outpatient transformation programme) is 
available in 11 specialties to over 1500 patients. Conversion to follow-up consultation remains  less than 
10%. 
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Brilliant Improvement
We make good use of the resources that are available to us  

 

Bank 336

Substantive 5762

Agency 253

Jul-21

4.85

Jul-21
Total staff numbers increased slightly in from 6,234 to 6,351 - however, this increase is solely driven by additional 
agency staff. The Trust has increased its establishment WTE's linked to investments, vaccination and the testing 
programme whilst the number of working WTE's stubbornly remains at a consistent level . This is resulting in a 
pay underspend and is a critical issue when attempting to alleviate the operational pressures. Excluding 
vaccination staff there remains a gap between the Establishment and Worked of 312 WTE’s. 

Agency expenditure increased by £0.14m in month, totalling c£1.51m. This has taken the cumulative spend to 
c£4.8m. Nursing agency cost remain high and are continuing to increase driven in part by extra facilities in 
connection with OPEL 4 and pressure on the Emergency Department. There is also an increasing trend of agency 
costs in Catering and Estates. Due to the operational state of the Trust the increase in agency spend was 
anticipated and must be considered in the round with pay overall being below plan. However, it is important that 
agency controls remain adhered to. 
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Brilliant Improvement
We make good use of the resources that are available to us  

 

Jul-21

71.00%

Jul-21

9.00%

At the end of July, c£2.35m of the CIP target has been delivered. The current forecast for the remainder of H1 
(1st 6 months) 2021-22 is that c£3.5m of the CIP target will be delivered. 91% CIP delivery is non-recurrent and 
relates to budget underspends.  
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There remains little evidence of recurrent CIP schemes. It is currently expected that in excess of 80%  of CIP will be 
delivered non-recurrently. The Director of Strategy and Performance and the CIP Programme Management Office 
are setting up processes to support the Care Groups in developing and delivering recurrent CIP schemes. This 
includes developing schemes associated with Corporate Departments and the New Models of Care. 
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Brilliant Improvement
We make good use of the resources that are available to us  

 

Pay 102.70

Non pay 68.50

Jul-21

181.40

Jul-21
Non pay is c£0.4m over budget. 
  
Pay expenditure is c£3.1m under plan. This is due to a high number of vacant posts coupled with a reduction in 
Covid-19 expenditure. 

Income is above plan due to the receipt of Elective Recovery Fund income. 
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Brilliant Improvement
We make good use of the resources that are available to us  

 

Jul-21

6.20

Jul-21

1.37

Latest indications across all capital delivery groups suggest that the programme is currently on-target to deliver 
within the Trust's capital resources limit. 
 
It should be noted however that there are a number of risk items that have been identified across the 
programme which may result in additional costs. At present none of these risk items present a possibility of 
unavoidable costs at this stage, they have therefore not been built into the forecast outturn position. 
Nevertheless, both the respective project managers and finance colleagues are working in partnership to identify 
potential mitigations to offset any costs which may arise from the risk items.  
 
Spend across the programme is currently ahead of forecast, this is the result of projects progressing faster than 
originally anticipated and is not thought to indicate a potential overspend.  

The Trust is c£0.24m better than plan at the end of M4. 
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Brilliant Improvement
We make good use of the resources that are available to us  

 

Jul-21

3.14

The Trust plan has been changed to a £3.14m deficit. This is part of the overall system breakeven plan. 
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Brilliant People
We are true to our values and create a brilliant place to work 

 

Jul-21

9.3%

Jul-21

Total 

vacancies
9.6%

Total 

registered 

nurses

14.7%

Total medical 

staff
4.4%

This indicator has a local target.  
  
The Trust's turnover rate has been increasing since Mar-21 when it was at 8.75% reaching a high of 9.7% in May-
21. Turnover has started to decrease and in Jul-21 it was at 9.3%, down 0.3% from the previous month.  
 
Whilst we continue to have a steady, healthy, rate of turnover and are not an outlying Trust nationally we are 
continuing our efforts to fill our vacancies across the Trust as highlighted below. 
  
We continue to participate in NHSEI’s Generational Vanguard Retention Programme to look at initiatives to 
support staff retention, focusing on on-boarding and exit processes. We are also maintaining effort to recruit to 
roles where we have higher vacancies, for example our Healthcare Support Workers and our Nursing staff 
through both national and international means. We also continue to build upon health and wellbeing initiatives, 
and engagement with staff as well as opportunities for staff to access training and development, and pastoral 
support.     

6.0%

6.5%

7.0%

7.5%

8.0%

8.5%

9.0%

9.5%

10.0%

Ju
l-

1
9

A
u

g-
1

9
Se

p
-1

9
O

ct
-1

9
N

o
v-

1
9

D
e

c-
1

9
Ja

n
-2

0
Fe

b
-2

0
M

ar
-2

0
A

p
r-

2
0

M
ay

-2
0

Ju
n

-2
0

Ju
l-

2
0

A
u

g-
2

0
Se

p
-2

0
O

ct
-2

0
N

o
v-

2
0

D
e

c-
2

0
Ja

n
-2

1
Fe

b
-2

1
M

ar
-2

1
A

p
r-

2
1

M
ay

-2
1

Ju
n

-2
1

Ju
l-

2
1

 Staff turnover  
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 Vacancy rate % 

Total Vacancies Total Registered Nurses Total Medical Staff

Despite a successive decrease in vacancies across Q4 2020/21, throughout Q1 21/22 and in Jul-21 we have 
disappointingly seen successive in month increases. Month on month, from Jun to Jul 2021 we saw a further 0.6% 
in month increase from 9% to 9.6%, which represents out highest position in the last 12 months. Previously in-
month increase were largely due as result of new financial year increases in funded establishment.  As funded 
establishments begin to stablise efforts are again focused on both filling vacancies and staff retention to reduce 
the vacancy position.  
  
We have worked hard to maintain the efforts to recruit to vacant roles as expediently as possible. We have had a 
focused drive on the reduction of our Healthcare Assistant roles over the last few months since December, 
recruiting over 100 new Health Care Assistants, although we are starting to see an increase in turnover from this 
staff group indicating retention issues. We are working towards reducing our nursing vacancies through a 
combination of domestic nurse recruitment campaigns and overseas nurse recruitment including preceptee 
nurse recruitment. Whilst our international nurse recruitment pipeline remains positive ,  we are challenged 
across the health and care sector for available rental accommodation for newly recruited staff moving into the 
county.  
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Brilliant People
We are true to our values and create a brilliant place to work 

 

Jun-21

68%

Recommend trust to work

Jun-21

55%
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 Staff friends & family survey: 
Recommend the trust as a place to receive care 

% Staff Recommend Trust as a Place to Receive Care Standard

*Data collected via quarterly pulse check surveys, with exception of Q3 taken from annual staff survey. There is 
generally a smaller response rate to the Pulse Check Survey so it is likely to vary more from quarter to quarter. 
During Q1 we had 1007 staff complete the Pulse Check survey. 
 
We have seen an 8% increase in our annual figure against this measure. However, within the last quarter (Q1 
21/22) there was a disappointing 1% decrease (total 68%) against our annual survey figure (Q3), and a 5% 
decrease against Q4 20/22 indicating that whilst our performance against this metric is stable, further work is 
required to help improve these results.  
 
Collection of data for Q2 21/22 has commenced and will be reported retrospectively when the quarter elapses. 
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Staff Friends & Family Survey   
Recommend the Trust as a Place to Work 

% Staff Recommend Trust as a Place to Work Standard

*Data collected via quarterly pulse check surveys, with exception of Q3 taken from annual staff survey. There is 
generally a smaller response rate to the Pulse Check Survey so it is likely to vary more from quarter to quarter. 
During Q1 we had 1007 staff complete the Pulse Check survey. 
  
We have seen a hugely disappointing decrease between Q4 20/21 and Q1 21/22 of 6% (total 55%). 
This needs further interrogation to undertand if this is linked with increased turnover and vacancy levels and 
currently operational pressures within the Trust.  
 
Collection of data for Q2 21/22 has commenced and will be reported retrospectively when the quarter elapses. 
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Brilliant People
We make sure colleagues receive feedback to know how they are doing 

Jul-21

66.6%

Jun-21

60%

This indicator has a local target. From a high of 77.8% in Apr-20 we have seen a month on month decline in appraisals to 
a low of 66.6% in Jul-21 which is disappointing despite focused attention on this across all areas. 
 
Areas showing lower compliance are Corporate Services at 56.6%, particularly Estates, followed by West Cornwall Hospital 
at 61.5%, and Women & Children at 61.8%. Specialist Services & Surgery is currently displaying the highest compliance at 
77.2% although this is a 0.8% reduction from Jun-21, followed by St. Michael's Hospital at76.7%. The reduction in appraisals 
appears to be as a result of the impact of the pandemic and post recovery, operational pressures, staff working remotely.  

 
All Care Groups & Corporate functions have put in plans to make improvments working through each staff member to 
ensure that appraisals are booked in where possible & recorded approprite, supported by the P&OD Partner Team.  
 
Work continues to data cleanse, get Electonic Staff Record hierarchies up to date and work with managers to plan for 
appraisals in a timely way.  A new appraisal template and user guide is in circulation. The People and OD Partners will be 
holding a series of focus groups with staff during August and  Sep tember to look at ways to streamline the appraisal 
process.  
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% Appraisals completed of eligible staff 

*Data collected via quarterly pulse check surveys, with exception of Q3 taken from annual staff survey. There is 
generally a smaller response rate to the Pulse Check Survey so it is likely to vary more from quarter to quarter. 
During Q1 we had 1007 staff complete the Pulse Check survey. 
  
For the Q1 period  60% of colleagues said that their immediate manager provides clear feedback on their work, 
which is down by 5% from Q4 20/21of 65%, and by 1% from Q3 20/21 figure of 61%.   
  
The Manager’s Passport continues to be run where training on feedback is given in the leadership and culture 
module. Dates for further Being Brilliant Bitesize sessions are due to be promoted. 
  
Collection of data for Q2 21/22 has commenced and will be reported retrospectively when the quarter elapses. 
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Pulse survey - % who say my immediate manager gives 
me clear feedback  
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Brilliant People
We make sure colleagues receive feedback to know how they are doing 

Jul-21

78.7%

This indicator has a local target of 90%. 
  
Mandatory training compliance has remained in a downward trajectory since the outbreak of Covid-19 in March 
2020. The overall mandatory compliance is  78.7% for July 2021 . This is a decrease of  0.9% since June 2021. 
Continuing operational pressures  may still be having an impact as many training sessions are running with low 
numbers of attendees. 
  
Utilisation of places for moving and handling training has recently increased but remains below the level required 
to significantly improve compliance. 
  
E-learning is available for most mandatory subjects and colleagues are being supported to access this blended 
learning approach by the People Partners. The impact of  Trust induction  being delivered virtually and the 
requirement for new starters to complete mandatory training on line, instead of face to face,   is currently being 
reviewed. This approach may  not be achieving the same levels of compliance in new starters as was the case pre 
covid and  may be contributing to a slower recovery.   
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% Mandatory training completed 
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Brilliant People
We provide an environment that supports colleague safety, heath & wellbeing 

Jul-21

4.82%

Jul-21

18

This indicator has a local target. 
  
We have had a further increase to sickness cases in-month during July '21 at 4.82 (+0.8%) but this is still below 
the year start position of 4.89%. This raises the sickness level above the Trust target of 3.75%. 
  
COVID cases amongst staff (and wider population) continue to increase in line with the general population and 
we would expect that this will continue into the Autumn. Additionally, we are continuing to see more reported 
absences related to stress, anxiety and depression.  
 
Our People and OD Partners, and Assistant People and OD Partners, along with Care Group management teams 
and Occupational Health are working closely to support all staff absences. Wellbeing support is continuing to be 
offered including psychological and mental wellbeing interventions.   
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 % Sickness absence 

Riddor reporting this  month fell  to 18 from 36 last month. 
  
11 RIDDOR related to staff Dermatitis.  Monitoring for dermatitis continues with support provided by the 
Occupational Health team.   The review of RIDDOR reporting of Occupational  Ill Health continues across the 
Trust with a view to improving processes for the identification, notification and treatment of these conditions.  A 
HSE notice of contravention has been received by the Trust and a working group is responding with the relevant 
actions. The HSE Inspector was due to visit in July 2021 but this visit has now been postponed until late 
September,  information and briefings will be sent to Care Groups. 
  
Of the remaining 7 RIDDOR Reports – 5 relate to patient fall, 1 from staff off sick for more than seven days 
(Moving & Handling issues) and 1 relate to Musculoskeletal (MSK) disorders. 
  
Obtaining information on staff sickness and injuries to staff remains challenging and requires significant 
resources input from the HSSMH team to collect  outstanding information from the Care Groups. 0
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Brilliant People
We provide an environment that supports colleague safety, heath & wellbeing 

Jul-21

3091

Jul-21

73.10%

This indicator has a local target of 90%.  
  
Compliance for Health and Safety training has dropped slightly further this month to 73.1%. (73.6% in 
June 2021). WCH is the lowest performing clinical care group with compliance at only 66.7%. The 
training provision for Health and Safety continues to be available online.  
 
A limited number of virtual sessions are available, but attendance needs to improve for there to be a 
positive impact on compliance. The provision of this training lends itself to delivery within team 
meetings which may be a more effective way of engaging colleagues and improving compliance. We 
will offer this where possible to further improve  compliance and will have a bespoke discussion with 
the WCH care group to identify a way forward. 
  
 

Stress related absence continues to increase (for the 5th consecutive month)  and has increased from 
2,551 FTE (full time equivalents) in June to 3,091 in July '21 (an increase of 540 FTE days lost) . This 
upward trend is  of significant concern and  the People & OD team continue to focus their support in 
hot spot areas . In June the highest % of sick absence relating to stress was  in ACCT, SS&S and W&C .  
 
The Trust continues to promote wellbeing in particular mental wellbeing through various channels, 
including our OH, Employee Assistance Program counselling, wellbeing information on our newsletter 
and intranet site, access to wellness information and support services. The Trust are now offering 
additional Mental Health First Aider training and continue to offer open water swimming and surfing 
as alternative channels of support. 
 
As part of our post Covid-19 recovery plans to support staff we will continue to focus on providing 
support measures which focus on supporting mental wellbeing to include the health and well-being 
conversation tool.  
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Brilliant People
We provide an environment that supports colleague safety, heath & wellbeing 

Jun-21

67%

*Data collected via quarterly pulse check surveys, with exception of Q3 taken from annual staff survey. 
There is generally a smaller response rate to the Pulse Check Survey so it is likely to vary more from 
quarter to quarter. During Q1 we had 1007 staff complete the Pulse Check survey.  
 
Disappointingly we saw a 5% decrease against this measure from Q4 20/21 to Q1 21/22 Across the last 
5 years we have seen a trend of improvement as demonstrated by the national survey data.  In the 
context of the last year we know that our managers increasingly have the wellbing of their teams in 
mind, however, it’s important that they have the information and tools to support and signpost staff 
where needed. 
 
Being Brilliant is being run in bitesize format with a resilience and safe care module included. In line 
with the NHS People Promise the appraisal process is being reviewed to include wellbeing 
conversations.  Promotion for Mental Health Awareness Week has been included across social media 
with different topics each day, as well as being included in the Trust bulletins.  
 
Collection of data for Q2 21/22 has commenced and will be reported retrospectively when the quarter 
elapses. 
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Pulse survey - % who say my immediate manager takes 
a positive interest in my wellbeing 

59

Page 220 of 412



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

Jun-21

38%

*Data collected via quarterly pulse check surveys, with exception of Q3 taken from annual staff 
survey. There is generally a smaller response rate to the Pulse Check Survey so it is likely to vary more 
from quarter to quarter. During Q1 we had 1007 staff complete the Pulse Check survey.  
 
For the period Q1 21/22 37% of colleagues who completed the Pulse Check Survey reported that they 
felt communication between senior managers and staff was effective. This is a reduction  of 8% from 
Q4 20/21 of 45%, and down by 4% from Q3 20/21 which is disappointing.  
 
Staff engagement is one main area of focus as part of the corporate staff survey action plan, and such 
actions including re-introducing Schwartz rounds and a review of the communication channels in the 
Care Groups are being planned. 
  
Collection of data for Q2 21/22 has commenced and will be reported retrospectively when the 
quarter elapses. 
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Pulse survey - % who say communication between 
senior management and staff is effective 
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Appendix 1: Brilliant Care Summary Dashboard
NB: Unvalidated KPI returns are paused between April and June 2020 (i.e. not submitted nationally).

Pledge Metric
21_22 Target/ 

Standard
20/21 Apr-21 May-21 Jun-21 Jul-21 Variation YTD 21/22 Sparkline

Number of pressure ulcers 12 9 5 10 9 9 0 8

All patient falls 100 113 96 109 92 -17 103

Moderate/Severe harm falls 3 1 3 7 4 -3 4

Never events 0 9 0 0 1 0 -1 1

Serious incidents (monthly) 6 7 7 7 7 9 +2 8

Serious incidents breached 0 4 2 2 5 4 -1 3

Sepsis patients who met the criteria and received antibiotics within an hour - ED 90.00% 81% 49% 69% 64% 64% 0.00% 62%

Sepsis patients who met the criteria and received antibiotics within an hour - Other admitting areas 90.00% 96% #NA FALSE FALSE FALSE #NA #NA

Sepsis patients who met the criteria and received antibiotics within an hour - Inpatients 90.00% 93% 100% #N/A #N/A #N/A #N/A 100%

Medicine reconciliation 80.00% 90.83% 86.00% 84.00% 89.00% 89.00% 0.00% 87.00%

ED safety checklist 97.00% 95.92% 95.00% 92.00% 87.00% 100.00% +13.00% 93.50%

Infection control: MRSA 0 1 0 0 0 0 0 0

Infection control: MSSA 20 1 0 0 1 +1 2

Infection control: C-difficile cases 64 69 4 8 6 5 -1 23

 Gram negative bacteraemia total 64 5 4 1 8 +7 20

Rolling 12 month HSMR 96.55 93.2 91.69 in arrears in arrears -1.51 92.45

SMR 84.25 86.00 85.00 in arrears in arrears -1.00 85.50

Crude Mortality 10.41 10.50 10.40 10.50 10.50 0.00 10.48

Actual vs Planned Registered Nurses (hours) 87.51% 91.83% 91.40% 91.83% 90.38% -1.45% 91.35%

Actual vs Planned Unregistered Nurses (hours) 90.03% 93.44% 89.63% 87.45% 83.10% -4.35% 88.35%

Duty of candour compliance 100.00% 100.00% 100.00% 100.00% 100.00% 60.00% -40.00% 90.00%

 Complaints responded to within agreed timescale 100.00% 74.50% 71.00% 94.00% 77.00% 77.00% 0.00% 79.75%
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Appendix 1: Brilliant Care Summary Dashboard
NB: Unvalidated KPI returns are paused between April and June 2020 (i.e. not submitted nationally).

Pledge Metric
21_22 Target/ 

Standard
20/21 Apr-21 May-21 Jun-21 Jul-21 Variation YTD 21/22 Sparkline
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 28 day re-booking breaches (monthly) 7 9 7 9 10 15 +5 10

Urgent operations cancelled more than once 0 0 0 0 0 0 0 0

Percentage of cancellations on the same day 0.80% 0.60% 0.68% 0.93% 1.00% 1.25% +0.25% 0.97%

 ED & MIU (from July17) attenders -  4 hours arrival to discharge, admission or transfer 95.00% 88.57% 85.40% 84.18% 85.14% 79.85% -5.29% 83.64%

 Treliske ED attenders - 4 hours arrival to discharge, admission or transfer 95.00% 73.36% 64.55% 61.44% 62.02% 49.04% -12.98% 59.26%

West Cornwall ED attenders - 4 hours arrival to discharge, admission or transfer 95.00% 97.63% 93.94% 94.79% 93.01% 88.35% -4.66% 92.52%

 Ambulance delays - % waiting over 15 minutes 23.00% 37.48% 54.28% 55.36% 50.79% 71.03% +20.24% 57.74%

 Ambulance delays - over 30 minutes #N/A 123 659 755 622 1011 +389 762

 Ambulance delays - over 60 minutes #N/A 54 374 455 347 643 +296 455

ED attenders who left without being seen 5.00% 0.76% 0.87% 1.47% 1.54% 2.60% +1.06% 1.62%

  95th percentile, time to initial assessment (mins) 15 18 22 22 22 26 +4 23

Median Time from Arrival to Treatment (mins) 60 43.47 60.53 69.65 85.87 100.68 +14.81 79.18

% spending more than a hour in ED after DTA 63% 71% 73% 69% 83% +0.14 74%

 12 hour trolley waits 0 287 26 16 27 103 +76 172

% eDischarges completed in month 95.00% 63.13% 68.31% 72.21% 76.78% 71.19% -5.59% 71.96%

eDischarge Backlog from Apr20 5733 9559 9740 10048 9809 -239 9789

Discharge to Assess- % on Pathway 0 50.00% 74.23% 74.53% 75.47% 75.79% +0.32% 74.99%

Discharge to Assess- % on Pathway 1 45.00% 12.66% 10.59% 11.45% 10.94% -0.52% 11.40%

Discharge to Assess- % on Pathway 2 4.00% 9.70% 10.41% 8.51% 9.97% +1.46% 9.65%

Discharge to Assess- % on Pathway 3 1.00% 3.41% 4.48% 4.57% 3.30% -1.27% 3.96%

Medically Optimised within 3 hours 19.71% 19.31% 21.42% 16.89% -4.52% 19.41%

 Average LOS 3.33 3.32 3.62 3.28 3.32 3.31 -0.01 3.38

 Cancer 2 week wait 93.00% 94.93% 82.09% 93.52% 94.16% in arrears +0.64% 89.92%

 Cancer treated within 31 days target 96.00% 98.46% 98.44% 97.81% 96.23% in arrears -1.58% 97.49%

 Cancer treated within 62 days target 85.00% 89.47% 88.34% 85.93% 86.23% in arrears +0.30% 86.84%

Cancer average number of patients over 62 days on PTL 29.00 22.00 20.49 20.78 27.30 in arrears 6.52 22.86

 Percentage receiving first definitive treatment within 62 days of urgent referral from national 

screening service 
90.00% 70.52% 92.00% 92.31% 65.08% in arrears -27.23% 83.13%

2WW suspected cancer patients, treated within 104 days of referral 100.00% 98.64% 99.69% 99.86% 98.55% in arrears -1.31% 99.37%

Referral to diagnosis within 28 days - 2WW 75.00% 83.00% 82.88% 86.28% 86.22% in arrears -0.06% 85.12%

Referral to diagnosis within 28 days - screening 75.00% 58.74% 70.59% 73.12% 74.21% in arrears +1.09% 72.64%

Referral to diagnosis within 28 days - Breast symptomatic 75.00% 96.94% 66.67% 60.87% 81.68% in arrears +20.81% 69.74%

 RTT incomplete - % within 18 weeks 92.00% 69.00% 72.46% 76.00% 77.56% 76.37% -1.19% 75.60%

Incomplete pathways 26,125 27,490 28,644 30,180 31,151 +971.00 29,366
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Appendix 1: Brilliant Care Summary Dashboard
NB: Unvalidated KPI returns are paused between April and June 2020 (i.e. not submitted nationally).

Pledge Metric
21_22 Target/ 

Standard
20/21 Apr-21 May-21 Jun-21 Jul-21 Variation YTD 21/22 Sparkline
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 Proportion of patients receiving one of the 15 key diagnostic tests within 6 weeks 99.00% 70.62% 86.58% 93.09% 91.06% 86.96% -4.10% 89.42%

 RTT waits over 52 weeks for incomplete pathways- UNVALIDATED 0 1105 877 786 695 703 +8 703

Inpatient Elective Activity 4263 #REF! 5497 5243 5693 5563 -130 5563

 Net emergency readmissions within 28 days 4.80% 5.48% 6.62% 6.42% 6.96% 5.78% -1.18% 7.12%

 NOF patients operated on within 36 hours 80.00% 87.31% 48.00% 42.47% 60.71% 27.87% -32.84% 44.76%

 Stroke patients spending 90% of their time on stroke unit 90.00% 80.37% 80.25% 78.21% 75.00% 92.06% +17.06% 81.03%

Stroke unit within 4 hours 90.00% 63.20% 48.72% 32.56% 48.21% 36.92% -11.29% 41.05%

 Stroke patients receiving CT scan within 12 hours 85.00% 95.63% 91.03% 93.18% 96.49% 92.42% -4.07% 93.08%

 Stroke patients receiving swallow screening within 4 hours 90.00% 77.86% 63.89% 82.76% 85.71% 70.77% -14.95% 75.71%

 Stroke dysphasia assessment 72 hours 90.00% 91.79% 80.00% 83.33% 93.33% 88.00% -5.33% 85.15%

Percent of outpatient appointments attended that are non F2F 50% 45.61% 39.57% 38.09% 36.16% 35.10% -1.06% 37.18%
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Appendix 2: Brilliant Improvement Summary Dashboard

Pledge Metric

21_22 

Target/ 

Standard

20/21 Apr-21 May-21 Jun-21 Jul-21 Variation YTD 21/22 Sparkline

Total staffing utilised (FTE) 5789 6,361 6,261 6,324 6,351 +27 6,324

Agency spend vs plan (£m) 4 4.47 0.85 1.97 3.33 4.85 +0.85

CIP % delivery at year end (%) 100% 64.00% 77.00% 77.00% 71.00% -6.00%

CIP delivery - Forecast year end CIP that is recurring (%) 50% 9.00% 13.00% 11.00% 9.00% -2%

Pay expenditure (£m) 105.8 25.20 50.80 76.60 102.70 +26.10

Non pay expenditure (£m) 68.10 16.60 33.70 50.90 68.50 +17.60

Income against plan (£m) 183.00 33.40 85.70 136.50 181.40 +44.90

Capital spend against plan (£m) 4.82 17.99 0.72 1.30 2.45 6.20 +1.38

Year to date financial position (£m) 1.12 0.78 0.10 -2.00 0.00 1.37 -0.25

Yearend forecast financial position (£m) 4.98 6.14 3.00 3.14 3.14 0.00

We make good use of the resources that 

are available to us
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Appendix 3: Brilliant People Summary Dashboard

Pledge Metric

21_22 

Target/ 

Standard

20/21 Apr-21 May-21 Jun-21 Jul-21 Variation YTD 21/22 Sparkline

 Staff turnover 7-11% 8.75% 9.30% 9.70% 9.60% 9.30% -0.30% 9.48%

Vacancy rate: Total vacancies 8.00% 7.38% 7.70% 8.50% 9.00% 9.60% +0.60% 8.70%

Recommend the Trust as a Place to Work 55% 65% 55% 55% 55% in arrears 0% 55%

Recommend the trust as a place to receive care 65% 75% 68% 68% 68% in arrears 0% 68%

% Appraisals completed of eligible staff 90.00% 74.55% 74.80% 73.70% 68.70% 66.60% -2.10% 70.95%

Pulse survey - % who say my immediate manager gives me 

clear feedback 
+64% 60% 60% 60% in arrears 0% +60%

% Mandatory training completed 90.00% 84.51% 80.00% 79.80% 79.60% 78.70% -0.90% 79.53%

 % Sickness absence 3.75% 4.02% 3.67% 3.88% 4.22% 4.82% +0.60% 4.15%

Number of RIDDOR reports 22 10 11 36 18 -18 19

Sickness due to workrelated stress- FTE days lost 1589 2,040 1,811 2,227 2,551 3,091 +540 2,420

% compliance with Health and Safety Mandatory training 90.00% 75.72% 74.10% 74.10% 73.60% 73.10% -0.50% 73.73%

Pulse survey - % who say my immediate manager takes a 

positive interest in my wellbeing 
71% 67% 67% 67% in arrears 0% 67%

Pulse survey - % who say communication between senior 

management and staff is effective
43% 45% 38% 38% 38% in arrears 0% 38%

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

We make sure colleagues receive feedback to know how they 

are doing

We provide development to help colleagues learn and grow 

We provide an environment that supports colleagues safety, 

health and wellbeing

We provide great leadership and support to help colleagues be the 

best they can be
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Meeting:  Trust Board in Public 

Date of Meeting:  02 September 2021 

Item Number:  13 

Title of Report:  Finance Report – Month 4 

Executive Director Lead:  Karl Simkins - Director of Finance 

Author and Job Title: Ian Dean – Deputy Director of Finance 

Email Address:  ian.dean@nhs.net 

Purpose of the Report: 

Approve ☒ Discuss ☐ Note ☒ Endorse ☐

The purpose of this report is to present the revenue and capital financial position of 
the Trust for the four months period to 31st July 2021.   

Consultation: 
The financial position is reported each month to the Trust Board as well as the Finance 
and Performance Committee. It is also reported to Trust executive meetings. There is 
no need for further consultation on this report. 

Key Risks (please tick one or more): 

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

Impact Assessment: 
This is a financial performance report considering the financial position of the Trust. 
The report is limited to performance against budget and accordingly no equality and 
diversity impacts have been explicitly drawn out.  

Clearly financial and resource allocation decisions have the potential to impact 
differentially on individuals and groups. Impact assessments are therefore carried out 
to identify and address existing or potential inequalities, resulting from policy and 
practice development. 

There are no direct environmental considerations within this report. 
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Recommendation(s): 

The Board is recommended to: 
• note the Trust’s financial position for the four month period to 31st July 2021. 

• approve the reduction of planned expenditure by £14.52m costs for the Women 
and Children’s Hospital and West Cornwall Hospital schemes building programme 
elements in 2021/22. 
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Title: Finance Report – Month 4 
1. Situation 
1.1 This paper sets out the: 

 Month 4 Financial Position, forecast outturn & Cost Improvement 
Programme 

 Month 4 Capital Financial Position 

 

2. Month 4 revenue position 
H1 financial target 

2.1 The Trust’s current financial plan for H1 (1 April to 30 September) is a £3.14m 
deficit within the context of a system break even plan. 

 

Month 4 Revenue Financial Position & Forecast Outturn 

2.2 At the end of Month 4, the Trust is reporting a £1.12m deficit against a 
£1.37m deficit plan. This is £0.25m better than plan.  

2.3 The Trust remains on plan to deliver the H1 outturn of a £3.14m deficit. 

Key Performance issues 

2.4 The key drivers of the financial position to date are: 

• Pay expenditure is lower than plan to date due to a high number of 
vacant posts and a reduction in Covid-19 expenditure. 

• Income c£0.9m under recovered due to lower Elective Recovery Fund 
(ERF) income being received in M4 following the increased threshold 
to 95% with the changes in ERF scheme being off-set by underspends 
in the Care Groups and a lower than expected use of budget to deliver 
increased elective activity. 

• Elective activity being reduced due to operational pressures which has 
resulted in an underspend in theatres and surgical specialties. 

• Service change investment reserves not being fully utilised to date. 
2.5 Care Groups are cumulatively c£2m underspent compared to plan. 

Corporate Departments are also cumulatively c£0.3m underspent.  
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2.6 The analysis of the position by care group is shown below.  

 
2.7 The Trust’s pay bill increased by £0.2m in month and totalled c£26m in July.  

2.8 Agency spend has increased month on month by £140k and was £1.51m in 
July. There was a similar increase between May and June 21. 

2.9 Bank expenditure increased by £145k between June and July but linked to a 
5 week month in July compared to 4 weeks in June.  

2.10 For the year to date, Covid spend funded from ‘inside the system envelope’ 
is £1.2m lower than plan. Expenditure funded ‘outside of system envelopes’ 
are reclaimable Covid-related costs which will be net-neutral on the overall 
Trust financial position. In total £4.8m of costs have been incurred for the 
year to date and relate to vaccination (£3.1m) and testing (£1.7m).  

2.11 The originally projected income from the ERF scheme in Q2 will now not be 
recovered due to changes in the ERF threshold but will be offset by 
underspends projected from reduced elective activity over the same period.  

2.12 The forecast outturn is currently on plan, however the key factors influencing 
this include finalisation of ERF values for Q1, further slippage on investments 
linked to challenges with recruitment of substantive staff, and delivery of 
elective activity both in baseline terms and additional schemes linked to ERF 
given the operational pressures faced by the Trust. 

2.13 Work is underway to explore options across the remaining two months of H1 
and the H2 period to manage risks and cost pressures across the year and 
in particular into H2 due to increased efficiency requirements per initial 
national guidance, the full impact of service changes coming on stream and 
elective recovery plans. 
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Efficiency & Cost Improvement Programme (CIP) 

2.14 At the end of July, £2.35m of efficiency savings have been delivered against 
a cumulative target of £3.28m. Of this, only c£0.22m has been delivered 
recurrently. 

2.15 The overall savings & efficiency target for H1 is c£4.9m which represents 
2.2% of budgets. It is currently forecast that a minimum of c£3.5m of this 
target will be delivered but work continues delivering further savings. The 
forecast assumes 91% is delivered non-recurrently however. The risk on 
delivery of the efficiency target is factored into the Trust H1 overall forecast. 

2.16 The Programme Management Office and Finance colleagues are meeting 
individually with Care Groups to discuss opportunities, linked to the Patient 
Level Income Costing System and Model Hospital data, with the aim of 
initiating projects to increase recurrent savings for this year. In addition, the 
Director of Strategy and Performance is leading work on the pan-Care Group 
/ Corporate priority transformation schemes to drive forward over the next 6-
12 months, which will genuinely deliver transformative savings. 

Further information 

2.17 Further information on the revenue position of the year to date and the 
Statement of Financial Position is shown at Appendix 1 a to e. 
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3. Month 4 Capital Financial Position 
3.1 This section presents an update on the delivery of the capital programme as 

at 31 July 2021 (Month 4).  

3.2 The Trust monitors its capital programme against Capital Departmental 
Expenditure Limit (CDEL) funding, which is its share of the system capital 
envelope, and non-CDEL funding which is the estimate of Public Dividend 
Capital (PDC) funding to be received in the year plus donations.  

3.3 As well as maximising the use of capital resources, the Trust has statutory 
requirements to operate within its Capital Resource Limit (the CDEL funding) 
and Cash Resource Limit. The Trust has not previously breached these 
requirements and does not expect to in 2021-22 

Current capital budget for the year  

3.4 The RCHT element of the system capital envelope (CDEL) budget for the 
year is £22.13m. This is made up of £19.634m in relation to the original share 
of the system envelope and £2.5m specifically in relation to fire remediation 
works.  

3.5 Following a review of the capital programme in July and its approval by the 
Trust Board, the current split of the capital programme by capital sub-group 
is as follows. 

CDEL programme by capital sub-group 

 
3.6 The non-CDEL funding is currently set at £28.78m whilst unchanged since 

Month 3 will now need to be varied due to programme review and approval 
delays on major building schemes as noted below.  

Board
Budget 

£k
Building Bril l iance Board 7,578

Medical Equipment Board (MEB) 3,095

MEB - High Value 2,223

Estates Backlog 8,420

E-Health Programme Board 3,726

Salaries 1,756

Donations 0

CONTINGENCY 250

Mitigation (4,914)

Total 22,134
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3.7 The total current capital programme budget is currently £50.92m. The value 

of non-CDEL schemes will change based upon funding released in respect 
of nationally approved business cases. Approval is therefore sought to 
reduce this budget by £14.52m. 

3.8 In summary noting the variation to budget next month the capital programme 
is set out below. 

 
  

Year to date position  

3.9 The CDEL expenditure is £3.77m for the year to date and this is £0.89m 
ahead of plan. The highest value schemes that are progressing faster than 
planned are the reverse osmosis plant replacement, the general medical 
equipment replacement programme and the development of the Progressive 
Recovery Unit. 

3.10 The non-CDEL spend is £2.432m for the year-to-date position and this is 
£0.5m ahead of plan. The majority of this variance relates to work on the 
West Cornwall Hospitals project that has continued at pace in order to 
complete the Full Business Case, noting that the NHSI/E approval process 
has now been paused.  

3.11 Total expenditure is therefore £1.38m ahead of plan. A summary of spend 
by capital sub-group is shown at Appendix 2. 

3.12 As at 31 July, the forecast overall is on plan noting that the value of non-
CDEL schemes is matched to budget and will change at month 5.  

 

 

 

FULL YEAR 2021/22

Board
Budget 

£k
Forecast 

£k
Variance 

£k
Budget 

£k
Forecast 

£k
Variance 

£k
Budget 

£k
Forecast 

£k
Variance 

£k
Building Bril l iance Board 7,578 6,878 700 28,531 28,531 0 36,109 35,409 700

Medical Equipment Board (MEB) 3,095 3,095 0 0 0 0 3,095 3,095 0

MEB - High Value 2,223 2,223 0 0 0 0 2,223 2,223 0

Estates Backlog 8,420 8,420 0 0 0 0 8,420 8,420 0

E-Health Programme Board 3,726 3,726 0 0 0 0 3,726 3,726 0

Salaries 1,756 1,756 0 0 0 0 1,756 1,756 0

Donations 0 0 0 250 250 0 250 250 0

CONTINGENCY 250 250 0 0 0 0 250 250 0

Mitigation (4,914) (4,214) (700) 0 0 0 (4,914) (4,214) (700)

Total 22,134 22,134 0 28,781 28,781 0 50,915 50,915 0

CDEL Non-CDEL Total

Final Programme view for 2020/21
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3.13 The risks to delivery are set out below: 

o HIP2 funding is not received as planned. The request to reprioritise 
funding included within expected seed funding of £1.35m needed to 
support the CDEL programme which is estimated at £0.65m.  

o Advance funding for project fees is not received for the Women and 
Children’s hospital project fees or West Cornwall Hospital project fees.  

At this time there is no indication this funding will not be available to the Trust 
although discussions continue with NHSI on funding submissions which will 
be submitted on 27/8/21 for all PDC funded projects. 

 

Major scheme updates  

3.14 The Trust expected to submit the Full Business Case (FBC) for West 
Cornwall Hospitals for NHSEI approval in July 2021 and then start to draw 
down the funding once the case had been approved to progress the 
development. This scheme has since been paused by NHSEI until the 
Autumn pending a further review nationally of future capital funding. On this 
basis the Trust will apply to cover the costs incurred on the project to date.  

3.15 An air handling unit for CT1 is required to be installed when the CT2 air 
handling unit is replaced. The installation will take place in the final quarter 
of 21/22. 

3.16 The Progressive Recovery Unit (PRU) main scheme is targeted for 
completion by the end of October and remains on budget. The Trust has also 
been exploring and approved an option to develop and fit out the 1st floor of 
the PRU to bring it into operational use in November 21. This supports the 
strategic need for a facility to support ward decants due to ongoing fire 
remediation work next year but also in the autumn / winter this year create 
additional bed capacity to support operational demand. An update on this 
development will be reported next month including any impact on the main 
scheme from initiating work on the 1st floor development. 

3.17 The Women & Children’s Hospital business case remains under review at 
NHSE/I and within the New Hospitals Programme Team. The Trust had 
planned to be able to access funding for progress enabling works in the 
current financial year including funding for the Cardiology and Pathology 
relocation schemes, however these projects are currently paused. A request 
for project fees covering all schemes is to be submitted in August.  

3.18 Given the time it will take for NHSEI and the DHSC to approve the business 
case and any enabling costs, the recommendation is that the forecast on the 
build costs be reduced to nil for 2021/22. This will reduce the PDC 
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programme from £28.78m by c£14.52m (£4.88m for West Cornwall business 
case and £9.64m for Women & children’s). 

Public Dividend Capital 

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

3.20 The table below shows the expected PDC for the year. As at 31 July, none 
has been actually drawn down although an application has been submitted 
for £2.0m in relation to the Oncology / MRI project. This is a Trust Board 
approved project.  

3.21 Requests for funding for project fees in relation to the Women and Children’s 
Hospital (£2.98m) and West Cornwall Hospitals (£0.27m) schemes were 
recently submitted but will be revised in August as described above. These 
are Trust Board approved projects. 

 

Balance sheet – Statement of Financial Position 

3.22 The Trust held cash of £29.0m at 31 July. The cash balance will reduce as 
during the year and as year-end creditor payments are made.   

3.23 By the 30 September, depending on creditor values, the cash balance will 
be closer to £20m due to the planned deficit. 

 

Project
PDC value 
expected 
(£000)

PDC value 
drawn down 
(£000)

Approval route for borrowing
MOU 

Signed by 
RCHT

MOU 
Signed by 

DHSC
Confirmed and paperwork 
received
None N/A N/A

Expected to be finalised during 
the year

Oncology / MRI 10,384          -                
Total value approved via business 
case. The value shown here is the 
projected spend for 21/22

HIP 2 Advance 3,500            -                

Submission approved by Trust Board 
in 2020/21. Application being 
considered by NHSEI on how to use 
funding.

01/06/2020 21/04/2020

Women and Children's Hospital 
advance 

2,300            -                Application to be submitted in July

Women and Children's Hospital - 
main project

7,942            -                Value in current capital plan - will 
depend on OBC being approved

West Cornwall Hospitals advance 183               -                Application to be submitted in July
West Cornwall Hospitals main 
project 

5,403            -                

Add - Donations 250               -                

Total PDC forecast 29,962          -                

N/A

N/A

N/A

N/A

N/A

N/A
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4. Risk 
4.1 The risk within this report is financial. 

4.2 At the end of Month 4, the Trust is reporting a £1.12m deficit against a 
£1.37m deficit plan. This is £0.25m better than plan. The key revenue risks 
are linked to Covid and the detrimental impact on activity and the ERF.  

4.3 Pledge 3.1 is to “spend our money wisely”. This is included on the Board 
Assurance Framework with a linked risk (identification 7287) with current risk 
score of 12 and the key risk being the delivery of savings in the period.   

4.4 The capital risk is monitored through Pledge 3.2 and risk 8145. This 
considers the availability of capital funding for investment. The risk score is 
currently 16. The key capital risks are as follows: 

• Funding is not provided and so the Trust needs to decide whether to 
accept the operational or safety risk or breach its capital resource limit.  

• Partial funding is received resulting in the need to re-assess the risk 
associated with each capital project to determine the next steps.  

• The Trust has received approval to spend £2.5m on fire safety works in 
2021/22. This is only part of the overall investment required and work 
now required to determine how much is affordable in future years 
against this and other priorities. The Trust requires increased capital 
funding if it is to invest in infrastructure rather that repair or replace it on 
a like-for-like basis. This is currently reflected in the BAF as a strategic 
Trust risk of 16. 

4.5 There is a separate risk in relation to the Trust operating within its Capital 
Resource Limit as this is a statutory financial duty. This is not shown as a 
risk on Datix at present and the risk is currently low in relation to breaching 
this limit.  

5. Accountability 
5.1 The accountable director for this report is the Director of Finance 

5.2 Updates are provided to this committee monthly. 

6. Recommendations 
6.1 The Board is recommended to note the financial position for the period to 

31st July 2021. 

6.2 Approve the reduction of planned expenditure by £14.52m costs for the 
Women and Children’s Hospital and West Cornwall Hospital schemes 
building programme elements in 2021/22.
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Appendix 1a - Income and Expenditure Detail 
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Appendix 1b – Pay and variable pay trends 

 
In month, pay totalled £26m which is c£1.4m lower than plan due to vacancies, reduced elective 
activity and reduced Covid-19 expenditure. Non-pay expenditure of £17.6m was £0.4m higher than 
plan due to Covid-19 non-pay expenditure. 
 

 
Agency spend has increased month on month by £140k and was £1.51m in July. There was a similar 
increase between May and June. 
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Appendix 1c – Agency spend 

 
 

• The agency budget for the Trust has been set at £12m which is consistent with last year. 
• Non-medical agency totalled £1.11m in month which doubled since April; Nursing and Midwifery 

costs remain variable.  
• Medical agency spends totalled £0.4m in month compared to £0.41m last month.  
• The 20 most expensive medical agency staff cost the Trust £0.19m 
• In Month, there were 13 Medical agency workers that have worked for the Trust for more than two 

months. The data remains unavailable for non-medical agency staff.  
• Nine medical agency staff cost more than £100 per hour and so subject to Chief Executive sign-

off. 
 

 

Page 239 of 412



 
Appendix 1d – Statement of Financial Position 

 
 
o The Balance Sheet value will deteriorate where a deficit is incurred. 

 
o Cash Key Performance Indicators (KPIs) are covered in the following section. 

 
o The cash balance will reduce as year-end creditor payments are made.  

 
o By the 30 September, depending on creditor values, the cash balance will be closer to £20m due to 

the planned deficit.  
 

 

 

Opening 
Balance at 
1 April 2021

£m

Actual 
Previous 

Month 
Balance

£000

Actual 
Current 
Month 

Balance
£000

Actual In 
Year 

Movement
£000

Actual 
Monthly 

Movement
£000

Non Current Assets Property, Plant & Equipment 205,475       204,744       207,430       1,956          2,686          
Intangible Assets 9,990          9,486          9,313          (677)            (172)            
Trade & Other Receivables (Debtors) 1,123          1,123          1,123          -                 -                 

Current Assets Inventories (Stock) 8,980          9,176          9,045          65               (131)            
Trade & Other Receivables (Debtors) 11,266        19,507        17,166        5,900          (2,342)         
Cash 42,085        28,069        28,959        (13,126)       890             

Current Liabilities Trade & Other Payables (76,207)       (69,253)       (71,477)       4,730          (2,224)         
Borrowings (1,653)         (1,587)         (1,565)         88               22               
Provisions (978)            (978)            (978)            -                 -                 

Non Current Liabilities Trade & Other Payables (0)               (396)            (352)            (352)            44               
Borrowings (5,879)         (5,879)         (5,879)         -                 -                 
Provisions (3,827)         (3,766)         (3,766)         61               -                 

TOTAL ASSETS EMPLOYED 190,375       190,247       189,021       (1,355)         (1,226)         
Taxpayers' Equity Public Dividend Capital 268,646       268,646       268,646       -                 -                 

Retained Earnings (114,705)      (114,834)      (116,060)      (1,355)         (1,226)         
Revaluation Reserve 36,434        36,434        36,434        -                 -                 

TOTAL TAXPAYERS' EQUITY 190,375       190,247       189,021       (1,355)         (1,226)         

STATEMENT OF FINANCIAL POSITION AS AT 31 JULY 2021
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Appendix 1e – Cash, debtors, creditors and payments performance 
 

The following KPIs help the Trust monitor its cash and working capital. 

 
 

Following submission of a plan for months 1-6 the Trust has been able to 
forecast its cash flow to 30 September 2021.  The closing cash balance 
based on a planned deficit position of £3.14m is forecast to be c£20m.   
Cash is forecast to decrease significantly during the first 6 months of the 
year as £18m capital creditors unwind.    

The Trust’s debt position has reduced by £4.4m since June, to £4.9m. Of 
note, Health Education England paid £0.2m for June 2021’s GP training and 
£2.7m for April to September 2021’s learning and development 
agreement, CPFT paid £0.6m for May and June Inter-Trust Agreement 
monies, and PPD Global paid £0.7m regarding covid vaccine clinical trials. 
Debt greater than 30 days has fallen by £0.2m from last month whilst debt 
greater than 90 days has remained at last month’s value. 

 
 

The creditor days calculation shows total liabilities outstanding as a 
proportion of total expenditure. Creditor days change significantly at 
each year end as the NHS agreement of balances exercise is undertaken 
and debt is cleared. Creditor days for July 2021 are 35 days higher than 
at July 2020, as highlighted on the graph. 

The Trust aims to pay at least 95% of creditor invoices by the due date, 
with a focus on non-NHS suppliers. For the 4 month period to 31 July 
2021, 97.4% of trade creditor invoices (by volume) were paid within 
payment terms. The PSPP% is expected to fall if the cash position 
deteriorates. 
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Appendix 2 – Capital programme spend v plan 
 

 

 

 

YEAR TO DATE

Board
Budget 

£k
Actual

£k
Variance 

£k
Budget 

£k
Actual

£k
Variance 

£k
Budget 

£k
Actual

£k
Variance 

£k
Building Bril l iance Board 899 1,315 (416) 1,902 2,399 (497) 2,801 3,713 (912)

Medical Equipment Board (MEB) 336 745 (409) 0 0 0 336 745 (409)

MEB - High Value 22 43 (21) 0 0 0 22 43 (21)

Estates Backlog 858 791 67 0 0 0 858 791 67

E-Health Programme Board 281 382 (101) 0 0 0 281 382 (101)

Salaries 490 496 (6) 0 0 0 490 496 (6)

Donations 0 0 0 33 33 (0) 33 33 (0)

CONTINGENCY 0 0 0 0 0 0 0 0 0

Total 2,886 3,773 (887) 1,935 2,432 (497) 4,821 6,205 (1,384)

CDEL Non-CDEL Total
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Meeting:  Trust Board In Public 

Date of Meeting:  02 September 2021 

Item Number:  14 

Title of Report:  Maternity Services Patient Safety Monthly Report 

Executive Director Lead: Deputy Chief Executive Officer / Dual Director of 
Nursing, Midwifery and Allied Health Professionals  

Author and Job Title: Jane Urben Head of Midwifery 

Jon Clarke Clinical Director for Women Children and HIV 
Services 

Email Address:  jane.urben@nhs.net jon.clarke3@nhs.net 

Purpose of the Report: 

Approve ☐ Discuss ☒ Note ☒ Endorse ☐ 

To note the monthly assurance report 

Consultation: 

Care Group Board  

Local Maternity and Neonatal System Board 

Key Risks (please tick one or more): 

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

Impact Assessment: 

The clinical care discussed in this paper affects families and in particular babies and 
their parents. The benefits of implementing these standards stretch across all 
diversities within the Equalities Act. 

Recommendation(s): 
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The Board is recommended to 
• Note that the Trust has submitted a compliant CNST Year 3 submission; 
• Note that the new CNST Year 4 Safety Standards have been published and 

sent to the Trust; 
• Note the position against the immediate and essential actions in the 

Ockenden Report which was submitted by the Deputy Chief Executive Officer 
/ Dual Director Of Nursing, Midwifery and Allied Health Professionals on 
behalf of the Chief Executive on the 30 June 2021; 

• Receive this assurance report highlighting the current safety issues and 
progress of the Maternity Services at RCHT.  
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Maternity Safety Report 

1. Situation 
 

The purpose of the report is to provide the Trust Board with a monthly update on all 
maternity patient safety issues in line with the Ockenden Report recommendations. 

The purpose of this paper is to provide assurance of the safety of RCHT Maternity 
Services. This monthly report is a requirement of the Ockenden Report 

recommendations and covers the following: 
  

• All maternity and neonatal Serious Incidents;  
 

•  Incidents graded as moderate harm or above; 
 

• Any key update in the Trust’s position in meeting national ambition trajectories for 
stillbirth, brain injury, maternal mortality, neonatal mortality and preterm birth 
rates; implementation rates of Saving Babies Lives Care Bundle Version 2 
(SBLVB) and Continuity of Carer; 

 

• Safe Staffing Levels; 
 

• Any Correspondence or concerns raised by the Regional Chief Midwife and Lead 
Obstetrician, Coroners, Deaneries, national bodies including NHS Resolution, 
CQC, HSIB or the Invited Review process; 

 

• The service level Maternity dashboard is attached as Appendix One. 

2. Background 
 

2.1 Maternity and Neonatal Serious Incidents  
 

There were no Serious Incidents declared in July 2021.  
 
 
2.2 Maternal Deaths, Neonatal Deaths and Stillbirths 
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There have been no maternal deaths in the Trust in July 2021.   

There was one stillbirth in July 2021.  The mother was on a Continuity of Carer 
pathway with the Heron Team.  The Heron Team provide additional care, advice and 
support for women of black and Asian ethnicity giving full continuity of Midwife through 
the antenatal period, birth and postnatal care.  The mother reported reduced fetal 
movements at 37 weeks and on examination there was no fetal heartbeat.  No care 
issues have been identified. 

 

2.3 Incidents graded as Moderate Harm  

There were two maternity incidents graded moderate in the Trust in July 2021.  

Incident 1 involved a shoulder dystocia at a homebirth 
 

Normal birth of the baby was in progress with no delay evident.  Following delivery of 
the baby’s head, the shoulders became stuck in the pelvis.  This is an obstetric 
emergency known as a shoulder dystocia. All midwives and obstetricians are fully 
trained to deal with this emergency. The baby was born in a poor condition requiring 
resuscitation including cardiac compressions.  The baby was successfully 
resuscitated and has made a full recovery. 

Learning from Incident: 

• The management and documentation of the shoulder dystocia was reviewed 
and found to be excellent.  
  

• No care and service issues were identified.  

Incident 2 involved a post-partum haemorrhage with inverted uterus following 
a homebirth.  

 

A woman having her first baby went into labour at home. She had planned to go to 
the birth centre but decided to stay at home. She had chosen to have an active 
management of the 3rd stage (delivery of the placenta and membranes after the birth 
of the baby using an injection of syntocinon to help the uterus contract) and had 
written this in her birth plan. After delivery the Community Midwives conducted a 
physiological 3rd stage (natural delivery of the placenta with maternal effort and no 
drugs given).  
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She had a subsequent Post-Partum Haemorrhage (PPH)and was transferred into 
the delivery suite and into the obstetric theatre. She was found to have an inverted 
uterus and had 4.3 litre blood loss.  She was transferred to Critical Care and made a 
good recovery and was subsequently discharged home.  
 
Learning from the incident: 
 

• Although the inverted uterus and PPH were not caused by the mode of 
delivery of the placenta, evidence of full discussion and informed consent was 
not clearly documented. A physiological third stage was conducted without the 
risk and benefits being clear to the woman.  The policy was not followed in 
this respect and an active 3rd stage using syntocinon should have been 
initiated unless the woman declined; 

 
• The change of plan to a homebirth did not allow full preparation for a 

homebirth and discussion about transfer in an emergency; 
 

• Best practice was followed and a full multi-professional debrief with all staff 
involved in the care was facilitated. 

 
Actions have been taken to address the learning from the incident and are already in 
place.  This includes a reminder to midwives that even in a birth with no drugs or 
pain relief, an active 3rd stage for delivery of the placenta should be recommended 
and the risks and benefits of a physiological delivery without syntometrine is 
associated with increased blood loss. 
 
All learning will be incorporated into skills drills emergency training for midwives and 
obstetricians.  
 

2.4 Maternity Patient Safety Dashboard (Appendix One) 
 

The dashboard is green overall for July 2021  
 
2.4.1 Sickness Absence Rate 

 
Sickness rates for Midwives and Maternity Support Workers remain high and red on 
the dashboard. This is being impacted by COVID - 19 infection rates rising in Cornwall.  
A robust package of support is in place for staff to address stress and burnout at work.  
Professional midwifery Advocate (PMA) restorative support is ongoing and available 
to all MSWs. 
 
The Maternity Service is supported by an HR People Partner to ensure sickness 
absence management is correctly followed and all initiatives for staff support is in 
place.  
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2.4.2 Third Degree Tears  

 
The number of reported third degree tears sustained following the birth of the baby 
has increased this month.  This has previously been green and will be monitored to 
ensure this is not a trend.  
 
 
2.4.3 Smoking in Pregnancy  

 
Smoking at time of delivery has increased slightly to 12.4%. There are a number of 
initiatives in place to significantly reduce smoking in pregnancy, however, Cornwall 
and the Isles of Scilly has above the national average rates of smoking in pregnancy.  
There is a correlation with deprivation and family stress.  Smoking in pregnancy is 
associated with poor intrauterine growth, stillbirth and sudden infant death (SID) and 
is a key maternity deliverable as part of the NHS Long Term Plan.  Maternity Services 
are working with the wider Public Health service in Cornwall and other agencies to 
address this wider health concern.  
 
2.5 Ockenden Report Recommendations Update Position 

 
The Trust submitted evidence of compliance with the Interim Ockenden 
Report - Immediate and Essential Action (IEAs) ahead of the deadline of the 30 June 

2021. 
 
There are two areas requiring some further actions in order for them to be fully  
embedded. These are described below: 
 
IEA 2 Listening to Women and Families. 
 
The Advocate Role is still awaiting national job description and process for 
recruitment. The Trust is not able to proceed with this action at present. 
 
IEA 7 Women must have access to accurate Information to enable Informed 

Choice 
of Intend Place of Birth and Mode of Delivery including Caesarean Section 
 
There is a newly developed Personalised Care Plan (PCP) co-produced with the 
Kernow Maternity Voices Partnership (MVP).  This was launched on the 1 July 2021 
and training for staff is currently in progress.  The Ockenden requirements include an 
audit of the use of the PCP and this will be carried out three months from the launch 
date.  
 

2.6 CNST Year 3 –Ten Maternity Safety Standards 
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The Trust has submitted a compliant CNST declaration for the Year 3 Ten Safety 
standards.  Year 4 standards have been published and received by the Trust. The 
Trusts position against the new standards will be reported in a future meeting. 

2.7 Saving Babies Lives Care Bundle  
 

Outlined below is the Trusts current position in relation to the five elements of the care 
bundle.  

Element 1: Reducing Smoking in Pregnancy.  This is an amber RAG rating. Carbon 
Monoxide (CO) monitoring in pregnancy is in place but the action remains amber until 
the audit of compliance has been carried out.  This is due in October 2021.    

Element 2: Prevention and surveillance of foetal growth restriction.  All actions 
are green.  

Element 3:  Raising awareness of reduced foetal movements.  All actions are 
green. 

Element 4:  Effective fetal monitoring.  All actions are green. 

Element 5: Prevention of Pre-term Birth.  All actions are green. 

 
2.8 Safe Staffing Levels 

Midwifery staffing remains a concern with a current score of 12 on the Maternity risk 
register due to sickness absence and significantly high numbers of staff on maternity 
leave.  Recruitment of Midwives and Maternity Support Workers has continued 
throughout the COVID – 19 Pandemic with on-line interviews and assessments and 
recruitment of all newly qualified midwives from the student training. 

There are currently 7 WTE midwifery vacancies and the recruitment process is 
underway including interviewing five 3rd year student midwives who will be qualifying 
in the summer. The Trust has submitted an expression of interest to the region in 
relation to a national request and funding for midwifery international recruitment. 

All sickness absence is managed with the input of human resources and occupational 
health and all staff off sick are supported by the Professional Midwifery Advocate 
(PMA) Team.  Maternity has embraced many of the Trust’s initiatives aimed at 
supporting staff to cope with mental health issues and stress and anxiety during the 
Covid-19 pandemic. 

Flexible working, retire and return and family friendly work patterns are all available to 
midwives and MSWs to ensure experienced staff are retained. 
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3. Any Correspondence or Concerns Raised by the Regional Chief Midwife and 
Lead Obstetrician, Coroners, Deaneries, National bodies including NHS 
Resolution, CQC, HSIB or the Invited Review process 

 

None received. 

3.1 HSIB National Report published in July 2021:  Suitability of equipment and 
technology used for continuous fetal heart rate monitoring. 

National Findings 
 

• There is variation in the way Trusts approach the procurement of equipment 
and in the use of multidisciplinary team working during the procurement 
process; 
 

• Training is focused on CTG and fetal heart pattern interpretation.  There is no 
consistent approach to training for maternity staff on the equipment they use.  
This should be part of the fetal monitoring training for all Trusts with 
competency checks for maternity staff on the operation of CTG monitoring 
equipment; 
 

• Centralised monitoring is often installed and used with no clear understanding  
of its purpose or clearly defined roles and responsibilities for staff using it. 
 

This report has been reviewed through the maternity governance meetings with the 
multi professional team and recommendations will be incorporated into the maternity 
training programme for all midwives and obstetricians. 

3.2 NHS England Publication released this month: Immediate and medium-
term actions to ensure the safe care of pregnant women who have tested 
positive for COVID-19, and the management of current pressures on maternity 
and neonatal services. 

National guidance has been published this month in response to the rise in the 
number of non-vaccinated pregnant people becoming ill during pregnancy and 
pressures on maternity services throughout the country.   

1. Guidance for the management of COVID -19 positive patients in relation to 
pregnancy, birth and care of the neonate; 
 

2. Guidance in relation to vaccination of women in pregnancy; 
 

3. Use of staff and multi-disciplinary team in maternity care.  
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All recommendations have been reviewed in relation to the management of COVID -
19 positive women. All positive women are advised to carry out regular oxygen 
saturation monitoring on discharge from hospital and this action has been 
implemented and added to local clinical protocols. 

The Maternity Service has robust plans in place for all care and operation pressures 
resulting from high activity and staffing issues resulting from COVID - 19 positive 
women and staff.   

Uptake of the vaccine in pregnancy has been low nationally due to the initial advice 
that the vaccine should not be given to pregnant women.  This recommendation is 
now reversed and all women in pregnancy should be offered the vaccine.  It has 
been challenging to change the minds of women currently at the end of their 
pregnancies who were subject to the initial advice.  The Trust has worked with the 
Maternity Voices Partnership (MVP), communications team, Trust Vaccination Lead 
and the Local Maternity and Neonatal System (LMNS) encouraging the uptake of the 
vaccine and providing reassurance and information. There is also a national media 
communication drive from the Chief Midwife and NHS England. 

Evidence is that the most influential and effective input and advice to pregnant 
women comes from the woman’s own midwife.  With this in mind, midwives have 
had additional support and training to provide clear and up to date guidance for 
families about the risks of COVID - 19 in pregnancy and the benefits of vaccination.  

4.0 HSIB Investigation Reports  

Maternity Investigation 2021-2861 has been received by the Trust in July 2021 
(appendix two).  This report involved a first pregnancy.  Following induction of labour, 
the baby was born unexpectedly in poor condition and fulfilled the criteria for 
therapeutic cooling.  The baby made a full recovery.  The report found the care 
provided in the antenatal, intrapartum and postnatal period, including the neonatal 
care and cooling of the baby, were within national recommendations and best 
practice.  The report does not contain any safety recommendations for the Trust.  

4. Risks 
 

Maternity Staffing  
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5.1 Midwifery staffing remains as a high risk 12 on the risk register (ID 7399).  Sickness 
absence and high levels of maternity leave have impacted on this over the last few 
months.  A number of initiatives are in place to support staff at work and reduce 
workplace stress.   

5.2 The risk to the sonography service is significant due the requirement for specialist 
skills and a small team.  This is a national picture with an acute shortage of 
sonographers.  The team have secured training funding from Health Education 
England and are currently training a total of 5 staff including 2 full time midwives.  

6 Accountability 
 

The Head of Midwifery, Clinical Directors for Women, Children and HIV Services are 
responsible for delivering the actions in this report. The Executive Dual Director for 
Nursing, Midwifery and Allied Health Professionals is responsible for the oversight of 
Maternity Services. The Trust Board are accountable for the content and 
recommendations of this report. 

7 Recommendations 
 

• Note that the Trust has submitted a compliant CNST Year 3 submission; 
• Note that the new CNST Year 4 Safety Standards have been published and 

sent to the Trust; 
• Note the position against the immediate and essential actions in the 

Ockenden Report which was submitted by the Deputy Chief Executive Officer 
/ Dual Director Of Nursing, Midwifery and Allied Health Professionals on 
behalf of the Chief Executive on the 30 June 2021; 

• Receive this assurance report highlighting the current safety issues and 
progress of the Maternity Services at RCHT.  
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RCHT MATERNITY SERVICES - Clinical Scorecard - Year 2021/2022

Sparkline

AMBER AMBER RED GREEN

Number of Bookings 379 340 362 324 1405

Cross border bookings 20 26 29 18

out of county bookings 0 1 1 1

Number of Bookings > 12wks 22 23 23 22 90

Number of Bookings > 12wks % 5.8% 6.8% 6.4% 6.8% 6.4%

Predicted Month Nov/21 Dec/21 Jan/22 Feb/22 Mar/22 Apr/22 May/22 Jun/22 Jul/22 Aug/22 Sep/22 Oct/22

Predicted Births in Month 322 289 308 275 1194

TOTAL BIRTHS IN CORNWALL 313 304 368 345 1330

Number of women delivered 314 300 362 343 1319

Births RCH consultant led 226 212 291 240 969

Booked for delivery at RCH consultant led 132 99 150 125 506

% of total births RCH 72.2% 69.7% 79.1% 69.6% 72.9%

RCHT Birthing Centre 46 57 50 69 222

Booked for delivery at RCHT BC 122 150 158 155 585

% of total births RCHT BC 14.7% 18.8% 13.6% 20.0% 16.7%

Penrice Birth Centre 11 7 10 3 31

Booked for delivery at Penrice BC 15 18 12 17 62

% of total births Penrice 3.5% 2.3% 2.7% 0.9% 2.3%

Isles of Scilly 0 1 0 0 1

Booked for delivery at Isles of Scilly 1 1 1 2 5

% of total births Isles of Scilly 0.0% 0.3% 0.0% 0.0% 0.1%

Helston Birth Centre 0 1 0 3 4

Booked for delivery at Helston BC 3 4 8 9 24

% of total births Helston BC 0.0% 0.3% 0.0% 0.9% 0.3%

Home 25 21 13 20 79

Booked for delivery at Home 37 24 29 26 116

% of total births Home 8.0% 6.9% 3.5% 5.8% 5.9%

Total Midwifery led births 82 87 73 95 0 0 0 0 0 0 0 0 337

Total Births community % 26.2% 28.6% 19.8% 27.5% 25.3%

No. Intrapartum Transfers community (Primips) 1 1 2 3

% Intrapartum Transfers (Primips) 1.2% 1.1% 2.7% 3.2% 0.0%

No. Intrapartum Transfers community (Multips) 4 3 2 3 12

% Intrapartum Transfers (Multips) 4.9% 3.4% 2.7% 3.2% 3.6%

No. of Birth Centre Intrapartum Transfers 15 19 24.00 16.00

Births Other (inc BBA's) 6 4 5 10 25

% of total births Other 1.9% 1.3% 1.4% 2.9% 1.9%

Unaccommodated Home Births/BC 0 0 0 0 0

Unaccommodated Home Births / BC % 0.0% 0.0% 0.0% 0.0% 0.0%

Births from out of county 0 3 2 5 10

Vacancy Rate WTE MW 4.60 6.49 6.49 2.50

Vacancy Rate MSWs 3.00 6.55 6.55 1.20

Sickness % Acute MWs 5.20% 5.10% 5.90% 7.62%

Sickness % Acute MSWs 6.40% 5.60% 11.60% 7.90%

Sickness % Community MWs 1.20% 3.40% 4.00% 3.49%

Sickness % Community MSWs 1.70% 0.70% 3.20% 12.39%

Midwife to birth ratio 01:28 01:27 01:33 01:29

Sickness % Doctors 0% 3.3% 1.6% 3.90%

Appraisals % MWs 68.42% 64.97% 50.00%

Appraisals % MSWs 60.00% 58.33% 53.44%

No. shifts escalation policy triggered externally 0 1 3 3 7

No. shifts D/S coordinator not supernumery 0 0 0 1 1

No. shifts coordinator not available on D/S 0 0 0 0 0

No. sessions con obs not available on D/S 0 0 0 0 0

No.sessions con anaes not available on D/S 0 0 0 0 0

No.shifts resident anaes not avail on D/S 0 0 0 0 0

No. theatre case ODP not available on D/S 0 0 0 0 0

Eligible women not receiving 1:1 labour care 1 1 4 0 6

Eligible women not receiving 1:1 labour care % 0.3% 0.3% 1.1% 0.0% 0.5%

Elective C/S 35 24 51 40 150

Elective C/S % 11.18% 7.89% 13.86% 11.59% 11.3%

Emergency C/S 38 39 35 45 157

Emergency C/S % 12.14% 12.83% 9.51% 13.04% 0
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Total LSCS's 73 63 86 85 307

Total LSCS's % 23.32% 20.72% 23.37% 24.64% 23.1%

General Anaesthetics C/S 3 3 2 4 12

General Anaesthetics C/S % 4.1% 4.8% 2.3% 4.7% 3.9%

Women requiring level 3 care 0 1 0 3 4

Women requiring Enhanced Level One Care 2 3 5 4

Maternal Death 0 0 0 0 0

Forceps 15 25 24 22 86

Forceps % 4.79% 8.22% 6.52% 6.38% #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! 6.5%

Ventouse 10 13 24 18 65

Ventouse % 3.19% 4.28% 6.52% 5.22% #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! 4.9%

Total Instrumentals 25 38 48 40 151

Total Instrumentals % 7.99% 12.50% 13.04% 11.59% 11.4%

Unsuccessful Instrumental Deliveries 0 0 0 0

Shoulder Dystocia (number) 6 4 6 7

Twins 1 4 6 2 13

Vaginal Breech :term singleton 0 1 2 1 4

Vaginal breech all 0 1 3 0 4

Normal Delivery rate: Countywide 214 201 229 219 863

Normal Delivery rate: Countywide % 68.37% 66.12% 62.23% 63.48% 64.9%

Spontaneous birth rate (ND + br) 214 203 234 220 871

Births from conception < 16 years age 1 0 0 0 1

Births from conception < 18 years age 8 2 1 1 12

Births from women > 40 26 15 26 17 84

No women delivering with prev C/S 38 22 39 35 134

No Previous C/S having Elec C/S 19 9 25 23 76

%Previous C/S having Elec C/S 50.00% 40.91% 64.10% 65.71% 56.72%

Previous C/S: Emm C/S 5 8 4 2 19

VBAC Uptake 17 10 12 12

Previous C/S: Vaginal birth (VB) 14 5 10 11 40

Successful VBAC rate% 82.4% 50.0% 83.3% 91.7% #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0!

VBAC uterine rupture 0 0 0 0 0

3rd degree tears - unassisted births 4 4 7 8 23

3rd degree tears - assisted births 1 2 1 3 7

3rd degree tears % 2.1% 2.5% 2.8% 4.2% 2.9%

4th degree tears - unassisted births 1 0 0 0 1

4th degree tears - assisted births 0 0 0 0 0

4th degree tears % 0.4% 0.0% 0.0% 0.0% 0.1%

Episiotomy 35 41 47 35 158

Episiotomy % 11.2% 13.5% 12.8% 10.1% 11.9%

PPH 1000 - 1499 mls - Vaginal Birth 8 7 7 5 27

PPH 1000 - 1499 mls - Caesarian 2 4 0 4 10

PPH 1000 - 1499 mls - Total 10 11 7 9 37

PPH 1000 - 1499 mls % 3.19% 3.62% 1.90% 2.61% #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0!

PPH 1500 -1999 mls - Vaginal Birth 4 4 5 4 17

PPH 1500 -1999 mls - Caesarian 4 1 0 1 6

PPH 1500 -1999 mls - Total 8 5 5 5 23

PPH 1500 -1999 mls % 2.56% 1.64% 1.36% 1.45% #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! 0

Major PPH over 2000mls - Vaginal Birth 1 1 4 2 8

Major PPH over 2000mls - Caesarian 1 2 0 0 3

Major PPH over 2000mls -Total 2 3 4 2 11

Major PPH over 2000mls % 0.6% 1.0% 1.1% 0.6% #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! 0.8%

MOH Trigger Phrase Used 0 0 2 1 3

MOH Trigger Phrase Used % 0.0% 0.0% 0.5% 0.3% 0.2%

manual removal of placenta 3 4 13 10 30

manual removal of placenta % 1.0% 1.3% 3.5% 2.9% 2.3%

Induction of labour 118 120 136 112 486

Induction of labour % 37.70% 39.47% 36.96% 32.46% 36.5%

No. babies born through meconium 43 42 32 47 164

Meconium aspirate 0 2 1 3 6

Meconium aspirate % 0.0% 4.8% 3.1% 6.4% 3.7%

Babies admitted to NNU > 37 weeks 15 33 31 26 105

Number of babies requiring cooling (72hrs) 1 0 0 0 1

Number of cases of HIE (grade 2 and 3) 0 0 0 0 0

Number of babies with Metabolic Acidosis 2 0 2

Pre term birth < 37 weeks 9 13 18 17 57

Pre term birth < 34 weeks 4 1 4 6 15

Pre term birth < 27 weeks 0 0 2 0 2

% of preterm births 4% 5% 7% 7% 6%

Term babies < 2500g 11 10 6 3 30

Apgar < 7 @ 5 mins 6 3 7 7 23

No. of Inutero Transfers <27wks 1 1 0 1 3

No. of Inutero Transfers <27wks % 0.3% 0.3% 0.0% 0.3% 0.2%

No. of Inutero Transfers > 27wks 0 0 0 0 0

No. of Inutero Transfers > 27wks % 0.0% 0.0% 0.0% 0.0% 0.0%

Still Births (Pre term) 0 0 0 0 0

Still Births (Term) 0 0 0 1 1
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Intrapartum Stillbirth 0 0 1 0 1

Neonatal Deaths < 7 days 0 2 0 0 2

Neonatal Deaths > 7 days 0 0 0 1 1

Perinatal Mortality 0 2 1 1 4

Perinatal Mortality % 0.0% 0.7% 0.3% 0.3% 0.3%

Livebirths 16 to 23+6 (excluding TOPFA's) 3 0 0 1

Miscarriage 16 to 23+6 (excluding TOPFA's) 0 2 3 2

No. of Babies born at >37+6 <3rd Centile 9 7 13 13

No. of babies born >37+6 <3rd Centile % 69% 64% 76% 43%

No. of babies born >39+6 <10th centile 13 15 9 8

Babies born at >39+6  <10th centile % 50% 58% 36% 67%

BMI <20 13 24 23 19 79

BMI <20 % 4.2% 7.9% 6.3% 5.5% 5.9%

BMI 30-34.99 65 56 66 42 229

BMI 30-34.99 % 21% 18% 18% 12% 17%

BMI 35-39.99 31 24 28 18 101

BMI 35-39.99 % 10% 8% 8% 5% 0

BMI 40-49.99 18 18 12 22 70

BMI 40-49.99 % 5.8% 5.9% 3.3% 6.4% 5.3%

BMI >50 1 0 3 2 6

BMI 50 % 0.3% 0.0% 0.8% 0.6% 0.5%

Smoking at Delivery 49 27 42 43 161

Smoking at Delivery % 15.65% 8.88% 11.41% 12.46% 12.1%

Breast fed at birth 237 235 277 259 1008

Breastfeeding % at birth 75.72% 77.30% 75.27% 75.07% 75.8%

Breast feeding at Day 10 227 193 263 236 919

Breastfeeding % at Day 10 72.5% 63.5% 71.5% 68.4% 69.1%

Breast feeds on transfer to HV 0

Number of babies of readmitted <28days with 

feeding concerns
25 19 32 76

% Readmitted <28days feeding concerns 8.0% 6.3% 8.7% 0.0% 5.7%

Number of babies readmitted < 28 days other 21 37 28 86

% Readmitted < 28 days other 6.7% 12.2% 7.6% 0.0% 6.5%

Never Event 0 0 0 0 0

Serious Incident 1 1 3 0 5

Complaints Formal 1 4 3 0 8

Complaints Informal 1 1 3 0 5

New claims 0 0 1 2 3

Maternal Readmissions 3 2 4 3 12

Clinical incidents 120 101 136 150 507

Precipitate births on antenatal ward 0 0 1 0 1

Non-precipitate births on antenatal ward 0 0 0 0 0

Delay in Induction of labour 2 0 12 16 30

Established labour on ante natal ward 0 0 0 0 0

Clinical incidents 73 60 86 95 314

High activity/ internal escalation policy 0 0 4 5 9

Below minimum staffing 0 0 0 3 3

No Staff Breaks 0 0 2 0 2

Protocol violation 9 6 6 11 32

Equipment failure/unavailabilty 8 4 2 3 17

Slips/trips/falls/needlestick/splash 3 0 1 2 6

Medication errors 1 7 3 0 11

other: eg documentation/communication 24 24 4 17 69

NIPE Screening Compliance 96.8% 96.4% 97.2% 95.0% 4

Documentation Audit compliance 87% 84% 85% 89% 3

NEWS compliance 89% 90% 82% 92% 4

MEOWS chart compliance 93.00% 95.00% 97.00% 97.00% 4

Intrapartum MEOWS 83.00% 90.00% 86.00% 93.00% 4

Community Equipment Audit 94.80% 95.60% 97.61% 3

Community Cannulation compliance 96.05% 90.70% 90.70% 90.70% 4

Home Birth Risk Assessments 100.00% 100.00% 97.10% 100.00% 4
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Section 1. HSIB investigations 

1.1 How HSIB decides what to investigate 

HSIB will undertake maternity investigations in accordance with the Department of 

Health and Social Care criteria (Maternity Cases Directions, 2018), taken from Each 

Baby Counts and MBRRACE-UK. 

In accordance with these defined criteria, eligible babies include all term babies (at 

least 37+0 weeks of gestation) born following labour, who have one of the following 

outcomes: 

Intrapartum stillbirth: when a baby was thought to be alive at the start of labour and 

was born with no signs of life. 

Early neonatal death: when a baby dies within the first week of life (0-6 days) of any 

cause. 

Potentially severe brain injury diagnosed in the first seven days of life, when a baby:  

• was diagnosed with grade III hypoxic ischaemic encephalopathy (HIE) or 

• was therapeutically cooled (active cooling only) or 

• had decreased central tone and was comatose and had seizures of any kind. 

The defined criteria for maternal death investigations are:  

Maternal death: death of a mother while pregnant or within 42 days of the end of the 

pregnancy*, from any cause related to or aggravated by the pregnancy or its 

management, and not from accidental or incidental causes.  

• Direct: deaths resulting from obstetric complications of the pregnant state 

(pregnancy, labour and puerperium), from interventions, omissions, incorrect 

treatment or from a chain of events resulting from any of the above. This 

excludes cases of suicide. 

• Indirect: deaths from previous existing disease or disease that developed 

during pregnancy and which was not the result of direct obstetric causes, and 

which was aggravated by the physiological effects of pregnancy in the 

perinatal period (during or within 42 days of the end of pregnancy).  

*Includes giving birth, ectopic pregnancy, miscarriage or termination of pregnancy. 
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1.2 HSIB investigation approach 

It is the role of HSIB to investigate safety incidents without attributing blame or 

liability. The focus is to identify opportunities to learn and to improve patient safety 

across the system.  

HSIB is funded by the Department of Health and Social Care. It is hosted by NHS 

England and NHS Improvement. HSIB acts independently. It is independent from 

regulatory bodies including the Care Quality Commission (CQC). HSIB’s ambition is 

to bring a new perspective and develop meaningful and influential recommendations 

to support improvements in patient safety. 

HSIB’s maternity investigations replace any local incident conducted by the 

healthcare organisation in which the mother and baby received care.  

HSIB investigations are independent, it does not investigate on behalf of families, 

staff, organisations or regulators. Where recommendations are made, these are 

directed to a specific organisation, and to other organisations or bodies who can 

influence and support change. 

Findings and safety recommendations  

On completion of the investigation, the report will contain findings which reflect 

information that was discovered through analysis of the evidence collected during 

the investigation. 

Safety recommendations are made to organisations when the findings identified 

during an investigation are considered to be contributory to the outcome.  

Not all reports will contain safety recommendations and organisations are guided 

to use the findings to support learning and change. 
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Section 2. Referral, investigation and terms of reference 

2.1 Referral of the case  

The Trust contacted the Healthcare Safety Investigation Branch (HSIB) about the 

incident, which met the criteria for HSIB to conduct a maternity investigation. 

 

2.2 Investigation process and methodology 

HSIB uses a standard process in all its maternity programme investigations: 

• Gather all relevant evidence 

• Establish the factual circumstances leading up to the incident 

• Analyse the evidence 

• Identify the most significant safety factors and safety issues that contributed to 

the incident being investigated 

• Formulate safety recommendations and findings 

This process is supported by the following: 

2.2.1 Review of medical records 

All relevant medical records pertaining to a mother and baby are provided on request 

by a trust after the family have consented to HSIB conducting an investigation. 

These may include hospital records and relevant correspondence, GP records, 

ambulance service records and transcripts. 

All relevant trust policies, procedures and practices are reviewed. This may include a 

review of acuity tools, records of acuity levels and staff duty rosters. Additionally, 

investigators may undertake a walk-through of a mother’s and baby’s journey within 

the maternity service. 

2.2.2 Family interviews 

Introductory and supplemental interviews are held with the family to understand their 

recollection of events and to hear their concerns. Involvement of families in the 

investigation process is a fundamental part of HSIB’s work, adding value to the 

evidence gathered and the learning outcomes. 
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2.2.3 Subject matter review panels 

The panels during this investigation were attended by experienced subject matter 

advisors in obstetrics, midwifery, and neonatology, who provided advice and 

guidance to the investigation team. Their guidance includes signposting to evidence, 

national guidance and current best practice. The panel assists in formulating the 

investigation’s terms of reference and key lines of enquiry. The investigators also 

have access to human factors specialists throughout the investigation process. 

2.2.4 Staff interviews 

Face to face or virtual interviews are conducted with key participants of the incident, 

who are able to provide a depth of information in addition to the medical records. 

HSIB may also request interviews with other members of a trust who may be able to 

provide further background information to support the investigation. Where 

individuals may be able to provide small pieces of information relevant to the 

investigation, investigators may conduct telephone or email enquiries. 

2.2.5 Analysis 

HSIB uses a range of analysis tools to review the evidence collected during the 

investigation process. These include human factors thinking (H-FACS), Systems 

Engineering Initiative for Patient Safety (SEIPS) (Holden, Carayon, Gurses, & 

Hoonakker, 2013) and the Maternity Investigation Matrix (MIM), which is derived 

from the accident investigation matrix (Harris, 2011). These tools allow investigators 

to incorporate evidence from a range of sources, with the emphasis on how people 

interact with the tools, systems, and situations they encounter. A safety-II approach 

(Hollnagel, Wears, & Braithwaite, 2015) is used to compare how ‘work as 

prescribed/imagined’ compares with ‘work as done’. The basis of human factors as a 

science is to understand that humans have limitations, and these limitations are both 

physical and cognitive. Our process allows us to look at wider systems within 

healthcare as well as how individuals behave within it. 

Once analysis is complete HSIB may form safety recommendations and findings 

based on the relevant factors of the case, aimed at reducing the chance of 

reoccurrence and optimising learning for all members of trust staff.  

Findings and safety recommendations from individual reports are analysed and may 

be used nationally to share wider thematic learning. 
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2.2.6 Communication during investigations 

Throughout the investigation process, HSIB maintains regular contact with both 

families and trusts. The frequency of this may vary according to need. If a serious 

safety concern is identified this will be escalated back to a trust prior to publication of 

the report. This ensures an opportunity for a trust to address safety issues in a timely 

manner. 

2.2.7 Quality assurance 

Following evidence collection and analysis a report is produced which is reviewed by 

a second subject matter review panel. Our aim is to ensure that the advisors are 

different to those on the first panel in order to ensure a fresh perspective. Following 

internal quality assurance, external quality assurance is undertaken with both the 

trust and the family before a report is finalised and shared with the trust and the 

family.  

2.2.8 Modifications to investigation processes during COVID-19 

During the COVID-19 pandemic period, HSIB continued to accept all referrals that 

met the ‘Each Baby Counts’ criteria. Where a baby was found to have a normal 

neurological outcome following therapeutic cooling, and where the trust and family 

did not express concerns around care, HSIB did not pursue an investigation during 

the COVID-19 period. In these cases, trusts were asked to follow their internal 

investigation process. 

HSIB followed HM Government guidelines regarding work practices during the 

COVID-19 period. This required the stopping of face-to-face interviews and hospital 

visits. Instead, investigators used technology to conduct video and teleconferencing 

interviews with both families and trust staff.  

Trusts were also challenged by the changed working practices during COVID-19. 

This was recognised within the investigation process and report. 

 

2.3 Terms of reference 

• To explore the Mother’s and Baby’s care in the context of the COVID-19 

pandemic  
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• Investigate all aspects of the Mother’s maternity care from the antenatal booking 

through to the Baby’s birth, with a particular focus on:  

a) Management pathways, fetal growth surveillance, and mode of delivery 

implications and discussions for mother's identified with uterine fibroids  

b) Management of the post-dates pregnancy  

c) Management of the induction of labour: method, duration and challenges 

• Investigate all aspects of the Baby’s care during the initial post-delivery period 

with a particular focus on:  

a) Initial neonatal resuscitation  

b) Decision for therapeutic cooling  

• Consider infrastructure and resources available within the organisation and the 

structure of maternity services within the Trust and neighbouring Trusts 

• Ensure that the perception of events is captured from the family, the trust and 

staff directly involved in the Mother’s and Baby’s care 
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A note of acknowledgement 
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Section 3. Summary report 

A 30-year-old mother in her first ongoing pregnancy was booked for shared 

maternity care at seven weeks and four days’ gestation (7+4 weeks). The Mother 

had a history of uterine fibroids, and shared that she had been diagnosed (as 

positive) for the hepatitis B virus in early childhood. A plan for serial growth scans to 

monitor the growth of the Baby was agreed for the third trimester. 

Induction of labour (IOL) was commenced at 41+5 weeks and concerns over 

changes in the Baby’s heart rate following insertion of the prostaglandin pessary 

resulted in the IOL process being halted. A caesarean section (CS) was 

recommended which the Mother declined at this time. Monitoring of the Baby’s heart 

rate continued and was noted to normalise. Two attempts to insert a balloon catheter 

device to continue the IOL process were unsuccessful.  

An USS arranged at the Mother’s request, identified that there was no amniotic fluid 

around the Baby and that the Baby had not grown since the Mother’s previous 

growth USS (three weeks earlier). The Mother and Father were strongly advised to 

continue with the IOL due to concerns regarding the Baby’s wellbeing. The Mother 

and Father declined this preferring to go home and wait for labour to start naturally. 

The Mother was discharged with safety netting advice and a plan to attend for daily 

cardiotocograph (CTG) monitoring of the Baby’s heart rate. 

Over the next two days, the Mother attended day assessment unit (DAU) for daily 

CTG monitoring, on both occasions monitoring of the Baby’s heart rate was normal, 

and no other concerns were identified. 

 At 42+2 weeks, after further consideration of the risks associated with being 

overdue the Mother attended and her IOL was recommenced. An artificial rupture of 

membranes (ARM) was performed, and an oxytocin (hormone) infusion was 

commenced. The Mother’s IOL continued overnight and an epidural for pain relief 

was sited in the early hours of the morning (42+3 weeks).  

Concerns regarding the Baby’s heart rate and signs of maternal infection were 

identified shortly after 09:00 hours and treatment for suspected sepsis was 

commenced.  
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A CS was recommended at 12:30 hours due to evolving concerns of infection in both 

the Mother and Baby. The Mother was reluctant to have a CS preferring to ‘wait and 

allow nature to take its course’. The Mother’s request for additional time was 

respected by the team, and at 18:05 hours, the Mother consented to a CS.  

The Baby was born by category 3 CS at 19:58 hours weighing 3,100 grams (12.5th 

customised centile for growth) and meconium was seen at delivery. The Baby was 

born in poor condition and required resuscitation. On admission to the local neonatal 

unit (LNU), it was noted that the Baby met the regional criteria for therapeutic cooling 

due to the Baby’s continued need for airway support at 10 minutes of age, 

concerning cord blood gas results and poor tone.  

The Baby was subsequently transferred to the regional neonatal intensive care unit 

(NICU) for 72 hours of active therapeutic cooling. Following cooling the Baby 

required a further transfer for extracorporeal membrane oxygenation (ECMO) 

treatment. A magnetic resonance imaging (MRI) scan was completed on day 20, this 

showed ‘no gross abnormalities or features to suggest a significant hypoxic 

ischaemic injury’.  

Twenty-two days after birth, the Baby was transferred back to the local neonatal unit 

for ongoing care. The Baby was subsequently discharged home twenty-six days 

later, with support in place from both the community nursing and physiotherapy 

teams, and with a plan for regular neonatal and cardiology follow-up appointments at 

the Trust. 

Examination of the placental identified changes consistent with acute 

chorioamnionitis. 
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Section 4. Facts of the case  

4.1 Incident criteria: hypoxic ischaemic encephalopathy 

Hypoxic ischaemic encephalopathy (HIE) is a brain injury caused by an inadequate 

supply of oxygen to a baby’s brain occurring during the antenatal, intrapartum or 

postnatal period. It occurs in 1.0 to 1.5 per 1000 live births in the United Kingdom. A 

lack of oxygen to a baby’s brain may result in HIE and other organ damage, which 

can lead to severe, lifelong disability or death. The UK total body cooling trial 

confirmed that 72 hours of cooling to a core temperature of 33-34 °C within six hours 

of birth for babies with moderate or severe HIE reduces death and disability at 18 

months of age and improves neurodevelopmental outcome in survivors.  

Cooling therapies are described as:  

• Passive - turning off heating equipment and removing covering from a baby.  

• Active - placing a baby on a temperature-controlled cooling mattress or using 

a temperature-controlled cooling cap.  

• Therapeutic - Therapeutic hypothermia (active cooling) is a procedure where 

a baby is cooled to between 33 °C and 34 °C, with the aim of preventing 

further brain injury following a hypoxic (lack of oxygen) injury. Hypothermia is 

usually induced by cooling the whole body with a blanket or mattress (or 

sometimes by predominantly cooling the head with a purpose-made cap). 

 

4.2 The incident 

The Mother, aged 30, booked for maternity care at 7+4 weeks in her first ongoing 

pregnancy. During the initial booking consultation between the Mother and her 

named midwife, a full antenatal risk assessment was undertaken of the Mother’s 

medical, obstetric and social history.  

The Mother informed the clinician that she had a history of uterine fibroids, and 

shared that she had been diagnosed (as positive) for the hepatitis B virus (HBV) in 

early childhood, and that this had not caused her any liver problems to date. 
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Uterine fibroids 

Fibroids are non-cancerous growths that develop in or around the womb (uterus). 

The growths are made up of muscle and fibrous tissue and vary in size. They're 

sometimes known as uterine myomas or leiomyomas. 

Further information available from: NHS - fibroids 

 

Hepatitis B  

Hepatitis B is an infection of a mother’s liver, caused by a virus that is spread 

through blood and body fluids. If a mother has hepatitis B the infection may be 

passed on to a baby at birth.  

Further information available from: NHS - Hepatitis B 

The Mother shared that she was otherwise fit and well and confirmed that she was a 

non-smoker. The Mother’s height and weight were recorded, and it was noted that 

she had a raised body mass index (BMI) of 27 kg/m2. The medical history of both the 

Mother and Father’s immediate family members was discussed, which revealed a 

family history of type 2 diabetes and hypertension (raised blood pressure). In view of 

this, a plan for her to undergo screening for gestational diabetes during the 

pregnancy was discussed and agreed, and a HbA1c blood test was performed to 

check whether the Mother had underlying (undiagnosed) diabetes.  

Gestational diabetes mellitus (GDM) 

Gestational diabetes is a form of diabetes that may affect a mother in the second 

half of the pregnancy. It is usually diagnosed through a blood test at 24–28 weeks 

of pregnancy. The hormones produced during pregnancy make it more difficult for 

the body to use glucose properly for energy, so the glucose remains in the blood 

and the levels rise, leading to gestational diabetes. Mothers who are overweight, 

come from certain ethnic backgrounds, have a family history of diabetes, have 

previously had a baby over 4500g or had gestational diabetes in a previous 

pregnancy are at increased risk of developing gestational diabetes. 

Further information available from: Diabetes UK - gestational diabetes and NHS - 

gestational diabetes 
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HbA1c 

HbA1c is the average blood glucose (sugar) levels over the last two to three 

months. It is made when glucose in the blood sticks to red blood cells. 

Further information available from: Diabetes UK - HbA1c 

Consent was obtained for all routine antenatal screening tests, and screening blood 

samples were subsequently collected. The Mother was booked for joint obstetric and 

midwifery care and a schedule of antenatal midwifery appointments was planned in 

accordance with local guidance. 

The Mother was contacted (via telephone) at 8+3 weeks by a member of the 

antenatal screening team with regards to her HBV diagnosis and to discuss a plan of 

care for her pregnancy with regards to this. The clinician confirmed that a referral to 

the hepatology service and maternal medicine clinic had been made for the Mother. 

The Mother was advised that her blood test (taken at booking) indicated that she had 

a low viral load of 445 IU/ml (less than 500 IU/ml is widely considered to be an 

uninfectious result) and that no immediate action was required.  

In addition, the clinician discussed the nationally recommended hepatitis B 

vaccination schedule for babies born to mothers who have HBV and provided the 

Mother with an online link to obtain some additional information with regards to this.  

Hepatitis B immunisation 

A baby who is at risk of catching hepatitis B during their birth, will be 

recommended to receive a hepatitis B vaccine shortly after birth to prevent 

infection and serious liver disease later on in life. Immunisation from birth is usually 

effective in preventing a baby developing long-term hepatitis B infection. Further 

doses may be given at 4, 8, 12 and 16 weeks, and a final dose at 12 months. The 

baby will be tested for hepatitis B infection at 12 months of age.  

Further information available from: NHS - Hepatitis B 

The Mother attended the first trimester screening USS at 11+3 weeks. The USS 

findings were reported to be within the expected range and considered reassuring, 

and one uterine fibroid (measuring 41 x 26 x 25 mm) was observed. 
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The Mother’s height and weight were re-measured, and her BMI was recalculated to 

be 27.3 kg/m2. A customised (GAP) GROW chart based on these new 

measurements was generated and placed within the Mother’s handheld maternity 

notes.  

Combined test/First trimester screening 

This test, which is available between 10-14 weeks screens is for specific 

chromosomal conditions. Chromosomes are where a person’s genetic material is 

contained within the cells of the body. The combined test tests for three conditions 

where an extra chromosome is found in cells; these are called Down’s (extra 

chromosome 21), Edwards’ (extra chromosome 18) and Patau’s (extra 

chromosome 13) syndromes. The combined test uses a sample of a mother’s 

blood together with the measurement of the fluid at the back of a baby’s neck 

(known as nuchal translucency). The measurement is taken at the dating 

ultrasound scan along with other factors including a mother’s age to work out the 

chance of a baby having Down’s, Edwards’ or Patau’s syndromes.  

(HSIB maternity team) 

 

Growth assessment protocol (GAP) 

One method of monitoring the growth of a baby is to consider relevant features of 

a mother (such as height, weight, ethnicity, number and weights of previous 

babies). These assist in making an individual projected growth chart (GROW 

chart) for that baby. Two measurements can be plotted on the same chart: 

• Measurements taken of a mother’s uterus (symphysis-fundal height, SFH) 

• Expected weight of a baby (estimated fetal weight, EFW) at the time of an 

ultrasound scan 

Measurements plotted on the individualised graph through the pregnancy, can 

detect slowing of the growth of a baby. This is known as the growth assessment 

protocol (GAP) and is produced by the Perinatal Institute. 

Further information available from: Perinatal Institute - fetal growth 

The Mother was seen at a routine antenatal clinic appointment the following day. It 

was documented that the Mother’s booking bloods had revealed that her HbA1c test 
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was within the expected range and not indicative of underlying (undiagnosed) 

diabetes. The Mother’s haemoglobin (Hb) and ferritin (a protein found in a mother’s 

blood which stores iron) levels were both lower than expected for her gestation of 

pregnancy, and it was noted that she was taking oral iron supplements to try and 

improve these. A repeat blood sample was collected which when reviewed, showed 

an improvement in the Mother’s Hb levels from 109 to 117g/L. 

Haemoglobin 

Haemoglobin is the protein in red blood cells that carries oxygen to the body's 

organs and tissues. If a blood test reveals that haemoglobin levels are lower than 

normal this is known as anaemia. (HSIB maternity team) 

A scheduled telephone consultation between the Mother and a member of the 

obstetric team occurred at 15+2 weeks. The Mother’s medical history and recent 

USS were reviewed. In consideration of the Mother’s history of uterine fibroids the 

clinician recommended that the Mother attend serial growth USSs to monitor the 

growth of the Baby from 28 weeks onwards, due to the standard method of 

assessing a baby’s growth (by symphysis fundal height) being identified as less 

accurate when large uterine fibroids are present. 

Growth ultrasound scan 

This is an ultrasound scan performed to check the overall wellbeing of a baby. It 

involves some combination of assessing a baby’s size, the amount of fluid around 

a baby and the measurement of blood flow to the placenta and within a baby using 

Doppler ultrasound. (HSIB maternity team) 

 

Symphysis-fundal height  

This is a measurement of the size of the uterus which is used to assess a baby’s 

growth during pregnancy. It is measured from the top of the uterus to a mother’s 

pubic bone. (HSIB maternity team) 

The Mother’s previous conversation with the hepatology specialist was noted, and 

the information already shared with her with regards to this was repeated. 

The Mother attended her second routine antenatal appointment at 18+3 weeks, she 

shared that she currently had a sore throat, which was continuing to linger following 
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a recent cough (which was now improved). The clinician shared information 

regarding the risks of COVID-19 with particular regard to pregnancy and ethnicity, 

and advice was given to speak with her GP again if her symptoms persisted. 

The Mother attended her mid pregnancy anomaly USS at 19+6 weeks. The findings 

from this were considered reassuring and no abnormalities of the Baby were 

identified. Multiple fibroids were noted in the Mother’s uterus, the largest was 

documented as being ‘low on the anterior [front] wall measuring 5.1cm’. 

The Mother attended her next routine antenatal appointment at 24+3 weeks. The 

Baby’s heart rate was auscultated (listened to) and found to be within the expected 

range and the Mother reported that the Baby was moving regularly. The Mother’s 

blood pressure (BP) was noted to be within the expected range, and urine analysis 

was completed and recorded as having no abnormalities. The Mother was advised to 

arrange an oral glucose tolerance test; due to her family history of type 2 diabetes; at 

her GP’s surgery for approximately two weeks’ time. 

Oral glucose tolerance test 

A medical test in which an initial fasting blood test is taken, then a glucose solution 

or sugary drink is given by mouth. A further blood sample is taken two hours later. 

This determines how quickly the glucose is cleared from the blood in order to 

diagnose gestational diabetes. 

Further information available from: Diabetes UK - testing for diabetes 

The Mother was next seen at 27+3 weeks for a routine antenatal appointment and 

observations of the Mother and Baby were within the expected range. The Baby’s 

heart rate was auscultated and found to be within the expected range and the 

Mother reported that the Baby was moving regularly. A urine analysis was completed 

and recorded as having no abnormalities and blood samples for routine second 

trimester bloods tests were collected. These were reviewed the following day and 

identified that the Mother’s iron levels had dropped to Hb 107/g/L (low). The Mother 

was telephoned and informed of her blood results and advised that she should 

increase her prescribed iron supplement from once to twice a day. 
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The Mother was contacted by her community midwife at 29+2 weeks as they had 

identified that she had missed her oral glucose tolerance test (OGTT) appointment at 

the GP and had also missed her 28 weeks growth USS, these were both 

subsequently rearranged.  

The Mother attended the USS nine days later (30+4 weeks). The Baby’s estimated 

fetal weight (EFW) was predicted to be 1,453 grams (on the 40th customised centile 

for growth). The growth, amniotic fluid volume and umbilical artery (UA) Dopplers 

were all considered to be within the expected range and four uterine fibroids were 

visualised and measured.  

Doppler 

Doppler ultrasound is a test performed during an ultrasound examination that 

measures blood flow in a baby and/or the placenta. It is used in a variety of 

situations to check on the health of a baby. (HSIB maternity team) 

During the Mother’s next routine antenatal appointment at 31+4 weeks the results of 

her OGTT (completed at 30+5 weeks) were reviewed and identified to be within the 

expected ranges and not indicative of gestational diabetes. It was documented that 

the Mother was continuing to take iron supplements and a blood test was taken to 

reassess her Hb level. The Baby’s heart rate was auscultated and found to be within 

the expected range and the Mother reported that the Baby was moving regularly. All 

maternal observations were all found to be within their respective expected ranges. 

The next growth USS was undertaken at 34+4 weeks. The Baby’s estimated EFW 

was predicted to be 2,244 grams (on the 50th customised centile for growth). The 

growth, amniotic fluid volume and UA Dopplers were all considered to be within the 

expected range and three uterine fibroids were visualised and measured. The largest 

measured 60mm and was located on the anterior wall of the Mother’s uterus. The 

others measured 40mm in diameter. 

A routine antenatal appointment was undertaken at the Mother’s home at 35+5 

weeks during which, all observations of the Mother and Baby were identified to be 

within their respective expected ranges. The Mother’s birth plan was discussed, and 

the clinician provided advice about what to do if the Mother suspected her labour had 

started. 
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At 37+0 weeks (05:24 hours) the Mother contacted the maternity triage line for 

advice as she was concerned that her Baby’s movements had been reduced since 

approximately 21:00 hours the previous evening. She was requested to make her 

way into the day assessment unit (DAU) as soon as she was able. 

Reduced fetal movements (RFM) 

Most mothers are first aware of their baby moving when they are 18-20 weeks. If 

the pattern of movements changes, reporting is encouraged. If this occurs 

between 24-28 weeks, the healthcare professional will perform a full antenatal 

check-up and listen in to the unborn baby’s heartbeat. After 28 weeks, in addition, 

a CTG should be carried out. Sometimes, a growth scan may be performed. 

Further information available from: RCOG - reduced fetal movements and Kicks 

Count - fetal movements 

The Mother arrived promptly. An antenatal check was completed, and the Mother’s 

observations were found to be within their respective expected ranges. A 

cardiotocograph (CTG) was undertaken to assess the Baby’s wellbeing, this was 

commenced at 06:10 hours and the Dawes-Redman criteria were first met at 12 

minutes. The CTG was discontinued after one hour and was assessed to be 

‘normal’. 

Cardiotocograph (CTG)  

Cardiotocography (CTG) is an electronic means of recording the unborn baby’s 

heart rate pattern, to assess their well-being. This is used both during the 

antenatal period, and during labour. During labour, a mother’s contractions are 

also monitored by this machine which produces a printed or electronic record 

referred to as the CTG. It is usually performed externally, using two devices 

(transducers) placed on a mother’s abdomen. 

Further information available from: NICE - care in labour (includes CTG) 
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Dawes-Redman CTG analysis 

Cardiotocography (CTG) is an electronic means of recording the unborn baby's 

heart rate pattern, to assess their well-being. Sometimes in the antenatal period 

(before labour or induction of labour), this can be analysed by a computer. The 

software used, is known as Dawes-Redman. A CTG from a healthy baby would be 

expected to meet the Dawes-Redman criteria. (HSIB maternity team) 

A member of the obstetric team was requested to review the Mother, as she 

remained concerned that the Baby’s movements were still reduced. A plan was 

agreed with the Mother that she would attend for a repeat CTG the following day (if 

the Baby’s movements remained reduced) and an additional USS was organised for 

the day after this (37+2 weeks). 

The Baby’s movements returned to normal the following day, so the Mother did not 

attend for this repeat CTG. The Mother attended the additional USS at 37+2 weeks. 

The Baby’s estimated EFW was predicted to be 3,168 grams (on the 80th customised 

centile for growth). The growth, amniotic fluid volume, UA Doppler and Middle 

cerebral arterial (MCA) Doppler were all considered to be within the expected 

ranges.  

The Mother was seen for a routine antenatal appointment two days later (37+4 

weeks) during which she described having experienced some ‘thick vaginal 

discharge’ which was clear in colour along with some period type cramps. The 

Mother was advised to contact the maternity triage should this loss become 

continuous and watery, as this may indicate that her membranes had ruptured.  

Pre-labour rupture of membranes at term 

This is defined as a rupture of membranes (waters breaking) prior to the onset of 

labour at greater than 37 weeks. 60% of mothers with pre-labour rupture of 

membranes will go into labour within 24 hours. The risk of serious neonatal 

infection is 1% as opposed to 0.5% for mothers with intact membranes. 

Further information available from: NHS - pre-labour rupture of membranes at term 

The Mother shared that she was otherwise well and was feeling prepared for the 

arrival of the Baby. An antenatal check was completed, and the Mother’s and Baby’s 

observations were found to be within their respective expected ranges. 
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The Mother attended a scheduled USS at 38+4 weeks. An assessment of the Baby’s 

growth was not undertaken, as this had already been measured within the previous 

14 days. Five fibroids were observed with the largest calculated to be 6.1cm in 

diameter. The amniotic fluid volume, UA Doppler and Middle cerebral arterial (MCA) 

Doppler were all considered to be within the expected ranges.  

The Mother was seen in her home at 40+6 weeks for a routine antenatal 

appointment. The Mother’s BP was within the expected range, and her urine sample 

was noted to have a trace of protein. An abdominal examination confirmed that the 

Baby was in a head down (cephalic) position, the clinician noted that the Mother’s 

abdomen was ‘very tender’ due to the fibroids, and they were unsure whether the 

Baby’s head was engaged in the Mother’s pelvis. The Baby’s heart rate was 

auscultated and found to be within the expected range and the Mother reported that 

the Baby was moving regularly. 

The clinician discussed the options available to the Mother if her labour did not 

establish spontaneously before 41+4 weeks, and an induction of labour (IOL) was 

provisionally scheduled.  

Induction of labour (IOL) 

Induction of labour is the process of artificially starting labour using a variety of 

medications and techniques. Usually, the first stage is to soften and prepare a 

mother’s cervix by using prostaglandin tablets, pessaries or gels. Sometimes her 

cervix will be prepared using a mechanical method, such as a balloon. The next 

stage is to artificially break the waters (artificial rupture of membranes (ARM)). If 

contractions are still not strong or regular enough the drug oxytocin is given. This 

is one of the hormones produced naturally by mothers in labour and assists in 

increasing the frequency of contractions. Oxytocin is given through a drip, and the 

timing of the subsequent contractions are monitored closely. If the contractions are 

too sparse, or become too frequent, the amount of oxytocin given via the drip will 

be altered. 

Further information available from: NICE - induction of labour 

The clinician offered the Mother the option for a membrane sweep which was 

accepted. Upon vaginal examination (VE) the Baby’s head was not felt to be in the 
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Mother’s pelvis and the Mother’s cervix was closed, the procedure was not 

performed. A plan was agreed that the clinician would see the Mother again in three 

days to undertake another membrane sweep. 

Membrane sweep 

A membrane, or cervical sweep, involves having a vaginal (internal) examination 

that separates the membranes of the amniotic sac surrounding a baby from the 

cervix (neck of the womb). This separation releases hormones (prostaglandins) 

that may trigger natural labour. It is not uncommon to experience some discomfort 

or slight bleeding afterwards. 

Further information available from: NHS - induction of labour 

The clinician visited the Mother at home, as planned, at 41+2 weeks. The Mother’s 

BP and pulse were both within their respective expected ranges. The Mother 

reported that the Baby was moving regularly, the Baby’s heart rate was auscultated 

and noted to be raised at 170 beats per minute (bpm), the clinician re-auscultated a 

few minutes later and the Baby’s heart rate remained elevated. A plan for the Mother 

to attend DAU was agreed so that a more detailed assessment of the Baby’s 

wellbeing could be undertaken. 

The Mother arrived in the DAU at 17:25 hours. A review of the Mother’s medical and 

obstetric history was completed, and the Baby’s heart rate was auscultated and 

noted to be 147bpm (within the expected range). A plan for a CTG was agreed in 

order to assess the wellbeing of the Baby; this was commenced at 17:43 hours and 

the Dawes-Redman criteria were first met at 26 minutes. The CTG was discontinued 

after 38 minutes and assessed to be ‘normal’.  

An offer for a second membrane sweep was made, as this had not been completed 

during the earlier antenatal visit due to the Baby’s raised heart rate, which the 

Mother accepted. Upon VE the Mother’s cervix was found to be closed, the Mother 

requested that the clinician stop the procedure as it was ‘too uncomfortable’. It was 

noted that the Mother’s IOL was booked for two days’ time (41+4 weeks) and that 

she was aware of which telephone number to ring if she had any concerns in the 

meantime. 
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The community clinician contacted (by telephone) the Mother the following day (41+3 

weeks) to check that everything was ok following her referral to the DAU the 

previous day. It was documented that the Mother was feeling upset about attending 

her IOL appointment the following day (41+4 weeks) as her partner had an important 

meeting scheduled for the day after this which could not be rescheduled, and she 

was worried that this would mean that they might not be present for some or all of 

her labour and birth. The Mother requested whether her IOL could be delayed so 

that that her partner would be able to attend. The clinician discussed the Mother’s 

concerns with the antenatal ward, following which the Mother’s IOL was rearranged 

for 41+5 weeks at 18:00 hours. 

At 41+5 weeks, the Mother presented, as planned, at the antenatal ward for her IOL. 

An antenatal examination was undertaken, the Mother’s BP, pulse, temperature and 

respirations were all found to be within the expected range, and her urine sample 

was noted to have 2+ ketones and 2+ protein, a urine sample was not sent for 

further investigation. An admission CTG assessment was commenced at 18:40 

hours and the Dawes-Redman criteria were first met at ten minutes; the baseline of 

the Baby’s heart rate was noted to be 136bpm. 

A VE was carried out at 19:15 hours, the Mother’s cervix was found to be 1cm 

dilated, it was noted that the Baby’s head was high (-3 in relation to ischial spines) in 

the Mother’s pelvis, a prostaglandin pessary was inserted into the Mother’s vagina 

as prescribed. 

Ischial spines 

The ischial spines are a landmark in a mother’s pelvis. Clinicians describe a baby’s 

position in relation to the spines as a measure of how far through the birth canal a 

baby has travelled. 

• Midpoint of the birth canal = spines 

• High in the birth canal = above spines 

• Low in the birth canal = below spines 

• Visible at the vaginal opening = +3 

 (HSIB maternity team) 
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Prostaglandins for induction of labour  

There are several medicines which can be considered for induction of labour. They 

are designed to prepare the cervix (neck of the womb) for labour and are often the 

first stage of an induction of labour process. The medication is given in a vaginal 

pessary, gel or tablet preparation which is inserted into the top of the vagina. 

Further information available from: NICE - induction of labour 

The CTG was recommenced at 19:20 hours, the Baby’s heart rate was documented 

to be 154bpm. 

 

Antenatal CTG (following insertion of the vaginal pessary) 

19:20 to 19:55 hours 

The CTG was reviewed at 19:40 hours and three decelerations (a temporary drop in 

a baby’s heart rate) were noted. The clinician paged the obstetrician and escalated 

their concerns regarding the Mother’s CTG when called back. The obstetrician 

advised the clinician to remove the prostaglandin pessary, which was actioned at 

19:49 hours.  

The obstetrician arrived on the antenatal ward at 20:03 hours, the CTG was 

reviewed and considered to be pathological. A plan was made for terbutaline (a 

medicine given to reduce uterine activity) to be administered and for the Mother to be 

transferred to the delivery suite (DS) for ongoing one-to-one care, administration of 

intravenous (IV) fluids, and a further obstetric review in 30 minutes.  
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A dose of terbutaline was administered, and the Mother was transferred to the DS at 

20:17 hours and a bedside handover of her care was completed. 

Pathological CTG 

If a CTG is categorised as pathological this requires prompt senior review and 

action to further assess fetal wellbeing and consider if a baby should be born 

sooner. (HSIB maternity team) 

The Mother shared with the HSIB investigation that the terbutaline had caused her to 

feel “very strange” and the clinician who took over caring for the Mother on DS 

documented that she appeared ‘agitated’. The clinician shared with the HSIB 

investigation that they recognised this to be an occasional side effect of terbutaline 

and had offered the Mother reassurance and light refreshments. IV fluids were 

commenced and a review of the CTG, which had been restarted following the 

Mother’s transfer to DS, was completed. It was noted to be ‘a very accelerative CTG 

with a normal baseline’ and the Mother reported that she was feeling the Baby 

moving a lot. 

The obstetrician returned to see the Mother at 21:30 hours, the CTG was reviewed 

and considered to be ‘normal’. A VE was documented, the Mother’s cervix was found 

to be closed, it was noted that the Baby’s head was high (-4 in relation to ischial 

spines) in the Mother’s pelvis. A bedside USS was performed to verify the position of 

the Baby, this confirmed that the Baby was in a head down position, and it was noted 

that the fluid around the baby appeared reduced. A plan was made to review the 

Mother again in an hour, and a change of maternal position (into left-lateral) was 

suggested in the hope that this might aid an improvement in the Baby’s heart rate 

trace. 

The Baby’s heart rate was noted to be ‘persistently staying at 160bpm’ during a 

review of the CTG at 22:40 hours and it was queried whether the trace was showing 

accelerations in response to the Baby’s increased movements or a possible rise in 

the baseline. The clinician documented that the Mother had shared that she had 

been experiencing a ‘sensation of feeling damp since [41+3 weeks]’ but had not 

needed to use a sanitary pad in regard to this. Additional documentation queried 

whether this could mean the Mother’s membranes had ruptured and whether the 

increase in the Baby’s heart rate could be a sign of an intrauterine infection 
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(chorioamnionitis). The Mother’s observations were checked and assessed to be 

within their respective expected parameters, and it was recorded that these were not 

‘indicative of infection’. 

Pre-labour rupture of membranes at term 

This is defined as a rupture of membranes (waters breaking) prior to the onset of 

labour at greater than 37 weeks. 60% of mothers with pre-labour rupture of 

membranes will go into labour within 24 hours. The risk of serious neonatal 

infection is 1% as opposed to 0.5% for mothers with intact membranes. 

Further information available from: NHS - pre-labour rupture of membranes at term 

An obstetric review was undertaken at 23:10 hours, the CTG was considered to be 

‘abnormal’, with a raised baseline of 180bpm and variable wide decelerations lasting 

over 60 seconds. The Mother’s contractions were two in ten minutes (2:10).  

 

Antenatal CTG (recommendation for caesarean section) 

22:51 to 23:15 hours 

The clinician discussed their concerns regarding the CTG and explained to the 

Mother that they would recommend for her to have a caesarean section (CS), as she 

was not yet in established labour and that the abnormalities in the CTG meant that it 

was not possible to determine whether her Baby was experiencing a degree of 

hypoxia (lack of oxygen) or not. The challenges of interpreting CTGs were shared 
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with the Mother, including the low detection rate for hypoxia, and that it was possible 

that the Baby might be born well and with no signs of hypoxia. 

The recommendation for a CS was declined by the Mother as she wished to wait 

until her partner arrived, she considered that the Baby’s activity was normal, and that 

the heart rate was raised due to this and the earlier administration of terbutaline.  

Over the course of the next three hours, regular reviews of the CTG were 

undertaken. The CTG was considered to still be ‘abnormal’ at 00:56 hours, and the 

obstetrician re-discussed the recommendation for a CS in detail with the Mother and 

Father (now present), and it was recorded that they wished to wait for a further hour. 

At 01:20 hours the CTG was reviewed and assessed to be ‘normal’, the CTG 

remained ‘normal’ at 01:37 hours and at 02:10 hours. The CTG was discontinued, 

with a plan to allow the Mother to rest for a few hours and to re-commence with her 

IOL later that morning. 

The Mother’s observations were taken at 07:10 hours in preparation for handover to 

the oncoming day shift and a CTG was recommenced. The Mother’s observations 

were all found to be within their respective expected ranges and the CTG was 

assessed to be ‘normal’. 

A change of obstetric and midwifery staff occurred shortly before 08:00 hours. A 

detailed handover of midwifery care occurred at the bedside and a summary of both 

the Mother’s antenatal history and the current ongoing care episode was 

documented. The Mother was reviewed during the obstetric ward round at 09:30 

hours, the events of the previous 12 hours were discussed and the next steps 

available with regards to her IOL. The Mother expressed that she was eager to avoid 

a further prostaglandin pessary and agreed that the team could try the cervical 

ripening balloon (CRB) device. 

Cervical ripening balloon (CRB) for induction of labour  

The procedure involves a catheter (a soft silicone tube) being inserted through the 

cervix into the uterus. It has a balloon near the tip which is filled with a sterile 

saline (saltwater) fluid once in place. The catheter stays in place for 12 to 24 

hours, with the balloon putting gentle pressure on the cervix. (HSIB maternity 

team) 
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A VE was performed, which found the internal os (the opening from the cervical 

canal to the uterus) to be closed. A number of attempts to insert the CRB past the 

internal os were made by both of the obstetric clinicians present, these proved 

unsuccessful. A further discussion regarding the alternative options available to the 

Mother occurred and a plan to commence an oxytocin (hormone) infusion with a 

view to then performing an artificial rupture of membranes ((ARM) procedure during 

which the waters are broken) once the Mother’s internal os had sufficiently dilated. 

Following the obstetric teams’ departure from the room, the CTG was recommenced. 

A further discussion about the IOL process ensued, it was noted that the Mother and 

Father felt unsure about the induction process and were not aware that ‘declining 

induction was allowed’. The findings from the overnight positional USS were 

discussed and the Mother requested if she could have a full USS to assess the liquor 

around the Baby so that she could make an informed decision about whether to 

continue with the IOL.  

The CTG was assessed to be ‘normal’ at 11:10 hours and was discontinued. The 

Mother’s request was discussed with the obstetric team and a request for an urgent 

USS was made. The Mother attended the USS at 12:30 hours. The Baby’s estimated 

EFW was predicted to be 3,545 grams (on the 50th customised centile for growth). It 

was noted that there was no amniotic fluid around the Baby (known as 

anhydramnios), a UA Doppler was performed which was within the expected ranges. 

The Mother returned to the DS to await a further review and discussion with the 

obstetric team. The Mother shared with the clinician caring for her that she felt ‘very 

sure that she would labour naturally if given the space to do so’, the Father 

expressed that he shared the Mother’s feelings and that despite the USS findings, 

they still wished to go home and await labour to occur naturally.  

A review of the USS by one of the obstetric team occurred at 14:50 hours, the scan 

findings were discussed with the Mother and Father, the clinician explained that it 

appeared that the Baby had not grown since the Mother’s previous growth USS 

(three weeks earlier) and that this indicated that the placenta was no longer working 

efficiently. The clinician encouraged the Mother and Father to reconsider their 

decision and advised that they recommended that the Mother either continued with 

the IOL, or alternatively opt for a CS. The Mother and Father were given time to 
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consider their options, and the clinician requested that the consultant obstetrician 

who had met the couple earlier that morning be able to come and speak with them 

before they made a final decision. 

The consultant obstetrician returned to speak with the Mother and Father at 16:00 

hours. The USS findings were discussed, and the clinician explained how the scan 

would have needed to have demonstrated normal liquor volume, normal dopplers 

and normal growth in order for the team to be assured that the Baby remained well, 

and that the lack of liquor and static growth were particularly concerning. The 

clinician explicitly discussed the risk associated with their decision to go home and 

halt the IOL process, in particular the risk that their Baby may die before birth 

(stillbirth) or be born with a serious morbidity, such as cerebral palsy. 

It was noted that the Mother understood the teams concerns but wished to decline 

further intervention at this time and wanted to go home. A plan was agreed for the 

Mother to attend for daily CTGs and that she had ‘open access’ to the delivery suite 

should she change her mind, or if she developed any concerns regarding reduced 

fetal movements, bleeding or pain.  

Following a further ‘normal’ CTG, the Mother and Father were discharged with an 

appointment to attend the DAU the following day. 

The Mother attended this appointment the following afternoon (42+0 weeks). It was 

noted that the Baby was moving well, and the Mother remained happy with her 

decision to decline an IOL at present. The Mother was offered the option for a further 

membrane sweep, which she declined. An antenatal examination was undertaken, 

the Mother’s BP, pulse, temperature and respiration rate were all found to be within 

the expected range, and her urine sample was noted to have 1+ ketones and 1+ 

protein. A CTG assessment was commenced at 14:29 hours and the Dawes-

Redman criteria were first met at 12 minutes; the baseline of the Baby’s heart rate 

was noted to be 142bpm. The CTG was discontinued at 15:08 hours and the Mother 

was discharged home. 

As planned, the Mother reattended the following afternoon (42+1 weeks) for a further 

CTG. This was commenced at 15:00 hours and the Dawes-Redman criteria were 

first met at 10 minutes; the baseline of the Baby’s heart rate was noted to be 

136bpm. A bedside USS was conducted to confirm the presentation of the Baby, this 
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confirmed that the Baby remained in a head down position, and that the Baby’s head 

was not engaged in the Mother’s pelvis.  

The Dawes-Redman criteria were re-met at 22 minutes and the CTG was 

discontinued. The clinician rediscussed the teams concerns with the Mother and 

reiterated that she could change her mind at any point and would be offered an IOL 

or elective CS. The Mother confirmed that she remained happy with her decision at 

present and that she felt ‘that the baby would come naturally’. The clinician 

discussed the possibility of the Mother attending the following day for an IOL or 

elective CS; the Mother agreed to consider this, and the clinician arranged that they 

would telephone the Mother later that afternoon to see if she had come to a decision 

with regards to this. The Mother was provided with an additional copy of the Trust’s 

IOL information leaflet to read again following which she was discharged home.  

The clinician called the Mother at the end of their shift as planned; the Mother 

confirmed that she would attend the following day for an IOL and advice of which 

number to call if her labour commenced overnight, or if the Mother had any concerns 

was provided.  

The Mother received a further call from one of the clinicians who had cared for her 

on DS during her previous admission at 21:00 hours. The Mother informed the 

clinician that she was experiencing mild contractions, that the Baby was moving well, 

and that she was planning to stay at home until her appointment the following day 

when she would agree to the IOL, assuming her labour had not established 

overnight. The Mother expressed that she was hoping that her contractions were 

going to get stronger, the clinician reiterated the advice for the Mother to call DS if 

she had any concerns overnight as the team were all fully aware of her case and 

would encourage her to come in immediately.  

At 42+2 weeks (16:20 hours), the Mother and Father presented on the DS, as 

agreed, for the IOL to be recommenced. An antenatal examination was undertaken, 

the Mother’s BP, pulse, temperature and respirations were all found to be within the 

expected range. A urine sample was noted to have 1+ ketones, 2+ protein and 

positive for nitrates and a plan for a midstream urine (MSU) sample to be collected 

when the Mother next passed urine was agreed. An abdominal examination 
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confirmed that the Baby was in a head down position and the Baby’s head was 

noted to be high and not engaged in the Mother’s pelvis.  

The CTG was commenced, and one of the obstetric team visited the Mother to 

discuss the plan for her IOL. It was agreed that an ARM would be undertaken, and 

that an oxytocin infusion would be commenced following this, if an ARM could not be 

achieved successfully then the team would reattempt inserting a CRB device. 

A VE was performed at 18:15 hours, the Mother’s cervix was noted to be 1cm 

dilated, an ARM was performed, and the Baby’s head was noted to be moderately 

applied to the cervix, minimal liquor was observed. A plan to commence the oxytocin 

infusion was agreed, with a view to re-checking that the membranes had ruptured at 

the next examination. 

A single prolonged deceleration of the Baby’s heart rate was noted on the CTG at 

18:57 hours, a plan to delay administration of the oxytocin infusion was agreed, until 

the CTG had normalised. At 19:10 hours the CTG was assessed to meet the criteria 

of ‘normal’. A cannula was sited in the Mother’s arm and admission bloods samples 

were taken and sent to the laboratory for analysis. The IV oxytocin infusion and IV 

fluids were commenced at 19:40 hours.  

A review of the Mother’s admission bloods was documented at 20:05 hours, the 

Mother’s C-reactive protein (CRP) was noted to be raised at 73 mg/L (expected 

range 0.4 to 8.1 mg/L) and her haemoglobin was observed to be marginally low at 

105g/L. The need for these to reviewed by the obstetric team was recorded. 

C-reactive protein (CRP) test 

This is a blood test used to help diagnose conditions that cause inflammation or to 

check for the possibility of infection. (HSIB maternity team) 

A change of obstetric and midwifery staff occurred shortly before 20:30 hours. A 

handover of midwifery care occurred at the bedside. The CTG was reviewed by the 

midwife and a member of the obstetric team. The CTG was categorised as ‘normal’ 

and the Mother’s contractions were observed to be irregular (1:10 minutes). In 

accordance with the Trust guideline, the oxytocin infusion was increased and a 

labour partogram was commenced.  
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Partogram  

The partogram is a graph in which all the relevant observations of a mother and 

the unborn baby during labour are written. (HSIB maternity team) 

Over the next three hours regular systematic ‘fresh eyes’ reviews (a review of a 

baby’s wellbeing, including categorisation of the CTG, by a second clinician) of the 

CTG were completed, the CTG was identified to be ‘normal’ on each occasion. The 

oxytocin infusion was increased four times in line with local guidance. The Mother 

provided a urine sample, and this was sent for analysis with ‘no significant growth’ 

subsequently being reported. At 23:30 hours the Mother’s contractions were noted to 

be 4:10 minutes. 

Shortly after midnight (42+3 weeks) a rise in the baseline of the Baby’s heart rate 

was observed. The frequency of the Mother’s contractions was reviewed, and these 

were noted to be occurring 5:10 minutes and in response, the oxytocin IV infusion 

was reduced. The Mother’s observations were taken, and these were all found to be 

within their respective expected ranges.  

The Mother requested an epidural for pain relief. The anaesthetist attended 

promptly, and following a brief discussion an epidural was sited, with the test dose 

administered at 01:20 hours. 

Epidural 

An epidural is a method of pain relief which is inserted by an anaesthetist. An 

anaesthetist is a doctor who is specially trained to provide pain relief and general 

anaesthetics. The anaesthetist inserts a needle into the lower part of the back and 

uses it to place an epidural catheter (a very thin tube) near the nerves in the spine. 

The epidural catheter is left in place when the needle is taken out so a mother can 

be given painkillers during labour. The painkillers may be a local anaesthetic to 

numb the nerves, small doses of opioids (strong painkiller), or a mixture of both. 

An epidural can usually be topped up to provide pain relief for the duration of 

labour or for any intervention that might be recommended such as an instrumental 

birth or a caesarean section. 

Further information available from: OAA - pain relief for labour and birth 
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A review of the CTG occurred at 01:36 hours, the Mother’s contractions had reduced 

in frequency to 3:10 minutes and the Baby’s heart rate had returned to within the 

expected range. The CTG was classified as ‘Normal’. 

A VE was performed at 01:55 hours, the Mother’s cervix remained unchanged. The 

findings were discussed with the obstetric team, the oxytocin infusion was increased, 

and a plan was agreed for a vaginal assessment to be repeated in four hours. 

Over the next two hours regular systematic ‘fresh eyes’ reviews of the CTG 

continued, the CTG was identified to be ‘normal’ on each occasion. The Mother 

began to experience some ‘breakthrough’ discomfort despite the epidural and an 

epidural top-up was administered at 04:29 hours. The frequency of the Mother’s 

contractions was noted to have increased to 5 to 6 :10 minutes and in response, the 

oxytocin IV infusion was reduced. 

A VE was performed at 06:00 hours, the Mother’s cervix was noted to be 1 to 2cm 

dilated, an ARM was repeated. The Baby’s head remained high in the Mother’s 

pelvis and was noted to be poorly applied to the Mother’s cervix; no liquor was 

observed. 

The Mother requested further analgesia at 07:20 hours as she could feel her 

contractions and described these as ‘very strong’. A further epidural top-up was 

administered at 07:30 hours. The Mother’s observations were taken, and it was 

noted that her pulse rate was mildly raised, a MEOWS score of 1 was recorded. 

Expected ranges of maternal observations 

During pregnancy and labour, a mother’s temperature, heart rate, blood pressure, 

respiratory (breathing) rate and oxygen saturation in the blood may be measured. 

Most mothers will have observations in the following ranges. 

• Temperature 36oC to 37.3oC 

• Heart rate 60-100 beats per minute (bpm) 

• Blood pressure systolic (top number) 100-150, diastolic (bottom number) 

50-90 

• Respiratory rate 10-21 respirations per minute (rpm) 

• Oxygen saturation 95%-100% 
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Modified early obstetric/maternity early warning score (MEOWS/MEWS) 

The early warning score is a tool to detect and respond to mothers who are at risk 

of their condition worsening. Vital signs such as temperature, blood pressure, 

heart rate, respiration rate etc. are recorded and scored on an observation chart. 

The resulting total score indicates the appropriate action to take.  

(HSIB maternity team) 

A change of obstetric and midwifery staff occurred shortly before 08:00 hours. A 

handover of midwifery care occurred at the bedside. The midwifery clinician was 

known to the Mother, having provided some of her care during her previous 

admission. The CTG was noted to be ‘normal’, the Mother’s contractions were 

observed to be 3 to 4:10 minutes, and it was noted that an obstetric review was due. 

The oxytocin infusion was increased at 08:15 hours, the CTG remained ‘normal’, and 

it was noted that there was good variability and a sable baseline. It was documented 

that the Mother was still in a lot of discomfort, and a request for the anaesthetist was 

made to review the Mother’s epidural. The anaesthetist arrived promptly, and an 

epidural top-up was administered at 08:37 hours, this was noted to be providing 

some pain relief by 08:50 hours. 

The oxytocin infusion was increased again at 09:20 hours. The Mother’s contractions 

were noted to be 3-4:10 minutes. A possible slight rise in the Baby’s heart rate was 

noted, and a plan to observe this closely was documented. The Mother was provided 

with a bed pan, and 500mls of clear urine was passed. The clinician noted that the 

Mother appeared ‘shivery’, the Mother’s temperature was checked and noted to be 

raised at 37.8C. Paracetamol, 1 gram (g), was administered orally. 

The Mother was reviewed by the obstetric team on the morning ward round at 09:40 

hours. The Baby’s heart rate was noted to be mildly raised (166bpm) and the CTG 

was assessed and categorised as ‘intermediary’. An additional litre of IV fluid was 

prescribed, and a plan was made for a further review to be completed in 20 minutes. 

An anaesthetic review was requested at 09:55 hours; neither anaesthetist was able 

to attend immediately, and the Mother was offered gas and air or pethidine for pain 

relief in the interim. 
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‘Gas and Air’  

‘Gas and air’ is a gas made up of 50% nitrous oxide and 50% oxygen that is used 

for pain relief during birth. It is administered through a mask or mouthpiece. It is 

simple and quick to act and wears off in minutes. 

Further information available from: NHS - gas and air 

 

Pethidine 

Pethidine is a medicine that may be used to relieve a mother’s pain in labour. It 

may also be used to help a mother relax during the early stages of labour. It is 

usually given as an injection into her thigh or buttock. It may take 20 minutes to 

work fully, and the effect may last for two to four hours. Pethidine can cross the 

placenta and may affect a baby’s ability to breathe immediately after birth.  

(HSIB maternity team) 

The Mother opted for pethidine. The clinician recommended that a VE was 

undertaken prior to administration, due to the recognised potential effects of 

pethidine on the Baby if administered too close to the time of delivery.  

Prior to the examination, the oxytocin infusion was reduced as the Mother’s 

contractions were noted to be 5:10 minutes. A VE was performed at 10:25 hours, the 

Mother’s cervix was found to be 2cm dilated, the Baby’s head remained high in the 

Mother’s pelvis and was noted to be poorly applied to the cervix; no liquor was 

observed. Pethidine was subsequently administered by intramuscular (IM) injection. 

The Mother’s temperature was retaken as she felt warm to touch and this was noted 

to remained raised at 38.5C, the Mother’s pulse remained elevated (between 110 

and 118bpm); a MEOWS score of 3 was recorded. 

Concerned that the Mother was now exhibiting a number of clinical signs of sepsis, a 

request for one of the obstetric team to attend to commence the local sepsis six care 

pathway was made. A review of the Mother was completed promptly; repeat blood 

samples were collected, blood cultures obtained, and IV fluids and IV antibiotics 

(Metronidazole and Cefuroxime) were prescribed and commenced. The Mother’s 

lactate was recorded as 1.4mmol/L. Her CRP was reported to have risen to 107 

mg/L.  
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Sepsis six  

The ‘Sepsis Six’ is the name given to a bundle of medical therapies designed to 

reduce the risk of a mother dying from sepsis. The ‘Sepsis 6’ was developed by a 

UK charity called The UK Sepsis Trust from international guidelines that emerged 

out of the ‘Surviving Sepsis Campaign’.  

For more information see Surviving sepsis campaign guidelines or NICE - Sepsis 

 

Lactate  

Lactate is produced when there are low oxygen levels in tissues. An elevated 

lactate level (above 2.0 mmol/L) is associated with more significant illness. (HSIB 

maternity team) 

 

Blood culture test 

A specimen of blood taken from a mothers blood is mixed with nutrients designed 

to encourage the growth of bacteria. This can indicate whether a bacterial infection 

is present in the blood, and which antibiotic treatment is required to treat it. (HSIB 

maternity team). 

Shortly after 12:30 hours an obstetric consultant review occurred. The consultant 

obstetrician shared their concerns with the Mother and Father that both the Mother 

and Baby were showing signs of infection, and that despite the team’s best efforts to 

get the Mother into established labour, there remained minimal progress. The 

clinician advised that a CS was now ‘the only sensible option’ as they considered 

that the Mother was ‘very unlikely to deliver vaginally’. 

The Mother remained reluctant to have a CS. A plan was agreed that a decision 

would be reached based on the findings of the Mother’s next VE; with the 

understanding that more time would be allowed if adequate progress was seen, but 

that if adequate progress was not evident, the Mother would consent to a CS.  

Prior to performing the VE the Mother was provided with a bed pan to empty her 

bladder. It was noted that she had been unable to pass urine. A VE was performed 

at 13:05 hours, the Mother’s cervix was noted to be 2cm dilated, the Baby’s head 
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remained high in the Mother’s pelvis and was noted to be poorly applied to the 

cervix, no liquor was observed. The findings from the examination were discussed 

with the Mother and Father.  

Although no change had been noted since the Mother’s previous examination the 

Mother shared with the clinician that she wished to ‘wait and allow nature to take its 

course’. The clinician rediscussed the implications of delaying this decision may 

potentially impact on the Mother’s own health and the wellbeing of the Baby. The 

oxytocin infusion was discontinued, and it was agreed that the consultant 

obstetrician would return to speak with them again. 

A change in the consultant cover for the maternity unit occurred between 13:00 

hours and 13:30 hours. After this handover was completed, the oncoming consultant 

obstetrician was made aware of the Mother’s ongoing reluctance for a CS and 

prioritised going to speak with the Mother and Father. A synopsis of the Mother’s 

obstetric history and the current ongoing care episode was documented, including 

recognition that the oxytocin infusion had been in progress since 19:40 hours the 

previous evening. A review of the CTG was undertaken which identified that the CTG 

was ‘reassuring, baseline145bpm, accelerations plus cycling – no evidence hypoxia’. 

The consultant discussed with the Mother and Father their concerns regarding the 

Mother’s lack of progress in labour and the implications of this for both the Mother 

and Baby. In addition, the clinician spoke with the Mother about the implication of 

what accepting a CS at this time meant for future pregnancies and reassured the 

Mother that she would be able to try for a vaginal birth should she decide to have 

another Baby. 

A plan was agreed to allow the Mother some more time for her labour to become 

established, the Mother’s next VE was planned for 17:30 hours, and the Mother was 

advised that a CS would be strongly advised at this time if sufficient progress was 

not seen. The consultant advised that the oxytocin infusion be restarted and 

requested that the Mother have an indwelling catheter, and these were both actioned 

promptly. 

Shortly after 14:00 hours, the clinician caring for the Mother was temporarily relieved 

by a colleague for a meal break. At 14:46 hours a further dose of pethidine was 
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administered, a change in the Mother’s position was encouraged, and she was 

requested to lay on her left side. It was noted that the Baby’s heartrate was rising 

again, with the baseline documented to be 160bpm, and a deceleration (temporary 

slowing of a baby’s heart rate) was observed. At 14:55 hours the clinician noted that 

the CTG was improving, the baseline remained at 160bpm, no further decelerations 

had occurred.  

The Mother’s observations were recorded at 15:00 hours, the Mother’s heart rate 

was elevated at 136bpm and her oxygen saturation level was noted to be low at 

89%, the clinician informed one of the obstetric team and the shift coordinator (senior 

midwife), and a plan to administer low flow oxygen (O2) was agreed and 

commenced. A MEOWS score was not recorded. 

A systematic review of the CTG was completed at 15:20 hours by the Mother’s 

allocated clinician (who had returned from their break). The CTG was identified to be 

‘intermediary’, and it was noted that there were uncomplicated variable decelerations 

in the Baby’s heart rate and some periods with a ‘loss of contact’ and the Mother’s 

contractions were noted to be 3 to 4:10 minutes. The consultant obstetrician was 

updated, and the oxytocin infusion was increased. 

The oxytocin infusion was increased again at 16:00 hours, the Mother’s contractions 

were noted to be 3:10 minutes, and her epidural (which had been topped-up during 

the clinicians break) was noted to be working well. The Mother’s observations were 

recorded on the partogram, the Mother’s heartrate remained elevated, and a 

MEOWS score of 2 was calculated. An informal review of the CTG noted that the 

baseline of the Baby’s heart rate appeared to be settling to between 150 and 

155bpm. 

A further systematic review of the CTG occurred at 17:30 hours. The CTG was 

identified to be ‘intermediary’, and it was noted that there were uncomplicated 

variable decelerations, the Mother’s contractions were noted to be 3 to 4:10 minutes 

and a suspicion of ‘gradually evolving hypoxia’ was documented.  

The consultant obstetrician returned to review the Mother as planned. A VE was 

undertaken to see if any progress had been made, this identified that the Mother’s 

cervix was now 3cm dilated with the Baby’s head remaining high in the pelvis. The 
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clinician shared their findings from this examination and explained to the Mother and 

Father that delivery by CS was now strongly advisable, as despite all their efforts the 

Mother was not established labour, even after receiving almost 24 hours of the 

oxytocin infusion. 

The Mother consented for a CS, a plan for a category 3 CS was recorded at 18:05 

hours, with a view that this could be escalated to a category 2 CS should the CTG 

deteriorate. The oxytocin infusion was discontinued.  

Classification of urgency of caesarean section 

Category 1 There is immediate threat to the life of the woman or fetus. This is 

performed as quickly as possible after making the decision, ideally 

within 30 minutes. 

Category 2 There is maternal or fetal compromise which is not immediately 

life-threatening. Delivery should be performed as soon as possible 

which in most cases will be within 75 minutes. 

Category 3 There is no maternal or fetal compromise, early delivery needed. 

Category 4 The delivery can be timed to suit woman or staff. 

From NICE Clinical Guideline CG132 ‘Caesarean Section 2011 (updated 2012) 

A change in the consultant cover for the maternity unit occurred following this and, 

after receiving a handover for the maternity unit, the oncoming consultant went to 

introduce themselves to the Mother and Father. The consultant completed the CS 

consent paperwork with the Mother and took time to describe the usual process 

involved in undertaking a CS and explained that it may be necessary for them to use 

an atypical uterine incision, in order to avoid the Mother’s fibroids. 

The Mother was transferred to the maternity theatre at 19:00 hours, the CTG was 

reconnected following the Mother’s arrival in theatre and it was noted that the 

baseline remained raised.  
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CTG (following transfer to theatre) 

19:06 to 19:29 hours 

A spinal was sited at 19:27 hours, following which the CTG was discontinued.  

Spinal anaesthesia 

A type of regional anaesthetic used to give total numbness to the lower parts of a 

mother’s body, for example during a caesarean section, instrumental delivery or 

stitches after birth. It is given by injection into the lower back and lasts around 

three hours. 

Further information available from: NHS - spinal anaesthesia 

The neonatal team were called to attend and arrived prior to the CS commencing. 

The CS was commenced at 19:55 hours. Care was taken to ensure that the incision 

avoided the fibroids and upon entry to the Mother’s uterus, thick particulate 

meconium liquor was seen. 

The Baby was delivered at 19:58 hours. The Baby weighed 3,100 grams (calculated 

to be on the 12.5th customised centile for gestational age). The Baby was described 

as appearing floppy (poor tone) and pale (poor perfusion) and making no respiratory 

effort. The Baby was not dried or stimulated, the umbilical cord was clamped and 

cut, and the Baby was passed directly to the neonatal team who were waiting at the 

resuscitaire. 
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Meconium 

Meconium is a baby’s first bowel motion, formed mainly of mucus and bile. It is 

usually passed after birth and can sometimes be found in the amniotic fluid 

(‘waters’) during delivery. Passing meconium before the birth may indicate that a 

baby’s wellbeing has been compromised. In babies born after their due date it can 

simply indicate that their gut is mature. Approximately 15-20% of babies have 

meconium-stained fluid in labour. For the majority of those, it does not cause any 

problems. Significant meconium is defined as dark green or black amniotic fluid 

that is thick or tenacious, or any meconium-stained amniotic fluid containing lumps 

of meconium. Non-significant meconium is defined as a thin yellow/green tinged 

amniotic fluid, with no particles of meconium. If significant meconium is present, 

mothers should be advised to have continuous electronic fetal monitoring, to 

transfer to an obstetric-led unit and give birth where healthcare professionals 

trained in advanced neonatal life support are readily available. (NICE, 2017). 

 

Resuscitaire 

A piece of equipment which combines a warming therapy platform along with the 

additional equipment required for managing neonatal clinical emergencies and 

resuscitation. (HSIB maternity team) 

On arrival to the resuscitaire the Baby was noted to have no spontaneous respiratory 

effort, with a reduced tone and pale colour, the Baby’s heart rate was documented to 

be below 60bpm (low).  

The Baby’s airway was suctioned under direct vision and a small amount of 

meconium was removed. No change in the Baby’s condition was seen. The Baby’s 

Apgar score at 1 minute was calculated as zero and a request for a more senior 

neonatal clinician to attend; via a ‘2222’ emergency call; was made. 

The Baby’s Apgar scores were recorded as below: 
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Time since 

birth 

Heart 

rate 

Colour Tone Reflex Respiratory 

effort 

Score/10 

1 minute 0 0 0 0 0 0 

5 minutes 2 1 0 1 1 5 

10 minutes 2 1 0 1 1 5 

 

The Apgar score 

Soon after birth, observations are made of a baby’s heart rate, breathing, colour, 

muscle tone and response to stimulation. These are performed at 1 minute and 5 

minutes of age. There may be a third assessment at 10 minutes. The five 

observations are each given a score of 0, 1 or 2. The total of these scores is 

referred to as the Apgar score. If a baby requires resuscitation, the aim is to see 

the score rising, and the baby’s condition improving. (HSIB maternity team) 

The Baby was stimulated and dried, and five inflation breaths were administered. 

Poor chest movement was noted, the Baby’s head was repositioned, a two person 

technique was adopted and a second set of five inflation breaths were administered. 

Inflation and ventilation breaths  

If a baby is not breathing by themselves following birth, they may require inflation 

breaths to help fill their lungs with air and expel the fluid that is within the lungs in 

the womb. These are given using emergency breathing equipment designed for 

newborn babies on a resuscitaire or carried by the midwife at a homebirth. Once 

the lungs have been adequately inflated, if a baby still needs support with 

breathing the same equipment is used to provide shorter, more frequent ventilation 

breaths to a baby. (HSIB maternity team) 

 

Two person jaw thrust  

A two person jaw thrust is a technique to open a /baby’s airway. It involves one 

person lifting the baby’s jaw to ensure the airway is open and a second person 

delivering the breath. (HSIB maternity team) 

Minimal air entry was seen. A third set of five inflation breaths were administered and 

chest wall movement was seen, the Baby’s heart rate was recorded at 100bpm. An 
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oxygen saturation probe was applied, and the Baby’s oxygen saturation level was 

noted to be 48% and the volume of oxygen (O2) being administered was increased 

to 100%. Ventilation breaths were subsequently commenced. 

Oxygen saturation  

This is measured by placing a special probe on the hand or foot of a baby. This is 

an indicator of the amount of oxygen flowing through a baby’s blood vessels. 

(HSIB maternity team) 

Senior neonatal support arrived at 22:02 hours when the Baby was 4 minutes of age. 

An initial assessment of the Baby identified that there continued to be poor airway 

entry, despite repositioning of the Baby’s head and the application of a two person 

technique. The Baby was observed to be intermittently gasping; the Baby’s heartrate 

was identified to be above 140bpm. The Baby’s oxygen saturations were recorded 

between 40 and 50% in 100% administered O2. A request for the on-call neonatal 

consultant to attend was made. 

Intubation equipment was prepared, and a first attempt to intubate the Baby was 

commenced. The clinician was unable to achieve a clear view of the Baby’s airway 

and the procedure was temporarily discontinued and t-piece ventilation 

recommenced, and an increase in the ventilation pressure settings was applied.  

Intubation  

When a baby needs additional support with breathing a small tube may be passed 

through the mouth and into the windpipe to allow oxygen to be delivered directly to 

the lungs.  

Further information available from: Bliss - equipment on the neonatal unit 

Further intubation equipment was prepared, following which the t-piece ventilation 

support was discontinued to allow for the Baby’s airway to be suctioned under direct 

vision. ‘Thick ??? meconium-stained secretions’ were successfully aspirated 

(removed via suction) from the Baby’s oropharynx, following which a second attempt 

to intubate the Baby was commenced, this also proved unsuccessful and t-piece 

ventilation was recommenced. 
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Results of the Baby’s umbilical cord blood samples (collected following delivery of 

the placenta) were available for analysis shortly after 20:06 hours.  

The umbilical cord gas results were as follows: 

Arterial pH 6.994, base excess -11.3 mmol/L, lactate 11.0mmol/L 

Venous pH 7.161, base excess -10.2 mmol/L, lactate 7.9mmol/L 

Umbilical cord blood testing  

The umbilical cord contains three blood vessels. One large vein carries 

oxygenated blood to the unborn baby. Two smaller arteries carry deoxygenated 

blood from the unborn baby. Two indicators of a baby’s well-being are measured in 

the cord blood. These are known as the pH and the base excess (BE). The blood 

from a baby’s artery reflects the condition of a baby at the moment of birth. These 

indicators are significant because they can be associated with an increased risk of 

brain injury due to lack of oxygen (hypoxic ischaemic encephalopathy, or HIE). A 

cord pH less than 7.0; or cord BE less than –16 mmol/L, may be associated with 

HIE. Because of this it may be necessary to cool a baby. Some babies may be 

born in poor condition despite the cord gas results outside the description above. 

They may also need cooling. (HSIB maternity team) 

The paediatric consultant arrived in the maternity theatre at 20:17 hours whilst the 

second attempt to intubate the Baby was in progress. Following a verbal handover, 

the paediatric consultant took over management of the Baby’s airway, and two 

further attempts at intubation were made. Intubation was successful on the 4th 

attempt, at 23 minutes of age. 

Following intubation, the Baby’s heart rate was documented to be above 150bpm, 

and the Baby’s oxygen saturation levels were noted to be still low and a further 

adjustment to the ventilation pressures from 30/10mmHg to 40/10mmHg was made. 

The Baby’s oxygen saturations were recorded to be 55-58% in 100% administered 

O2. 

The Baby was transferred the local neonatal unit (LNU) at 20:35 hours (37 minutes 

of age). On admission to the LNU, it was noted that the Baby met the regional 

criteria for therapeutic cooling due to the Baby’s continued need for airway support at 
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10 minutes of age, concerning cord blood gas results and poor tone. The regional 

neonatal specialist team were contacted for advice and to locate an intensive care 

cot at a regional neonatal intensive care unit (NICU).  

As a result of the meconium aspiration and difficult resuscitation an early diagnosis 

of persistent pulmonary hypertension of the newborn (PPHN) secondary to 

meconium aspiration syndrome (MAS) was tentatively made.  

Persistent pulmonary hypertension of the newborn (PPHN) 

Persistent pulmonary hypertension of the newborn occurs when the blood vessels 

in a baby’s lungs do not open wide enough to allow blood and oxygen to flow 

freely. This limits the amount of oxygen available to the baby’s brain and other 

organs and causes a baby’s skin to appear blue or pale. It may be caused by 

infection, meconium aspiration syndrome or congenital abnormality. (HSIB 

maternity team) 

 

Meconium aspiration syndrome (MAS) 

On occasion a baby can breathe in meconium in the womb, or around the time of 

birth. This can cause a condition known as meconium aspiration syndrome (MAS). 

This is rare (affecting 1-3% of babies) and can cause serious breathing problems 

(infant respiratory distress syndrome). In addition, it can cause a condition called 

persistent pulmonary hypertension of the newborn. (HSIB maternity team) 

An initial plan of care was agreed, which included: 

• IV antibiotics and fluids 

• Chest x-ray  

• Surfactant therapy 

• Sedation and ventilation 

• Inotropic support  

• Cerebral function monitoring (CFM) and therapeutic cooling 

 

The Baby had umbilical catheters (a thin tube inserted into the vein and/or artery in a 

baby’s umbilical cord) inserted and medication was given to maintain the Baby’s 
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blood pressure within the expected range. IV fluid and medications were also 

administered. Drugs to sedate and temporarily immobilise (paralyse) the Baby and a 

10% dextrose infusion were commenced; blood samples and swabs were sent to 

screen for infection and antibiotics started as a precaution.  

An x-ray of the Baby’s chest was performed which showed the Baby had bilateral 

pneumothoracies, and a right sided chest drain was inserted. 

Pneumothorax 

A pneumothorax is a collapsed lung and occurs when air becomes trapped in the 

space between a baby’s lung and chest wall. The air enters this space either from 

the lung or from outside the body. It is confirmed by a chest x-ray.  

(HSIB maternity team) 

Following stabilisation, the Baby was placed on a cooling mattress and active 

therapeutic cooling and cerebral function monitoring (CFM) were commenced, this 

was reported to demonstrate ‘a low baseline’. 

Cerebral function monitoring (CFM)  

Cerebral function monitoring is a minimally invasive tool to detect/confirm the 

presence of seizure activity in newborn babies. It is performed by attaching 

electrodes to a baby’s head which provide a continuous read out of electrical 

activity in the brain, generally over a period of hours to days.  

(HSIB maternity team) 

The regional neonatal specialist team arrived to transfer the Baby shortly before 

01:00 hours (day one), time was taken to further assess and stabilise the Baby in 

preparation for transfer. The team left the LNU at 04:13 hours with the Baby and 

arrived at the regional NICU at 05:50 hours.  

On arrival at the regional NICU, a repeat chest x-ray showed a small residual 

pneumothorax remained on the right side of the Baby’s chest, this continued to 

improve, and the chest drain was removed on day three. The Baby received 72 

hours of therapeutic cooling. The CFM was noted to improve over the course of the 

Baby’s cooling treatment and showed normal sleep wake cycling and normal voltage 

trace.  
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As the Baby was being re-warmed, the Baby’s PPHN was noted to deteriorate, and 

the decision was made to transfer the Baby to a specialist centre for extracorporeal 

membrane oxygenation (ECMO) treatment which was commenced on day seven. 

ECMO 

ECMO is a technique which can be used in adults or in babies with severe or life-

threatening heart or lung problems. ECMO stands for extracorporeal membrane 

oxygenation. The ECMO machine is very similar to a heart–lung machine. An 

artificial lung (the membrane) puts oxygen into the blood outside the body 

(extracorporeally). A tube (cannula) is normally inserted into one of the parts (the 

right upper chamber) of the heart, or into a major vein in the neck or groin. This 

allows blood to go into the ECMO machine, which takes away carbon dioxide and 

then adds oxygen to it. The blood is then returned to the patient through another 

tube, either in the major artery going to the heart or in a major vein in the groin. A 

drug is given to stop the blood from clotting. (HSIB maternity team) 

The Baby responded well to ECMO, and this was discontinued after seven days. The 

Baby subsequently underwent corrective surgery for a heart valve defect prior to 

being re-transferred back to the regional NICU. 

A magnetic resonance imaging (MRI) scan was completed on day 20, this showed 

‘no gross abnormalities or features to suggest a significant hypoxic ischaemic injury’.  

Magnetic resonance imaging (MRI) 

MRI is a type of scan that uses strong magnetic fields and radio waves to produce 

detailed images of the inside of the body. Brain MRI may be performed on a baby 

suspected of having brain damage due to lack of oxygen, bleeding, structural and 

other abnormalities. There are no risks of MRI although as babies need to lie still, 

sedation may be suggested for them. (HSIB maternity team) 

Twenty-two days after birth, the Baby was transferred back to the LNU for ongoing 

care. The Baby was subsequently discharged home twenty-six days later, with 

support in place from both the community nursing and physiotherapy teams, and 

with a plan for regular neonatal and cardiology follow-up appointments at the Trust. 
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Section 5. Investigation findings and analysis  

5.1 Antenatal care 

HSIB considers that the Mother was referred for shared obstetric and midwifery care 

in line with local and national guidance (National Institute for Health and Care 

Excellence, 2008 (updated February 2019); Local Clinical Guideline, 2020i; Local 

Clinical Guideline, 2020d). 

The HSIB investigation learnt that the Trust operates an integrated team model of 

midwifery with the aim of providing continuity of carer for mothers. Relationship 

continuity is generally highly valued by mothers and clinicians (The King's Fund, 

2010) and is recommended as best practice in both high and low risk pregnancies 

(NHS England, 2016). The Mother had continuity of midwifery care throughout the 

pregnancy with all of her antenatal appointments being with her named midwife. 

In response to the COVID-19 restrictions and in line with national recommendations, 

the HSIB investigation learnt that some antenatal clinic appointments had been 

changed to telephone consultations in order to minimise the risk of infection, this was 

not considered to have impacted on the Mother’s care in this instance. 

5.1.1 Management of the Mother’s fibroids 

The exact incidence of fibroids in the general female population is unknown although 

it is estimated that 20 to 40% of women will experience them during their 

reproductive years and they are most common in women aged 35 years or older. 

Ethnicity has also been linked to the occurrence of fibroids, black women are the 

most commonly affected; being 3 to 5 times more likely to have fibroids than white, 

Asian and Hispanic women (Alok & Zaima, 2011; Myounghwan, 2018). 

Fibroids are often asymptomatic and often only being diagnosed when a mother 

attends for routine ultrasound imaging during pregnancy (Alok & Zaima, 2011; 

Myounghwan, 2018). The HSIB investigation learnt that in this instance, the Mother 

had been diagnosed with fibroids approximately four years prior to this pregnancy, 

she had not undergone any specific treatment with regards to these. 

There are a number of increased risks associated with the presence of large or 

multiple fibroids in pregnancy, these include:  
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Outcome Mother’s with 

fibroids 

Mother’s without 

fibroids 

Caesarean section 48.5% 13.3% 

Preterm labour 16.1% 8.7% 

Fetal malpresentation 13.0% 4.5% 

Fetal growth restriction 11.7% 8.6% 

Failure to progress 7.5% 3.2% 

Placental abruption 2.8% 0.9% 

Postpartum haemorrhage 2.5% 1.4% 

Retained placenta 1.4% 0.6% 

         (Sampat & Alleemudder, 2018) 

The HSIB investigation found that there is currently no national guidance regarding 

the management of fibroids in pregnancy. Sampat and Alleemudder (2018) suggest 

that the location and size of the fibroid(s) should be assessed in the first trimester 

and that mothers with fibroid(s) greater than 3 cm in size require referral for obsteric 

led care, to ensure that the Mother is advised of the implication and risks of fibroids 

in pregnancy and to allow for an individualised plan to be made regarding timing and 

mode of delivery.  

The HSIB investigation learnt that the Mother’s history of uterine fibroids was 

discussed during her obstetric consultation at 15+2 weeks, the Mother was made 

aware of potential antenatal and intrapartum risk factors associated with the fibroid 

such as pre-term labour, fetal growth restriction, placental abruption and bleeding 

after delivery and a plan for her to have serial growth USSs was agreed. 

The Mother attended eight USSs during the course of her pregnancy (see table 

below), documentation regarding the Mother’s fibroids was recorded on six 

occasions. 
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Gestation Fibroid Assessment on USS Size 

9+4 One uterine fibroid located on 

the right lateral wall 

31mm x 34mm x 37mm 

11+3 One uterine fibroid 41mm x 26mm x 25mm 

19+6 Multiple fibroids noted, largest 

located low anterior wall 

51mm 

30+4 Four fibroids noted 52mm, 43mm, 34mm & 32mm 

34+4 Three fibroids noted, largest on 

left anterior wall  

Largest 60mm others are 40mm 

37+2 Fibroids not commented on  

38+4 Five fibroids seen Largest 61mm others are 11mm, 

22mm, 39mm and 40mm 

41+6 Fibroids not commented on  

A prospective study undertaken in 2010 (Lee, Norwitz, & Shaw) illustrated that the 

majority of fibroids (60-78%) do not significantly alter in size during pregnancy. Of 

the 22-32% which do increase in volume, the growth was almost exclusively seen 

during the first trimester, with little growth in the second and third trimester. The 

HSIB investigation found that the most prominent of the Mother’s fibroids showed 

some growth during the pregnancy, with the majority of this occurring between the 

9+4 week and 19+6 week USSs. 

The Mother asked the HSIB investigation why there was variation in the number of 

fibroids on each USS. HSIB considers that the primary purpose of the USS is to 

monitor the growth of the Baby rather than the size and the position of fibroids. It is 

recognised that hormonal fluctuations in pregnancy can cause fibroids to become 

softer (due to increased oedema), which in turn may result in them flattening out and 

becoming more challenging to detect on USS (Alok & Zaima, 2011). HSIB considers 

that the variation in the number of fibroids documented at each of the Mother’s USSs 

could in part be a result of these hormonal changes but may also vary dependant on 

the experience of the individual sonographer, the quality of ultrasound equipment 

used, and the clarity of images generated. 
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HSIB considers that a follow-up obstetric consultation was indicated following the 

Mother’s USS at 34+4 weeks to allow for the USS images and location of the 

Mother’s fibroids to be reviewed. An obstetric consultation would have provided an 

opportunity to rediscuss the risks associated with multiple large fibroids with the 

Mother and to document a comprehensive plan for the Mother’s labour. HSIB 

considers that the probability that the Mother would require a CS was statistically 

significant and the attendance of an experience surgeon was indicated due to the 

location of the Mother’s fibroids on the anterior wall of her uterus. 

One question expressed by the Mother was whether the location of her fibroids 

meant that she was not a suitable candidate for a vaginal birth. On review of the 

USS images from the scan undertaken at 38+4 weeks, HSIB considers that the 

Mother’s fibroids were no longer in the lower anterior segment of her uterus. HSIB 

considers that at this time (38+4 weeks) the Mother’s plan to aim for a vaginal birth 

was reasonable as the fibroids were not obstructing the birth canal. 

5.1.2 Fetal growth surveillance 

The HSIB investigation learnt that the Mother had been screened during the 

pregnancy to receive serial growth USS. Local guidance (2020a) recommends that 

first time mother’s identified with ‘significant’ fibroids in pregnancy should be offered 

serial growth USSs at 28, 32, 36 and 40 weeks of pregnancy. 

Guidance provided in the NHS England Care Bundle, Saving Babies’ Lives, version 

2 (2019) advises that ongoing surveillance for fetal growth need not be performed 

more frequently than every three weeks unless potential abnormalities in fetal growth 

are identified and that for the vast majority of pregnancies an interval of four weeks is 

appropriate. In addition, national guidance recommends that USS surveillance in at 

risk babies should continue up until delivery. 

The HSIB investigation learnt that in line with local guidance an initial growth USS 

had been arranged during the 28th week of the Mother’s pregnancy. The Mother 

unintentionally missed this initial growth USS and once identified this was re-

requested and arranged for 30+4 weeks. The HSIB investigation found that this initial 

delay to the Mother’s first USS resulted in her subsequent serial growth USSs being 

rearranged for 34+4 and 38+4 weeks. The HSIB investigation were unable to 
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determine why in this instance a routine growth USS at around term (40 weeks) was 

not arranged.  

 

Personalised Growth Chart 

The calculated estimated fetal weight (EFW) from each USS was plotted on the 

Mother’s personalised GROW chart which had been printed and placed in her 

handheld maternity notes. 

The HSIB investigation team learnt that the Mother attended a further planned USS 

appointment at 38+4 weeks during which an assessment of the Mother’s fibroids was 

completed. Growth assessment was not performed at this time as the interval from 

the Mother’s previous growth USS was less than 14 days.  

HSIB considers that in line with the local guideline, a growth USS at around term (40 

weeks) was indicated, this may have provided clinicians with an earlier opportunity to 

detect that the Baby’s growth was tailing (subsequently identified at 41+6 weeks). 

This in turn would have allowed for an earlier discussion regarding the timing of the 

Mother’s IOL to occur. The HSIB investigation acknowledge that it is not possible to 

know whether the Mother would have consented to an earlier date for her IOL or how 

this may have altered the outcome for the Baby. 

Detection of tailing growth was identified during the Mother’s first IOL admission 

when an urgent USS was arranged (41+6 weeks). This identified a tailing in the 

Birth Weight = 3100g 
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growth of the Baby from the 90th to the 50th centile, the EFW of the Baby was 

calculated to be 3,545 grams. In addition, this scan identified that there was no 

longer any amniotic fluid around the Baby.  

HSIB considers that the Mother was appropriately informed that the findings from 

this scan meant that the wellbeing of the Baby could not be assured, and that 

delivery of the Baby should be prioritised.  

The Baby’s weight at birth (42+3 weeks) was 3,100 grams (12.5th customised 

centile), HSIB considers that the Baby had incurred a degree of late onset growth 

restriction during the later weeks of the pregnancy. 

 

5.2 Initial induction of labour for post maturity  

Induction of labour is one of the most common interventions offered to pregnant 

women in the UK, with almost a third of all women reported to have their labours 

induced (Royal College of Midwives, 2019). There are many reasons why women 

may be offered an IOL, including underlying medical reasons, pathologies of 

pregnancy, multiple pregnancies and post-maturity. 

National guidance recommends that mothers with low risk pregnancies should be 

offered an IOL between 41+0 and 42+0 weeks, to avoid the risks of prolonged 

pregnancy (a pregnancy that goes beyond 42 weeks) (National Institute for Health 

and Care Excellence, 2008). After 42 weeks of pregnancy, the risks of stillbirth or 

neonatal death increase, the reason for this remains unclear, although is often 

attributed to a decline in placental function (Middleton, Shepherd, Morris , Crowther, 

& Gomersall, 2020; Carrol, Lee, Desforges, & Heazell, 2020). 

The date for the Mother’s IOL was initially scheduled for 41+4 weeks which was 

subsequently rescheduled to 41+5 weeks following a request by the Mother to delay 

this to ensure that her partner would be able to attend. HSIB considers that the 

Mother’s request was appropriately and sensitively facilitated.  
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5.2.1 Management of the abnormal CTG following administration of the 

prostaglandin pessary  

Following insertion of the prostaglandin pessary at 19:15 hours, CTG monitoring was 

recommenced. The CTG performed between 19:20 and 20:09 hours; prior to the 

Mother being transferred to the DS; showed a rise in the Baby’s heart rate (outside 

of ‘normal’ parameters) and three decelerations were noted. Uterine contractions 

were 5 to 6:10 minutes. 

A review of the manufacturer’s product information leaflet identifies the following 

common (affecting up to 1 in 10 mothers) side effects: 

• Increased contractions of the womb which may or may not affect the baby  

• The baby may become distressed and/or its heart rate could become faster or 

slower than normal  

HSIB considers that the CTG indicated that the Mother had experienced an adverse 

reaction to the prostaglandin pessary. HSIB considers that concerns regarding the 

changes to the CTG were quickly identified and escalation for an obstetric review 

occurred promptly.  

Local guidance (2020f) regarding effective communication and handover within the 

maternity service indicates that the SBARD (Situation, Background, Assessment, 

Recommendation and Decision) tool should be adopted as a framework for all 

aspects of communication. HSIB considers that this tool was utilised effectively and 

provided a concise summary of the clinicians concerns, reasons for escalation and 

immediate actions required.  

HSIB considers that the CTG was accurately interpreted as ‘abnormal’ at this time. 

The decision to transfer the Mother to DS for one-to-one care was reasonable and 

conservative measures; including removal of the prostaglandin pessary, 

administration of terbutaline to reduce uterine activity and IV fluids; were in line with 

national guidance (National Institute for Health and Care Excellence, 2014 (updated 

February 2017)). 

A recommendation for a CS was made at 23:10 hours. HSIB considers that the CTG 

remained abnormal at this time, and that the advice for a CS was reasonable. HSIB 

considers that the clinician provided the Mother with a balanced summation of their 
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concerns whilst also explaining that the science of interpreting CTG’s is not exact 

and that the only way to be assured of the Baby’s condition would be delivery of the 

Baby. 

HSIB considers that the Mother’s request for additional time and the rationale for this 

decision was accepted and respected by the team. 

5.2.2 Diagnosis of suspected rupture of membranes at term (SROM) 

Pre-labour spontaneous rupture of membranes occurs in 6-19% of deliveries at term 

(from 37+0 weeks). As there is an increased risk of serious neonatal infection (1%) 

with ruptured membranes compared to those with intact membranes (0.5%) timely 

diagnosis and management of SROM is key (National Institute for Health and Care 

Excellence, 2014 (updated February 2017)). 

During the Mother’s first IOL admission (41+5 weeks), following her transfer to DS, 

the Mother shared with the clinician caring for her that she had been experiencing a 

‘sensation of feeling damp since [41+3 weeks]’ although this had not required her to 

need a sanitary pad. It was documented in the Mother’s records whether this could 

mean the Mother’s membranes had ruptured and whether the increase in the Baby’s 

heart rate could be a sign of an intrauterine infection (chorioamnionitis). 

The Mother shared with the HISB investigation that she had not considered that this 

sensation of dampness might mean that the membranes around the Baby had 

ruptured, and therefore had not sought advice with regards to this when it occured or 

thought to mention it at the time of her initial admission four hours earlier. 

National guidance (National Institute for Health and Care Excellence, 2014 (updated 

February 2017)) identifies that if it is uncertain whether prelabour rupture of the 

membranes has occurred, the mother should be offered a speculum examination to 

determine whether the membranes have ruptured. Local guidance (2020h) 

recommends that mothers with an inconclusive history should be provided with a 

diagnostic pad (worn in a mother’s underwear, which changes colour in the presence 

of amniotic fluid) and that ‘women should be advised to report any findings and to 

retain the pad for inspection by the midwife’ and that diagnosis with a sterile 

speculum examination should be undertaken if no liquor has been seen but the 

diagnosis pad result is positive.  
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HSIB considers that when the Mother informed the clinician of her possible history of 

SROM this was not fully explored in line with either national or local guidance 

(2020h; National Institute for Health and Care Excellence, 2014 (updated February 

2017)). HSIB investigation learnt that further exploration of the history shared by the 

Mother with regards to this did not occur, as the plan at this time was for the 

Mother’s IOL to proceed.  

HSIB acknowledges that had the Mother’s SROM been identified at the time of her 

admission (prior to insertion of the prostaglandin pessary), it was likely that additional 

clinical investigations would have been completed, which may have led to an 

alternative method of IOL being undertaken. 

An urgent USS was performed the next day at 41+6 weeks, which identified that 

there was no longer any amniotic fluid around the Baby. HSIB considers that the 

finding from this USS supported the history given by the Mother, and that it was 

possible that her membranes had ruptured three days previously (at 41+3 weeks). 

HSIB considers that the likelihood that the Mother’s membranes may have ruptured 

was not recognised as a risk factor in the ongoing management of the Mother’s care. 

5.2.3 USS findings (41+6 weeks) 

Following the Mother’s urgent USS at 41+6 weeks, which identified that the Baby 

had not grown since the Mother’s previous scan at 37+2 weeks, and an absence of 

amniotic fluid around the Baby. HSIB considers that the Mother and Father were 

appropriately informed that the wellbeing of the Baby could not be assured, and that 

delivery of the Baby should be prioritised. 

They were informed that the safest course of action would be to continue with the 

IOL process; three options were documented, these were: 

1. Re-insertion of prostaglandin pessary (however this may cause same 

problem) 

2. Oxytocin infusion + ARM 

3. Caesarean section 

HSIB considers that in view of the Mother’s cumulative risk factors of anhydramnios 

and sub-optimal fetal growth, coupled with an inconclusive history of SROM and the 
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Baby’s high presentation in the Mother’s pelvis, delivery by CS rather than IOL would 

have been the preferable option for achieving a timely delivery of the Baby. 

The HSIB investigation learnt that the Mother remained eager to achieve a normal 

birth and elected to decline both the option for continuing with the IOL process or the 

option for a CS at this time. 

The HSIB investigation found that the teams concern for the wellbeing of the Baby 

and Mother were discussed at length with the Mother and Father on multiple 

occasions prior to their discharge home. Clinician’s shared with the HSIB 

investigation that they had been concerned about the Mother’s decision to decline 

proceeding with the IOL at this time, but ultimately wished to support her in her 

decision to go home and await events.  

National and local guidance (National Institute for Health and Care Excellence, 2008; 

Local Clinical Guideline, 2020g) identifies that mothers’ who decline induction of 

labour should be offered increased antenatal monitoring consisting of at least twice-

weekly cardiotocography’. HSIB considers that appropriate follow-up appointments 

for daily CTG monitoring were arranged. 

As discussed in section 5.2.2 of this report HSIB considers it was likely that the 

Mother’s membranes had ruptured at 41+3 weeks, when the Mother first 

experienced a sensation of dampness. The HSIB investigation identified that 

additional investigations to identify whether the Mother’s membranes had ruptured 

were not completed, and the suspicion of prolonged SROM was not recognised by 

the team as a risk factor in the ongoing management of the Mother’s care. 

HSIB recognises that there is no specific national guidance relating to the ongoing 

care for mothers who decline IOL at term (post 37 weeks) where the possibility of 

SROM has not been discounted. Current evidence (Wojcieszek, Stock , & Flenady , 

2014) does not support the prophylactic use of antibiotics after 37 weeks gestation 

when SROM is suspected, with the exception of when a mother is identified as 

exhibiting signs of infection. HSIB acknowledges that at the time of the Mother’s 

discharge (41+6 weeks) there were no identifiable infection markers in either the 

Mother’s blood results or clinical observations to indicate that antibiotics were 

required at this time. 
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HSIB considers that it is not possible to know how the outcome for the Baby may 

have differed had the Mother elected to continue with the IOL (or have a CS) at this 

time. 

 

5.2 Birth choices 

HSIB recognises that the decision to undergo an IOL is an important one for the 

majority of mothers. National guidance (National Institute for Health and Care 

Excellence, 2008) states that ‘women who are having or being offered induction of 

labour should have the opportunity to make informed decisions about their care and 

treatment, in partnership with their healthcare professionals’. 

During the Mother’s initial IOL admission, following the failed attempt to insert the 

CRB device, the Mother and Father shared with the clinician caring for them that 

they remained unsure about the induction process and that they had not been aware 

that ‘declining induction was allowed’. 

Clinicians shared with the HSIB investigation that there is an expectation that all 

mothers would be provided with a copy of the Trusts information leaflet ‘Induction of 

Labour – What is it and what does it involve?’ antenatally, which includes information 

regarding what happens if a mother chooses not to be induced. In addition, clinicians 

shared that the topic of IOL (for post maturity) would typically be introduced during 

the 36 week antenatal appointment as part of the ‘birth discussion’, where time is 

specifically allocated to discuss the mother’s birth plan. 

Reference to the Mother’s birth plan being ‘discussed and documented’ was made 

during the Mother’s antenatal appointment at 35+5 weeks. The HSIB investigation 

were unable to locate any additional information with regards to the contents of this 

conversation and considers that it is not possible to be reassured that the topic of 

IOL for post maturity formed part of this discussion. 

The Royal College of Obstetricians and Gynaecologists (RCOG (2016)) informs that 

shared decisions can only occur when each party has access to the same 

information and, above all, the time to make an informed decision. This means 

finding the time to explain the risks and benefits of a recommended course of action 
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(and the other options), and for mothers, to have the time reflect on their treatment 

options before deciding what is best for them.  

HSIB considers that whilst there is evidence (Coates, Cupples, Scamell, & McCourt, 

2018) that an information brochure, explaining the induction process in plain 

language can support a mother’s decision-making and improve understanding, that 

reliance on mother’s reading this cannot be assumed and therefore the contents of 

the information brochure being shared also needs to be discussed.  

HSIB considers that the Mother’s decision to halt the IOL process was managed 

sensitively, and her choices were respected.  

HSIB considers that the Mother was fully informed of the potential risks associated 

with the additional findings which were identified on the USS scan performed prior to 

her discharge at 41+6 weeks, and that the documentation completed with regards to 

this was of an exceptional standard and demonstrated that the RCOG’s model of 

consent was followed.  

 

Model consent process, RCOG  

The Mother shared with the HSIB investigation that she understood the teams 

concerns but believed that her labour would start naturally if she were allowed some 

time for this to happen, she remained reassured by the Baby’s movements, and 

understood that she could attend the unit or call for advice at any time. 
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HSIB considers that the team’s concerns were rediscussed on multiple occasions 

during the Mother’s subsequent attendances to the DAU and second IOL admission. 

HSIB considers that information shared with the Mother and Father remained 

consistent and balanced. The HSIB investigation found that the clinicians were 

sensitive to the Mother’s feelings and supported the Mother’s choice that additional 

time be allowed following the recommendation for a CS made shortly after 12:30 

hours (42+3 weeks).  

 

5.3 Second induction of labour and intrapartum episode 

5.3.1 Raised Maternal CRP 

The HSIB investigation learnt that routine admission bloods were collect shortly after 

the Mother’s admission at 42+2 weeks and a review of the results, by the clinician 

caring for the Mother occurred at 20:05 hours. The Mother’s C-reactive protein 

(CRP) was noted to be raised at 73 mg/L (expected range 0.4 to 8.1 mg/L) and her 

haemoglobin was observed to be marginally low at 105g/L. The need for these to 

reviewed by the obstetric team was recorded.  

As discussed in section 5.2.2 of this report HSIB considers that the Mother’s 

membranes may have ruptured at 41+3 weeks, when the Mother first experienced a 

sensation of dampness. The HSIB investigation identified that additional 

investigations to identify whether the Mother’s membranes had ruptured were not 

completed, and the suspicion of prolonged SROM was not recognised by the team 

as a risk factor in the ongoing management of the Mother’s care. 

The HSIB investigation learnt that an obstetric review of these blood results did not 

occur. HSIB considers that the combination of the Mother’s history of dampness from 

41+3 weeks and her raised CRP provided sufficient suspicion of the onset of 

infection. It is recognised that contributing factors such as increased length of SROM 

and more than four vaginal examinations increases the risk of a mother developing 

chorioamnionitis (Tita & Andrews, 2010; Curtin, Katzman, Florescue, & Metlay, 

2012).  
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HSIB considers a review of the Mother’s blood results by the obstetric team would 

have allowed for her infection risk factors to be reviewed and for earlier 

administration of antibiotics to be considered.  

5.3.2 Maternal infection and sepsis pathway  

HSIB considers that at 09:30 hours (42+3 weeks) when the Mother was noted to be 

‘shivery’ with a raised temperature of 37.8C, appropriate conservative measures 

were taken. The Mother’s temperature was retaken just under an hour later as it was 

noted that she felt warm to touch and her temperature was found to have risen to 

38.5C, despite administration of paracetamol at 09:35 hours.  

HSIB considers that escalation for an obstetric review occurred promptly and that 

treatment was implemented in line with the local guidance for management of 

maternal sepsis (2020b). Not all of the six elements (which form the sepsis pathway) 

were undertaken within the identified target time of one hour. Hourly assessment of 

the Mother’s urine output which can aid clinicians in identifying the severity of the 

infection did not occur. HSIB considers that at 13:00 hours when the Mother was 

unable to pass urine, insertion of an indwelling catheter was indicated. 

National guidance regarding the recognition, diagnosis and early management of 

sepsis (National Institute for Health and Care Excellence, 2016) advise the use of a 

structured inpatient maternal sepsis tool to aid clinicians in the recognition and 

management of sepsis and to provide direction with regards to initial treatment, 

ongoing management and escalation pathways. The HSIB investigation found that 

on this occasion, the local ‘maternal sepsis screening tool’ had only been partially 

completed and considers that had this been completed in full; as designed; earlier 

catheterisation would have occurred. HSIB considers that on this occasion this did 

not impact on the outcome for either the Mother or Baby.  

5.3.3 CTG interpretation and categorisation of the caesarean section  

HSIB acknowledges that the Mother’s decision to decline a CS, when this was 

proposed at around 12:30 hours (42+3 weeks) ultimately influenced the eventual 

timing of the Baby’s birth.  

Local guidance (2020c) informs that a systematic assessment of the fetal and 

maternal condition, including the CTG, should be undertaken every 60 minutes and 
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provides clinicians with a classification system to aid interpretation of the CTG and 

an intrapartum CTG sticker is provided to aid uniformity in this process. 

 

Intrapartum CTG Sticker 

The HSIB investigation found that over the course of the Mother’s second admission 

the intrapartum CTG sticker was not consistently completed. In the nine hours 

preceding the birth of the Baby at 19:58 hours (42+3 weeks) the CTG sticker was 

completed four times and assessed to be ‘intermediary’ on three of these occasions.  
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The HSIB investigation identified that the last systematic review of the CTG was 

documented at 17:30 hours (nearly two and a half hours prior to the Baby’s birth). 

This identified the CTG as ‘intermediary’, and it was noted that there were 

uncomplicated variable decelerations, the Mother’s contractions were noted to be 3 

to 4:10 minutes and a suspicion of ‘gradually evolving hypoxia’ was documented. 

The HSIB investigation found evidence that when the CTG sticker was not utilised, 

various other methods for reviewing the CTG were employed by the team although 

documentation of these did not always involve a formal classification of the CTG.  

Shortly following the review at 17:30 hours, the Mother consented for a CS and a 

plan for a category 3 CS was recorded at 18:05 hours, with a view that this could be 

escalated to a category 2 CS should the CTG deteriorate. The CTG was noted to be 

‘suspicious, with variable decelerations and good variability’. HSIB considers that a 

category 2 CS was indicated at this time due to the clinician’s concerns regarding the 

Baby’s heart rate.  

The HSIB investigation learnt that the delivery suite was busy at the time the Mother 

consented to the CS and that another mother was already in the main obstetric 

theatre. Having obtained verbal consent for the procedure from the Mother the HSIB 

investigation learnt that the clinician had visited the obstetric theatre to update the 

anaesthetist. It was shared that they had been reassured that the procedure 

currently being undertaken in the theatre was almost complete and that the Mother’s 

transfer to theatre and delivery of the Baby would therefore be achievable within an 

acceptable timeframe, meaning that a second theatre team was not required. 

A change in the consultant cover for the maternity unit occurred between 18:00 and 

18:30 hours, following this handover the oncoming consultant went to introduce 

themselves to the Mother and Father. The consultant completed the CS consent 

paperwork with the Mother and observed that the ‘CTG remained tachycardic’ 

(raised baseline). HSIB considers that a further systematic assessment of the CTG 

at this time may have prompted the categorisation of the CS to be revised. 

HSIB considers that staff were not consistent in the use of the CTG sticker, this 

resulted in a lack of standardisation to the approach of CTG categorisation and may 

have contributed towards a subtle desensitisation to, and acceptance of, the 
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changes being observed on the CTG during this period. HSIB considers that 

stepping back to take a helicopter view may have altered the urgency to deliver once 

the Mother had agreed to birth by CS. It is unlikely that this influenced the outcome 

for the Baby. 

5.3.4 Timing of delivery 

Verbal consent to deliver the Baby by CS was obtained from the Mother at 18:05 

hours, and the Baby was delivered by category 3 CS at 19:58 hours, representing a 

decision to delivery interval (DDI) of 1 hour and 53 minutes. 

HSIB identified that the following tasks would have occurred during this time period: 

• handover of consultant cover for the maternity unit 

• cleaning and restocking of the maternity theatre 

• formal consent of the Mother for the procedure 

• transfer to the maternity theatre  

• siting and administration of spinal analgesia (performed in theatre)  

• performance of an emergency caesarean section  

As discussed in section 5.3.3 of this report HSIB considers that in view of the 

Mother’s full clinical picture and the ongoing concerns regarding the Baby’s heart 

rate a category 2 CS was indicated.  

HSIB considers that in this instance it is unclear that earlier delivery of the Baby, with 

a DDI closer to 75 minutes, would have altered the condition of the Baby following 

birth. 

 

5.4 Neonatal care 

5.4.1 Initial neonatal resuscitation and decision for therapeutic cooling 

Neonatal services within the Trust work closely with the maternity service. Members 

of the team work on a two-tiered rota system that supports the maternity unit in 

providing initial support at the time of delivery and within the early neonatal period.  

The neonatal team were notified of the plan to undertake a category 3 CS and two of 

the tier one neonatal clinicians attended the maternity theatre at 19:45 hours to 
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ensure that they had sufficient time to prepare the resuscitaire in preparation for the 

Baby’s birth.  

The HSIB investigation learnt that on this occasion two clinicians attended the 

maternity theatre as they had been advised that the Baby would require a ‘partial 

septic screen’ as the Mother had been commenced on the sepsis pathway during 

labour and had considered that an additional pair of hands would be beneficial. 

The Baby was born poor condition at 19:58 hours and made no attempt to breathe. 

The Baby’s umbilical cord was clamped and cut, and the Baby was transferred 

immediately to the resuscitaire. Prior to commencing the national newborn life 

support algorithm (Resuscitation Council (UK), 2015) the Baby’s airway was 

suctioned under direct vision by the neonatal clinicians who were in attendance. 

 

Newborn life support algorithm 
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The Baby was not stimulated (dried) immediately at birth due to the presence of thick 

meconium. Clinician’s present at the delivery of the Baby shared with the HSIB 

investigation that the presence of thick meconium had been unexpected as there 

had been no evidence of this throughout the Mother’s intrapartum episode.  

Guidance provided by the UK Resuscitation Council (2015) says; ‘If presented with a 

floppy, apnoeic infant born through thick particulate meconium it is reasonable to 

inspect the oropharynx rapidly to remove potential obstructions. Tracheal intubation 

should not be routine in the presence of meconium and should only be performed for 

suspected tracheal obstruction.’ HSIB considers that it was reasonable for the team 

to suction the Baby’s airway under direct vision when they observed the Baby was 

pale, floppy, making no attempt to breathe and born through thick meconium.  

The Baby was subsequently stimulated and inflation breaths in accordance with the 

national newborn life support algorithm (Resuscitation Council (UK), 2015) were 

commenced. The senior tier two clinician was requested to attend via an emergency 

‘2222’ call when the Baby was two minutes of age, arrived in the maternity theatre 

within four minutes and took over leading the resuscitation process. HSIB considers 

that the call to summon additional help was timely. 

An initial assessment of the Baby was undertaken at this time which highlighted that 

management of the Baby’s airway was challenging, and that despite a two person 

technique being implemented, limited air entry (chest wall movement) could be seen, 

and the Baby was requiring a high concentration of oxygen. In view of this, a request 

for the on-call neonatal consultant to attend was made. 

The HSIB investigation learnt that a reciprocal agreement between the neonatal and 

paediatric consultants is in place to ensure that there is one consultant present in the 

hospital at all times to assist either team in the interim with any unanticipated 

emergency care. On this occasion the neonatal consultant was allocated to provide 

on-call cover from home and the paediatric consultant was on-site. The on-call 

neonatal consultant received this call (at home) at 20:10 hours, they requested that 

the paediatric consultant was called to attend and advised that they would also begin 

to make their way into the unit.  

Whilst awaiting the arrival of the paediatric consultant two attempts to intubate the 

Baby were made. T-piece ventilation was used at pressures of 20/5 mmHg which 
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were subsequently increased to 30/10 mmHg after the first attempt at intubation, the 

HSIB investigation consider that whilst these initial pressures were low, they were 

rapidly and appropriately increased. 

HSIB considers that the decision to intubate the Baby, given the on-going need for 

respiratory support with ventilation breaths and a high oxygen requirement was 

reasonable.  

The HSIB investigation learnt that due to the ongoing requirement for airway support 

at 10 minutes of age, the overhead radiant heater was turned off during the 

resuscitation to initiate passive cooling. National guidance identifies that ‘cooling 

should only be considered once cardiorespiratory stability has been achieved 

including heart rate and oxygen saturation’ (British Association of Perinatal Medicine, 

2020). HSIB considers that cardiorespiratory stability had not been achieved at this 

time and the decision to commence passive cooling was made prematurely on this 

occasion.  

Intubation of the Baby was found to be unusually difficult. Meconium can be inhaled 

into the lungs if a baby gasps while still in the womb or during the initial gasping 

breaths after delivery. This gasping usually happens because a problem (such as an 

infection or compression of the umbilical cord) made it hard for the baby to get 

enough oxygen before birth. Meconium can cause obstruction of the baby’s airways, 

resulting in air being trapped, hyperinflation (over inflation of the lungs), and an 

increased risk of pneumothorax (abnormal collection of air in the pleural space 

between the lung and the chest wall) (Swarnam, Soraisham, & Sivanandan, 2012; 

Vain & Batton, 2017).  

The paediatric consultant arrived in the maternity theatre at 20:17 hours whilst the 

second attempt to intubate the Baby was in progress. Following a verbal handover, 

the paediatric consultant took over management of the Baby’s airway, and two 

further attempts at intubation were made. Intubation was successful on the 4th 

attempt, at 23 minutes of age. The HSIB investigation consider that the neonatal 

team followed escalation processes in line with Trust guidance (2018). HSIB 

considers that logical escalation occurred amongst the neonatal clinicians present 

and that this occurred within a reasonable timeframe. 
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The Baby was transferred to the LNU at 37 minutes of age. HSIB considers that the 

regional pathway for therapeutic hypothermia in newborns was commenced and 

followed (Regional Neonatal Network, 2017) and that this was in accordance with the 

UK total body cooling trial criteria (Azzopardi, et al., 2012; British Association of 

Perinatal Medicine, 2020).The decision to therapeutically cool the Baby was made 

promptly, and this was actively commenced 91 minutes after the Baby’s admission to 

the LNU.  

As a result of the meconium aspiration and difficult resuscitation, an early diagnosis 

of PPHN secondary to MAS was tentatively made and appropriate treatment was 

planned (IV antibiotics and fluids, chest Xray, surfactant therapy, sedation and 

ventilation, inotropic support, CFAM and therapeutic cooling). HSIB considers that 

whilst establishment of an effective airway and adequate respiratory support during 

the resuscitation was slow, this was unavoidable due to the difficult intubation and 

high pressures needed to inflate the Baby’s chest. The HSIB investigation consider 

that the care provided was appropriate. 

HSIB considers that extensive neonatal resuscitation is a rare event and recognises 

that this was a challenging clinical situation for the responding team. The HSIB 

investigation learnt that the team were in date with neonatal life support training and 

the Trust regularly undertook neonatal resuscitation simulation in the workplace. 

Clinicians shared with the HSIB investigation that there was good teamwork and 

communication with regards to the steps taken to resuscitate the Baby.  

5.4.2 Ongoing neonatal care and MRI results 

The Baby was transferred to the regional NICU at eight hours of age for ongoing 

care. HSIB considers that the transfer to the first regional NICU for therapeutic 

cooling was appropriate as was the subsequent transfer for ECMO. 

The Baby received seven days of antibiotics for suspected sepsis. It was noted that 

Group B streptococcus (GBS) had been identified on the Mother’s blood culture 

results (taken during labour).  

GBS is carried in 20-40% of the population and it causes no problems (HSIB, 2020). 

Approximately 20% of women carry GBS in the vagina and carriage can be 

intermittent. Routine testing for GBS carriage is not available in England for 
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expectant mothers. The Mother’s urine was tested at her booking appointment and 

also during her admission in labour and no infection was detected. The HSIB 

investigation team learned that the Mother had not had a high vaginal swab (HVS) 

taken during pregnancy or labour, which may detect GBS carriage. HSIB considers 

there was no clinical indication that the Mother carried GBS prior to this being 

detected on her blood culture. 

The Baby’s CRP was initially noted to be raised at 54 mg/L, this peaked shortly 

afterwards at 64 mg/L before normalising over the first 48 hours of age.  

The Baby’s blood cultures taken shortly after admission to the LNU after delivery, 

were subsequently reported to be negative.  

Group B streptococcus (GBS)  

This is one of the many bacteria that live in the body and mothers may carry it in 

their vagina without any problems to themselves. If a mother is known to carry 

GBS, antibiotics would be recommended in labour, to prevent a rare and 

potentially serious infection in a baby. These should be given within an hour of 

onset of active labour or within one hour of admission if a mother is already in 

active labour. If a mother has a urinary tract infection (UTI) with GBS during 

pregnancy she should be offered antibiotics at the time to treat the UTI as well as 

antibiotics in labour. 

Further information available from: RCOG - Group B streptococcus  

A magnetic resonance imaging (MRI) scan of the Baby’s brain was completed on 

day 20, this stated:  

‘Image clarity diminished by movement artefact. There is small volume subgalael 

collection in keeping with resolving caput succedaneum. No intracranial 

haemorrhage, space-occupying lesion, acute infarction, hydrocephalus or restricted 

diffusion. Normal signal return from the basal ganglia, posterior limbs of the internal 

capsules and cerebral cortices. Normal posterior fossa. No features of hypoxic 

ischaemic encephalopathy’  

A second clinician opinion of the MRI images was undertaken the following day 

which agreed with the original clinicians findings that it showed ‘no gross 

abnormalities or features to suggest a significant hypoxic ischaemic injury’. 
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HSIB recognises that the Baby’s MRI was performed outside of the optimal time 

recommended for Baby’s with suspected HIE (between 5 and 14 days after birth) 

(British Association of Perinatal Medicine, 2016). HSIB considers that the Baby’s 

MRI had been delayed appropriately until the Baby’s condition had stabilised 

sufficiently, and that an earlier MRI would not have significantly altered the reported 

findings. 

HSIB learnt that on discharge from hospital the Baby was discharged home on low 

flow oxygen and was breast feeding with formula top ups. Following discharge, the 

Baby’s requirement for oxygen has gradually been weaned and is no longer 

required. The Baby continues to have regular follow-up neonatal and cardiology 

appointments. 

 

5.5 Placental histology 

The placenta was sent for histological examination (studying cells using a 

microscope) following the admission of the Baby to the local neonatal unit. The 

Royal College of Pathologists (Cox and Evans, 2019) recommend that ‘As a 

minimum, all placentas from stillbirths, fetal growth restriction (FGR – below 10th 

centile with abnormal fetal growth curve during pregnancy), immaturity (less than 

32+0 completed weeks gestation), and cases of severe fetal distress requiring 

admission to a neonatal intensive care unit (NICU), maternal pyrexia (>38°C) and 

late miscarriages (20+0 to 23+6 completed weeks gestation) should be referred’ for 

full pathological examination including histology. 

Examination of the placental identified: ‘The cord and membranes are inflamed and 

infiltrated by numerous polymorphs. The observations are consistent with acute 

chorioamnionitis’. 

HSIB considers that the placental histopathology is consistent with infection in the 

Mother and Baby. 

 

5.6 COVID-19 pandemic 

The Mother’s care and birth of the Baby was during the global COVID-19 pandemic. 
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COVID-19 

COVID-19 is an infectious disease caused by a newly discovered coronavirus. 

Most people infected with the COVID-19 virus will experience mild to moderate 

respiratory illness and recover without requiring special treatment. Older people, 

those from Black, Asian or minority ethnic backgrounds, and those with underlying 

medical problems like cardiovascular disease, diabetes, chronic respiratory 

disease or cancer are more likely to develop serious illness. The COVID-19 virus 

spreads primarily through droplets of saliva or discharge from the nose when an 

infected person coughs or sneezes. A vaccination programme began in December 

2020. There are many ongoing clinical trials evaluating potential treatments. 

Clinical trials have shown that steroids can improve the survival rates of people 

with COVID-19. Generally, pregnant women do not appear to be more likely to be 

seriously unwell than other healthy adults if they develop the new coronavirus 

(RCOG / RCM, 2020). (World Health Organisation (WHO) 2020) 

Further information available from: MBRRACE-UK Learning from SARS-CoV-2 

related and associated maternal deaths in the UK and the RCOG 

In analysing the care provided, the HSIB investigation have taken into account that 

national guidance was frequently updated during the COVID-19 pandemic. 

Reference to national guidance is only made to that which was current at the time of 

the Mother’s and Baby’s care. 

The Mother and her Baby were both tested for COVID-19 and both test results were 

negative. HSIB considers that the COVID-19 pandemic did not have a direct impact 

on the care of the Mother or Baby.  
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Section 6. HSIB findings and safety recommendations  

6.1 Findings 

1. The Mother was referred for shared obstetric and midwifery care in view of 

her history of uterine fibroids and positive hepatitis B virus status. This was in 

line with local and national guidance. 

2. Continuity of midwifery care was achieved during the antenatal period, with all 

of the Mother’s antenatal appointments being with her named midwife in line 

with national guidance. 

3. The Mother’s history of uterine fibroids was discussed during her obstetric 

telephone consultation at 15+2 weeks, during which a plan for serial growth 

was agreed in line with local guidance.  

4. A follow-up obstetric consultation was indicated following the Mother’s USS at 

34+4 weeks to allow for the USS images and location of the Mother’s fibroids 

to be reviewed. This did not happen and would have provided an opportunity 

to rediscuss the risks associated with multiple large fibroids with the Mother 

and to document a comprehensive plan for the Mother’s labour.  

5. The Mother attended the day assessment unit at 37+0 weeks with a history of 

reduced fetal movements. A full antenatal assessment was undertaken which 

was in line with local and national guidance.  

6. A review of the ultrasound images from the scan undertaken at 38+4 weeks, 

identified that the Mother’s fibroids were no longer in the lower anterior 

segment of her uterus. At this time the Mother’s plan to aim for a vaginal birth 

was reasonable as the fibroids were not obstructing the birth canal. 

7. In line with local guidance a growth ultrasound scan (USS) at around term (40 

weeks was indicated, this did not occur. An USS at term may have provided 

clinicians with an earlier opportunity to detect that the Baby’s growth was 

tailing (which was subsequently identified at 41+6 weeks). This would have 

allowed for an earlier discussion regarding the timing of the Mother’s induction 

of labour to occur.  
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8. The Mother was booked for induction of labour at 41+4 weeks in line with 

local and national guidance, this was re-scheduled 41+5 weeks following a 

request by the Mother to delay this to ensure that her partner would be able to 

attend. The Mother’s request was appropriately and sensitively facilitated.  

9. The Mother attended for an induction of labour as planned at 41+5 weeks. 

Shortly after the induction process was commenced the Mother experienced 

an adverse reaction to the prostaglandin pessary. Concerns regarding a rise 

in the Baby’s heart rate were quickly identified and escalation for an obstetric 

review occurred promptly. The Mother was transferred to the delivery suite for 

one-to-one care and conservative measures in line with national were 

undertaken.  

10. A recommendation for a caesarean section (CS) was made at 23:10 hours. 

The Mother was provided with a balanced summation of the teams concerns 

regarding the ongoing ‘abnormal’ cardiotocograph (CTG). The advice for a CS 

at this time was reasonable. The Mother was reluctant to have a CS and 

requested additional time, the rationale for her decision was accepted and 

respected by the team.  

11. During the Mother’s first admission for induction of labour a possible history of 

her waters breaking (spontaneous rupture of membranes (SROM)) was 

documented after the administration of the prostaglandin pessary, a full 

assessment was not undertaken to confirm or exclude this. This is not in line 

with either national or local guidance.  

12. During the morning obstetric ward round (41+6 weeks), a plan was made to 

insert a cervical ripening balloon device (CRB). On examination the Mother’s 

cervix was found to be closed and insertion of the CRB device was 

unsuccessful. Following this the Mother and Father expressed that they felt 

unsure about continuing with the induction process and an urgent ultrasound 

scan was arranged. 

13. The urgent ultrasound scan identified that the Baby had not grown since the 

Mother’s previous scan at 37+2 weeks, and an absence of amniotic fluid 

around the Baby and that delivery of the Baby was now indicated. The Mother 
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elected to halt the induction of labour process and was thoroughly counselled 

with regards to the risks surrounding her decision, and her choice to go home 

was respected. 

14. Blood tests taken shortly after the Mother’s second admission at 42+2 weeks 

were outside of the expected range, and an obstetric review of the results was 

indicated. This would have allowed for the Mother’s infection risk factors to be 

reviewed and earlier administration of antibiotics to be considered.  

15. During the Mother’s second admission (42+3 weeks) she began to exhibit a 

number of clinical signs of sepsis. Escalation for an obstetric review occurred 

promptly and treatment was implemented in line with the local guidance. 

16. A recommendation for a caesarean section was made shortly after 12:30 

hours (42+3 weeks), as the Mother had made minimal progress in labour and 

both the Mother and Baby were showing signs of infection. The 

recommendation for a caesarean section at this time was reasonable. 

17. HSIB acknowledges that the Mother’s decision to decline a caesarean 

section, when this was proposed at around 12:30 hours (42+3 weeks) 

ultimately influenced the eventual timing of the Baby’s birth. 

18. The Baby was delivered by category 3 caesarean section (CS) at 19:58 hours; 

the decision to delivery interval (DDI) was 1 hour and 53 minutes. A category 

2 CS was indicated at this time due to the clinician’s concerns regarding the 

Baby’s heart rate. It is unclear if an earlier delivery time would have altered 

the condition of the Baby following birth. 

19. The Baby was born in poor condition through thick meconium which was 

unexpected as there had been no evidence of this throughout the Mother’s 

labour. The Baby required resuscitation at birth and respiratory support 

secondary to suspected meconium aspiration. 

20. Intubation of the Baby was found to be challenging. Escalation within the 

neonatal team occurred in a timely manner and was in line with local 

guidance, the Baby was successfully intubated on the 4th attempt.  

Page 331 of 412



 

73 
 

21. The decision to therapeutically cool the Baby was in accordance with national 

guidance and transfer to the regional neonatal intensive care unit (NICU) for 

ongoing care occured at eight hours of age. The Baby was subsequently 

transferred to a specialist centre for extracorporeal membrane oxygenation 

(ECMO) treatment. 

22. The Baby received seven days of antibiotics for suspected sepsis and Group 

B streptococcus (GBS) was identified on the Mother’s blood culture results 

taken in labour. There was no clinical indication that the Mother carried GBS 

prior to this being detected on her blood culture and the Baby’s blood cultures 

taken shortly after birth were reported to be negative.  

23. The placenta was sent for histology analysis in line with local and national 

guidance and showed changes consistent with acute chorioamnionitis 

(infection). 

24. The Mother’s care and the Baby’s birth were during the COVID-19 pandemic 

period. The COVID-19 pandemic did not have a direct impact on the outcome 

for the Baby. 

 

6.2 Safety recommendations 

This report contains no safety recommendations as the findings from the analysis of 

the information shared with HSIB during the investigations did not contribute to the 

outcome.  

The findings identified above provide organisations with the opportunity to identify 

areas of learning and change that may impact in different circumstances.   
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Appendices  

Appendix 1: Evidence log 

Appendix 2: Reference list 
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Appendix 1. Evidence log 

Clinical records 

• Antenatal records 

• Ultrasound images  

• Birth records 

• Neonatal records 

Trust guidelines 

• Local Clinical Guideline, 2018. Neonatal Intubation and Management of the 

Difficult Airway Clinical Guideline v1.0 

• Local Clinical Guideline, 2020a. Small for Gestational Age Fetus Investigation 

and Management Clinical Guideline v2.1 

• Local Clinical Guideline, 2020b. Sepsis: Management of Maternal Sepsis v2.3 

• Local Clinical Guideline, 2020c. Electronic Fetal Monitoring (EFM), Fetal 

Blood Sampling (FBS) and Paired Cord Sampling Clinical Guideline v4.4 

• Local Clinical Guideline, 2020d. Midwifery Led Pregnancy Care and 

Community Birth Clinical Guideline v2.0 

• Local Patient Leaflet, 2020e. Induction of Labour - What is it and what does it 

involve? v4 

• Local Clinical Guideline, 2020f. Handover of Care in the Maternity Setting 

(SBARD) v2.1 

• Local Clinical Guideline, 2020g. Induction of labour v2.3 

• Local Clinical Guideline, 2020h. Prelabour Rupture of Membranes at Term 

(Term PROM) v2.0 

• Local Clinical Guideline, 2020i. Antenatal Booking, Antenatal Care and 

Information Clinical Guideline v2.2 
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Regional guidelines 

• Regional Neonatal Network, 2017. Pathway for therapeutic hypothermia in 

newborns 36 weeks and over 

Investigation evidence 

• Family interview 

• Staff interviews 
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 Meeting:  Trust Board In Public 

Date of Meeting:  02 September 2021 

Item Number:  15 

Title of Report:  Care Quality Commission (CQC) Inspection – June 
2021 – Summary of Final Report 

Executive Director Lead:  Deputy Chief Executive / Dual Director Of Nursing. 
Midwifery and Allied Health Care Professionals and Bernadette George Director of 
Integrated Governance 

Author and Job Title: Luke Williams – Project Manager (Compliance & 
Governance) 

Email Address:  rcht.cqc.inspection@nhs.net 

Purpose of the Report: 

Approve ☐ Discuss ☒ Note ☒ Endorse ☐ 

The Board/Committee is asked to note/discuss the findings of the inspection report(s) 
published by the CQC on the 20 August 2021 in relation to the recent Never Event 
Inspection. 

The published reports can be found here: 

• Royal Cornwall Hospital - REF12 Royal Cornwall Hospital (cqc.org.uk)
• St Michael’s Hospital – REF02 St Michael's Hospital (cqc.org.uk)
• West Cornwall Hospital – REF01 West Cornwall Hospital (cqc.org.uk)

Consultation: 
Following the June 2021 inspection, the Compliance Team have produced Board 
Briefings in relation to factual accuracy checks as part of the CQC’s report drafting 
stage. 

Key Risks (please tick one or more): 

Clinical ☒ Financial ☒ People ☐ 
Reputational ☒ Legal / Regulatory ☒ 
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Impact Assessment:  
There are no known direct implications on equality, diversity, or the environment in 
this report. 

Recommendation(s): 
The Board is recommended to: 
• Note the formal findings published by the CQC in response to the unannounced 

inspection that took place in June 2021 in that significant progress had been 
made and the requirements of the section 29 a Warning Notice had been 
met.  

• Note that the ‘Should Do’ requirements of the inspection report have been 
incorporated into the Trusts overall Never Event Improvement Plan which reports 
into the Quality Assurance Committee on a monthly basis.  

• Note that the inspection specifically focused on the “safe” and “well-led” themes 
within the Trust’s surgical areas across all three sites. 
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Title: Care Quality Commission (CQC) Inspection June 2021 – 
Summary of Final Report 

1. Situation 

1.1. A short notice CQC inspection took place at Royal Cornwall Hospitals NHS 
 Trust (RCHT) on the 15 and 16 June 2021.  

 
1.2. Following a drafting and consultation period, the CQC published its final reports 

on 20 August 2021.  
 

1.3. This paper outlines the nature of the inspection and the CQC’s key observations 
following the inspection process. The Board is requested to note (and, where 
appropriate, discuss) these findings. 

 
1.4. The current site ratings are an aggregate of five categories. The current 

category ratings (as of the 20 August 2021) are: 

 Royal Cornwall 
Hospital 

St Michael’s 
Hospital 

West Cornwall 
Hospital 

Safe Requires Improvement Good Requires Improvement 

Effective Good Good Good 

Caring Good Good Good 

Responsive Requires Improvement Good Good 

Well-led Good Good Good 

 
1.5. This inspection exclusively concentrated on lines of enquiry within the “safe” 

and “well-led” scoring categories for surgical areas. Surgical activity across all 
three sites was assessed. 
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2. Background 

2.1 The CQC carried out an unannounced inspection on the 15-16 June 2021 to 
follow-up on the Section 29A Warning Notice issued in December 2020. 

2.2 The CQC’s focused inspection was specifically undertaken to determine what 
progress had been made to remedy the concerns raised in the December 2020 
inspection. 

2.3 The CQC provided verbal feedback on the second day of the inspection and 
written initial feedback to the Chief Executive on 28 June 2021. 

2.4 Factual accuracy checks took place between the 22July to the 4 August 2021. 
Corporate and Care Group Leads provided feedback in relation to: 

• Typographical errors; 
 

• Incorrect previous inspection ratings for West Cornwall Hospital and St 
Hospital; 

 
• Clarification that WHO and Human Factors training has been provided 

across all Care Groups for staff (including bank staff) who undertake 
invasive procedures; 

 
• Clarification on the use of cannulas within Theatres; 

 
• Further details on the General Surgery and Cancer planned spot check 

audit. 
. 

2.5 The CQC published its final report on the 20 August 2021.  
 

2.6 The CQC noted that the Trust had made “significant improvements” since the last 
inspection and commented positively on the following: 
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• Compliance with the World Health Organisation (WHO) Checklist had 

improved, and further improvements were in progress to ensure sustainable 
improvements; 

 
• Managers responded to incidents and shared information in a timely way; 
 
• The programme of audits had been reviewed with a targeted audit schedule. 

A Safer Surgery Group had been implemented to review audit findings and 
share learning with the wider hospital team; 

 
• Compliance with training had improved with over 80% of staff having 

completed the WHO checklist and Human Factor training. There was an 
ongoing programme to ensure the rest of the workforce completed the 
training; 

 
• Managers monitored the effectiveness of the service and made sure staff 

were competent. Staff worked well together across all hospital sites for the 
benefit of patients and had access to good information; 

 
• Further improvements had been implemented to ensure actions to mitigate 

further risks of never event do not increase risk in the short term; 
 
• Leaders understood and managed priorities and issues the service faced. 

Actions had improved communication to ensure more joined up working 
between Royal Cornwall Hospital, St Michael’s Hospital and West Cornwall 
Hospital; 

 
• Governance structures and communication within them had improved. This 

meant changes and learning supported patient safety across the Trust; 
 
• Staff felt respected, supported, and valued. The service had an open culture 

where staff could raise concerns without fear; 
 
• Staff had training in key skills, understood how to protect patients from abuse, 

and managed safety well.; 
 
• Leaders ran services well using reliable information systems and supported 

staff to develop their skills. Staff were focused on the needs of patients 
receiving care and were clear about their roles and accountabilities. All staff 
were committed to improving services continually. 

 
 

2.7 Following the inspection, the report identified 4 “should do” actions for the Surgical 
Care Services: 
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• The Trust should ensure their new peri-operative documentations are implemented 
across all surgical Care Groups immediately to include the patient safety alert, 
“confirming removal or flushing of lines and cannula after procedures 9 November 
2017.” (Regulation 12); 

 
• The Trust should ensure it reviews the COVID-19 guidelines for “amber” and 

“green” patients so that it can be followed consistently in all urgent cases. 
(Regulation 12). This is required as part of Regulation 12 on managing risks to 
patients, but we considered that it would be disproportionate for these two findings 
to result in a judgement of a breach of the regulation overall at the location; 

 
• The Trust should continue to review and implement improvements so that 

information is recorded consistently. This is in relation to peri-operative 
documentation packs and information about allergies on white boards in theatres; 

 
• The Trust should continue to encourage uptake of the WHO checklist and Human 

Factor training, to improve compliance. 

3. Risk 

3.1 Failure to comply with regulations and adjust practice to reflect CQC 
recommendations presents multiple significant risks to the Trust. 
 

3.2 The CQC can and does impose financial penalties for significant concerns 
relating to service quality or breaches of regulations. 

 
3.3 Reports published by the CQC following inspections are held in the public 

domain and, therefore, are accessible by both media and the public. 
Furthermore, providers are required under Regulation 20A of “Health and Social 
Care Act 2008 (Regulated Activities) Regulations 2014” to display their 
inspection ratings “conspicuously and legibly”. As a result, there is a substantial 
reputational risk for failure to comply with CQC recommendations. 

 
3.4 As significant concerns in patient care and regulatory breaches can lead to direct 

prosecution by the CQC, there is an obvious legal risk to non-compliance. 
 

3.5 Critically, patient safety is the most pressing risk of failure to comply with 
recommendations and regulations imposed. While there are multiple risks to non-
compliance (as noted above), the safety of RCHT’s patients are the ultimate 
priority. 
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4. Accountability 

4.1. The “should do” areas for improvement identified in the CQC inspection reports 
have been incorporated into the current CQC Never Event Improvement Plan, 
which is monitored by the CQC Scrutiny Group and reports monthly into the 
Quality Assurance Committee. 

 
4.2. The development of a Safer Site Surgery Group has led to increased 

accountability in relation to the concerns raised at the December 2020 inspection. 
 

4.3. The Lead Director for the Never Event Improvement plan is the Director of 
Integrated Governance and Patient Safety. 

5. Recommendations 

• Note the formal findings published by the CQC in response to the unannounced 
inspection that took place in June 2021 in that significant progress had been 
made and the requirements of the section 29 a Warning Notice had been met.  

• Note that the ‘Should Do’ requirements of the inspection report have been 
incorporated into the Trusts overall Never Event Improvement Plan which reports 
into the Quality Assurance Committee on a monthly basis.  

• Note that the inspection specifically focused on the “safe” and “well-led” themes 
within the Trust’s surgical areas across all three sites. 
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Meeting:  Trust Board In Public 

Date of Meeting:  02 September 2021 

Item Number:  16 

Title of Report:  Board Assurance Framework and Corporate Risk 
Register Report 

Executive Director Lead:  Bernadette George, Director of Integrated 
Governance 

Author and Job Title: Samantha Chalmers, Risk Manager 

Email Address:  Samantha.Chalmers@NHS.net 

Purpose of the Report: 

Approve ☒ Discuss ☒ Note ☐ Endorse ☐ 

This report provides an update on the risks against the strategic pledges and the 
most significant risks to the Trust’s ability to optimise survival and minimise 
unnecessary harm from Covid-19. It also provides a summary of the top rated risks 
on the corporate risk register. 

Consultation: 

Board Assurance Framework (BAF) risks reviewed by Executive risk holders prior to 
submission. BAF reviewed at Audit Committee and Board in July 2021, Corporate 
Risk Register (CRR) reviewed at Executive Risk Group June 2021. 

Key Risks (please tick one or more): 

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

Impact Assessment: 
Covid -19 has highlighted national health inequalities that the Trust is working to 
overcome with health partners. 
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Recommendation(s): 

The Board is recommended to: 
• Approve the changes to the current strategic risks following review during May 

June and July 2021.  
• Note the current position on the top rated risks on the CRR.   
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Title: Board Assurance Framework and Corporate Risk Register 
Report 

1. Situation 
1.1 The BAF and the CRR have been revised during May, June and July 2021 in 

light of the ongoing impact of the Covid-19 pandemic.  
 

1.2 Changes to the BAF are listed in section 3.2 including new wording for the 
financial balance risk (7287), new wording for the capital investment risk (8145) 
which has been increased from 12 (high) to 16 (extreme). The majority of the 
risks have remained stable since the last report. 
 

1.3 A summary of the top rated risks and progress against them is listed in section 
3.11 below, including 3 risks that have been reduced and removed from the 
CRR. 

2. Background 
2.1 This report aims to provide the committee with an update on the top rated risks 

on the CRR as at 24th August 2021, and the Board Assurance Framework (BAF). 

3. Risk  
3.1 The purpose of the BAF is to enable the Board to ensure that assurance is 

received that principal risks are being managed effectively. The 2021/22 BAF 
and the principal risks have been developed in consideration of the strategic 
goals outlined in the Trust's 2019-22 Strategy. The BAF was reviewed by the 
executives during June 2021 and by the Audit and Risk Committee in July. The 
outcomes are summarised below.  
 

3.2 The majority of the risks have remained stable since the last report. There is new 
wording for the financial balance risk (7287) and new wording for the capital 
investment risk (8145) which has been increased from 12 (high) to 16 (extreme).  

 
 

3.3 Significant work has been undertaken to improve the health and safety 
governance arrangements for BAF risk 4962 including the premises assurance 
model (PAM). 
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3.4 In relation to the CRR risk 4301, the QIDB programme has been launched led by 
the interim COO to focus on 3 main work streams: flow in; flow through and flow 
out. The AMD for urgent care is supporting actions within the emergency 
department and SDMA to increase efficiency both within the department and 
SDMA pathways. Additional capacity has been opened up to support the 
sustained operational pressures in the Trust which includes converting the 16 
bedded Surgical Day Unit to a 16 bedded medical walk and utilising up to 16 
beds at St Michaels for trauma patients from the Treliske site. In addition SDMA 
has been used as an additional escalation space overnight to support patient 
flow and has been now opened overnight as an SDMA facility. 
 

3.5 BAF 

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

 
There is a risk that the Trust will not be able to 
deliver high quality, harm free, compassionate 
care to patients. This is due to; ongoing 
recruitment challenges and the use of temporary 
staff. 
 

16 
↔ 

Brilliant Care 
BC 1.4: Provide clinically effective care, 
which minimises delay and the amount 
of time people have to spend in our care 
 
Risk ID 7016 
 

 
There is a risk that demand outstrips capacity and 
the Trust will not be resilient at times of surge and 
extremis, which will adversely  impact on the 
quality of care delivered, impacting the Trusts 
ability to deliver a range of constitutional 
standards. 
 

16 
↔ 

Brilliant Care 
BC 1.4: Provide clinically effective care, 
which minimises delay and the amount 
of time people have to spend in our care 
 
Risk ID 6418 
 

 
There is a parent risk that the Trust's RTT 
performance and elective waiting times will 
significantly deteriorate. This is caused by loss of 
both capacity and activity in response to the 
Covid-19 pandemic. This could lead to an 
increase in waiting list and RTT Patient Tracking 
List size and length, resulting in considerable 
delays to both diagnosis and treatment. This 
could cause patient harm, as well as stress for 
our workforce. 
 

  16 
↔ 

Brilliant Care 
BC1.5: Work with our health and care 
system to improve the health of our 
community 
 
Risk ID 7353 

 
There is a risk that the lack of alignment between 
organisational strategies/priorities will limit the 
scale and pace of our progress towards an 
integrated care system for CIOS Health and Care 
Partnership. 

16 
↔ 
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Pledge Principal Risk Score 
 
Brilliant Care 
BC 1.6: Provide an environment that is 
clean and welcoming.  
 
Risk ID 6752 

 
Risk that our building, equipment and digital 
infrastructure are not fit for purpose nor provide a 
safe and effective environment to deliver health 
care due to insufficient capital resource 
 

16 
↔ 

Brilliant Care 
BC 1.7 Optimising survival and 
minimising unnecessary harm from 
Covid-19 
 
Risk ID 3754 

 
There is a risk that the requirement to manage 
our patients (red/amber/green) in response to 
Covid-19 and the adjustments to the hospital 
state has impacted on patient flow. This is caused 
by holding patients whilst awaiting results, the 
conversion of estate to critical care (limiting 
availability for non- critical care patients) and the 
complexity of maintaining capacity across Covid-
19 positive and Covid-19 negative wards. Leading 
to delays in medical and surgical admissions, 
patient harm, loss of staff due to sickness, 
delayed care pathways, preventable death and 
the potential to move patients where their covid-
19 result is not known 
 

6 
↔ 

Brilliant Improvement 
 
BI3.1 
 
Ensure that everyone has the capability 
and capacity to pursue quality 
improvements for our patients 
 
(Formerly 
BP 2.1:  Provide great leadership and 
support to help colleagues be the best 
they can be. 
 
BP 2.3:  Make sure colleagues receive 
feedback to know how they are doing 
 
BP 2.4:  Provide development to help 
colleagues learn and grow 
 
BP 2.6:  Are true to our values and 
create a brilliant place to work) 
 
Risk ID 7019 
 

 
There is a risk that we have insufficient change 
management capacity and capability and 
inconsistent to deliver the pace and change of 
style required to deliver brilliant care. 
 
 

16 
↔ 

Brilliant People 
BP 2.2: Create a safe environment so 

 
There is a risk that our culture change isn't 

9 
↔ 
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Pledge Principal Risk Score 
colleagues feel supported to speak up 
 
Risk ID 7354 
 

sufficient to deliver brilliant care 
 

Brilliant People  
BP 2.5: Provide an environment that 
supports colleague safety, health & 
wellbeing 
 
Risk ID 7492 
 

 
There is a risk that the systems and processes of 
health and safety are not understood or 
embedded at all levels of the organisation 
This is caused by insufficient specialist knowledge 
and resources to rectify identified gaps which has 
been compounded by historical issues 
This could lead to harm to patients or staff, 
regulatory action and reputational damage for the 
Trust 
 

16 
↔ 

Brilliant People  
BP 2.5: (2) Provide an environment that 
supports colleague safety, health & 
wellbeing 
 
Risk ID 8040 
 

 
There is a risk that… existing unsafe conditions 
will not be adequately managed. This is caused 
by… a failure to undertake identified remedial 
works and no assurance on how works have been 
prioritised. This could lead to… multiple statutory 
breaches, prosecutions, reputational damage, 
harm to staff and patients and damage to 
buildings and infrastructure. 
 

20 
↔ 

Brilliant Improvement 
BI3.1 Spend our money wisely. 
 
Risk ID 7287 

 
Risk that the Trust does not achieve its financial 
target which will result in lost income, additional 
debt and a longer period of time to recover to a 
cumulative breakeven position. 
 
(new text below)  
 
Risk that the Trust does not achieve its financial 
target which will result in lost income, additional 
debt and a longer period of time to recover to a 
cumulative breakeven position. There is also the 
risk that the deficit plan could significantly 
increase in H2. As at the date of this update, the 
financial regime for H2 21/22 is likely to be 
consistent with H1 although formal guidance not 
expected until Sep 21. The current risk score 
reflects that position.  
 
The Trust has a £3.1m deficit financial plan for the 
first half of 21-22. This relies on £4.4m of savings 
that have not been identified as well as ERF 
income (lower risk) and investment slippage 
(lower risk). This updated plan has now been 

16 
↔ 
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Pledge Principal Risk Score 
resubmitted. 
 
The key risks to this are: 
• The financial plan not being accepted by 

regulators (lower risk as at 21 Jun) 
• Savings not being delivered. 
• Costs exceed budget due to factors 

including agency spend. 
• Income not being received as planned, 

specifically in relation to Think 111 and 
Covid costs.  

• Additional costs in relation to opening the 
second floor of the PRU not being included 
in the budget.  

• Cash management risks  
 
The Trust will continue to fail in its statutory duty 
to breakeven cumulatively. Failure to meet the 
current financial plan could result in cash 
shortfalls or the need for additional funding, failure 
to meet system targets, increased scrutiny from 
regulators and contractual breaches. 
 
Formerly: 
The Trust has a £6.1m deficit financial plan for the 
first half of 21-22 although this position has not 
yet been finalised with NHSEI. This relies on 
£4.4m of savings that have not been identified. 
 
The key risks to this are: 
• The financial plan not being accepted by 
regulators 
• Savings not being delivered. 
• Costs exceed budget due to factors including 
agency spend. 
• Income not being received as planned, 
specifically in relation to Think 111 and Covid 
costs.  
• Additional costs in relation to opening the 
second floor of the PRU not being included in the 
budget.  
• Cash management risks 
 
The Trust will continue to fail in its statutory duty 
to breakeven cumulatively. Failure to meet the 
current financial plan could result in cash 
shortfalls or the need for additional funding, failure 
to meet system targets, increased scrutiny from 
regulators and contractual breaches 
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Pledge Principal Risk Score 
 

Brilliant Improvement 
BI 3.2:  Use innovation and technology to 
improve the quality, experience and cost 
of care. 
 
Risk ID 8145 
 

(new text below) 
 
Risk that the Trust is not able to afford capital 
investment to enable it to ensure that service 
continuity is maintained, statutory regulations are 
adhered to and services are improved through the 
use of technology where possible. This risk spans 
more than one financial year although there will 
also be an element covered within the risk in 
relation to delivery of the capital programme in the 
year. 
 
 
Formerly 
 
Risk that the Trust is not able to afford capital 
investment to enable it to ensure that service 
continuity is maintained, statutory regulations are 
adhered to and services are improved through the 
use of technology where possible. 
 

16 
↑ 

Brilliant Improvement 
BI 3.3: Grow the Trust’s national 
reputation for excellence in research and 
development 
 
Risk ID 7024 

 
Lack of clinical buy-in/engagement with research 
will result in patients not having an opportunity to 
take part in trials that may enhance their quality of 
life / wellbeing now or in the future. Secondly the 
Trust does not maximise income to be reinvested 
into clinical care.  
    

6 
↔ 

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

 
There is a risk that staff do not know about or feel 
that they are able to contribute to the continued 
improvement of the organisation caused by 
insufficient communication and engagement of 
staff in decision making, linked to the pace of 
change required. 
 

12 
↔ 

 

3.6 The Corporate Risk Register is reviewed monthly by the Executive Risk Group to 
provide check and challenge to new entries onto the CRR. 
 

3.7 A significant risk to the Trust remains the long term impact of the Coronavirus on 
the Trust’s ability to provide services and to safeguard staff well-being. While the 
overarching risk relating to the immediate pandemic response (3754) remains on 
the BAF it does not feature on the CRR. The impact of Covid-19 on the Trusts 
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ability to meet referral to treatment times (RTT) remains a significant concern as 
does the impact on flow and capacity. The relevant risks are: 6418 – Referral to 
Treatment (RTT) & Elective Waits Delays overarching risk on the BAF, 8204 
Eden Ward Flow and Capacity (including Covid impact), 8090 In-ability to secure 
an elective bed base on Cardiology ward, 4301 ED Exit Block. 
 

3.8 Covid-19 planning and preparedness is managed through the Incident Control 
Centre (ICC) at RCHT, in close liaison with our partners, to achieve a Cornwall-
wide response. 
 

3.9 The Risk Manager reviews all risks held by the Incident Control Centre (ICC) on 
a regular basis and cross reference them with existing risks on Datix where 
required. 

 
3.10 Corporate Risk Register (Covid 19) 

Corporate Risk Description Risk 
Score 

Target 
Risk 
Score 

Executive Lead 

Risk has reduced from 20 to 15 

(Risk ID 8204) 

There is a risk that patients and staff are exposed 
to infection and that their procedures may be 
cancelled. This is caused by an unplanned 
change in use of admitting area and increased 
activity exacerbated by Covid-19 restrictions on 
patient flow with Eden ward being over crowded 
with multi-gender, multi-speciality and multi-
occupancy. This could lead to limited waiting 
room for patients with IPAC and patient 
experience implications, lack of privacy and 
dignity including multi-sex breaches, insufficient 
space for clinical staff to review notes/document 
treatment, insufficient time pre-operatively with 
the patient to review consent potentially leading to 
operational errors, a reduction in staff morale, 
confusing patient flow through ward and delays to 
patients going to theatre with a loss of theatre 

15 

↓ 

5 

Dual Director of 
Nursing, 
Midwifery and 
Allied Health 
Professionals 
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capacity. 

Risk remains stable at 15 

(Risk ID 8090) 

There is a risk Cardiology patients could come to 
harm while waiting for elective treatment.  

Due to bed pressures and Covid-19 IPAC 
measures cardiology has a reduced bed base for 
elective patients who have tested Covid-19 
negative and self-isolated for 48 hours prior to 
admission.  

Securing A bay has not been successful due to 
hospital wide pressures and a high number of 
Cardiac inpatients on outlying wards. 

The lack of elective bed base could mean patients 
are at risk of harm as they will not receive timely 
treatment as set out in the RTT access policy.    

 Risk of patient harm, risk of formal complaints 
from patients and inability to deliver adequate 
service. 

15 

↔ 

5 

Chief Operating 
Officer 

Risk remains stable at 16 (BAF risk) 

(Risk ID 6418) 

UPDATED TO REFLECT COVID-19 IMPACT. 
There is a risk that the Trust's RTT performance 
and elective waiting times will significantly 
deteriorate. This is caused by loss of both 
capacity and activity in response to the Covid-19 
pandemic. This could lead to an increase in 
waiting list and RTT Patient Tracking List size and 
length, resulting in considerable delays to both 
diagnosis and treatment. This could cause patient 
harm, as well as stress for our workforce. 

16 

↔ 

12 

Chief Operating 
Officer 

Risk remains stable at 20 

(Risk ID 4301) 

There is a risk that ED will be unable to offload 

20 

↔ 

8 
Chief Operating 
Officer 
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3.11 At time of reporting there were 32 extreme rated risks that were open and 
finally approved on Datix. The highest rated risks on the CRR are rated 20 and 
are as follows: 

• 4301 ED crowding 
• 8040 There are underlying unsafe conditions to the building infrastructure 

that have an impact on Fire Safety 
• 7261 Neurology Service Consultant shortage 

3 risks were reduced and removed from the corporate risk register since last 
reported in June: 

• 7189 GET IT RIGHT FIRST TIME (GIRFT) CRITICAL CARE – This risk 
has reduced from 15 (extreme) to 12 (high) as the EPOC ward has 
opened and the Trust is able to accommodate additional higher level care 
beds. 

• 6747 Radiotherapy service delivery (staffing) – This risk was closed in 
June following review by the Care Group. 

• 6874 CT scanner end of life – this risk was reduced from 16 (extreme) to 
12 (high) following a review of the likelihood that both elements would fail 
simultaneously 

 
3.12 All new risks on the CRR have been through a robust check and challenge 

process via the Executive Risk Group and progress against the actions is 
monitored via this group. 
 
 

ambulances due to the increased amount of 
patients within the department who are waiting for 
an in-patient bed. This is caused by reduced bed 
capacity due to Covid, high number of delayed 
transfers of care and low numbers of patient who 
are medically fit for discharge. Currently there are 
periods of high ambulance demand and low 
discharges from base ward beds. This is 
compromising the privacy and dignity of patients 
who are having to be seen and treated whist still 
in situ on the ambulance and delays for 
ambulance crews being released to attend their 
next call. 
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3.13 Corporate Risk Register (non-Covid 19) 

4. Accountability 
4.1 Bernadette George, Director of Integrated Governance 

 
4.2 Report to be submitted quarterly to Audit and Risk Committee then Board. 

5. Recommendations 
5.1 Approve the changes to the current strategic risks following review during May, 

June and July 2021. Note the current position on the top rated risks on the CRR. 

Corporate Risk Description Risk 
Score 

Target 
Risk 
Score 

Executive Lead 

Risk remains stable at 20 (BAF risk) 

(Risk ID 8040) 

There is a risk that… existing unsafe conditions 
will not be adequately managed. This is caused 
by… a failure to undertake identified remedial 
works and no assurance on how works have been 
prioritised. This could lead to… multiple statutory 
breaches, prosecutions, reputational damage, 
harm to staff and patients and damage to 
buildings and infrastructure. 

20 

↔ 

8 

Chief Operating 
Officer 

Risk remains stable at 20  

(Risk ID 7261) 

There is a risk that Neurology RTT performance 
and patient safety will be compromised due to 
vacancy within the Consultant team. Another 
consultant due to leave in 12 months. Difficulties 
recruiting to vacant posts. 

20 

↔ 

4 

Chief Operating 
Officer 
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Appendix A – BAF Risk Heat Map 
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Datix  Title 
7013 Provide care that is safe and avoids harm- - Compliance with regulatory standards 
7016 Provide clinically effective care, which minimises delay and the amount of time people have to spend in our care (demand and capacity) 
6418 Referral to Treatment (RTT) & Elective Waits Delays 
7353 Failure to maximise the benefits of system working  due to incongruence of clinical service strategies 
6752 Provide an environment that is clean and welcoming (insufficient capital resource) 
3754 Coronavirus (Covid-19) 
7019 Change management capacity 
7354 Create an environment so colleagues feel supported to speak up 
7492 Health and Safety Culture 
7287 Spend our money wisely (financial target) 
7024 Engagement with research 
7018 Celebrate achievement and create a culture that enables continuous improvement 
8040 There are underlying unsafe conditions that have an impact on Fire Safety 
8145 Capital Programme 21-22 
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BAF 2020/21

✓ 7013

QAC DoN

Risk rating Likelihood Consequence Total

Initial 4 5 20

Current 4 4 16

Appetite 2 4 8

Approach

RAG

GREEN

GREEN

RED

GREEN

GREEN

GREEN

International Band 5 Nurse Recruitment Updates to POD RED

GREEN

GREEN

SCORE: A M J J A S O N D J F M

Likelihood 4 4 4 4

Consequence 4 4 4 4

Risk rating 16 16 16 16

Tolerance 8 8 8 8

Matron rounds and feedback mechanisms 

Section 29 a warning notice met

Gaps in assurance Positive assurances received

Care Group monthly performance reports

Integrated Performance report to Board

Ward to Board Framework

Being Brilliant Staff development programme

The Trust's Performance Assurance Framework (PAF)

Patient Experience surveys - sent to Heads of Nursing

Ward Accreditation Programme - Aspire is embedded in all inpatient wards with roll out to ED, 

outpatients, critical care, paediatrics and maternity

Quality Assurance Committee reportsTwice daily SAFER care meeting and appropriate redeployment of staff

HR Organisational Development reports to People and Organisational Development 

Committee and Board

"Safety Huddles" in place in all inpatient units to identify high risk patients. Twice yearly establishment review and biannual safer staffing report

Friends and Family Test (FFT)

CQC Scrutiny Group meetings and the associated Integrated Action Plan 

Monthly Ward Accreditation reports and action plans to QAC and quarterly to Board

Date Risk Reviewed 28.07.2021

Rationale: Likelihood has been scored at 4. 

Consequence has been scored at 4 because the Trust 

continues to report a significant number of incidents that 

result in moderate - severe harm 

Target score corrected.
TREAT

Key controls to mitigate threat: Sources of assurance 

Safe, Effective, Caring  Responsive & Well -Led 

Links to CIOS Health & Care Partnership

Transformation Board

Committee Providing Assurance Executive Lead

Strategic Aim 1: Brilliant Care -  Always providing safe, 

effective and compassionate care, where we listen and learn 

to provide an excellent patient experience

Delivery supports RCHT Strategic Goals PRINCIPAL THREATS TO DELIVERY

1.1 Pledge 

Provide care that is safe and avoids harm

Brilliant Care

Brilliant  People There is a risk that the Trust will not be able to consistently deliver high 

quality , harm free, compassionate care to patients. This is due to; 

ongoing recruitment challenges and the use of temporary staff.

Brilliant  Improvement

CQC Domain

Current Performance 

Ward to Board framework

Care group performance framework

Package of safety metrics on IPR

Positive assurances received

66 days since last Never Event

The red assurances remain red due to the current performance position in the IPR. There is 

an increase in agency spend and an increase in HCA band 2 vacancy postion.

66 days since last Never Event

Gaps in control

Key risk in relation to accomodation has been idneitifed. Currently 49 members of staff due to 

arrive in september who require accomodation with no supply. Urgent work being undertaken 

in conjunction with system partners to explore short term and longer term solutions for key 

worker accomodation.

Actions being taken to address gaps in control / assurance

International recruitment paln underway and meeting milestones of numbers of staff interviewed and 

posts offered. 6 international recruits arrived in the Trust last month. See key risk in relation to 

accomodation. We have a total of 78 band 5 nurses dues to arrive in August and September with a 

further cohort of 28 planned should acocmodation be found.  The HCA band 2 vacancy rate has 

increased to 65 WTE of which 50% is an increase in FML due to service developments approved. 

Additional support has been provided to the recruitment team to support recruitment and the postion 

is expected to improve by the end of September.

Current Safer Care SOP and staffing escalation procedure published in documents Library
Never Event Improvement Plan

Operational Workgroup Group meet fortnightly

Review of staffing including within corporate teams and review of management and study 

days as appropriate - Meeting took place on 1/10/19 relating to E-Rostering

0
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1
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BAF 2020/21

✓ 7016

FPC COO

Risk rating Likelihood Consequence Total

Initial 5 5 25

Current 4 4 16

Appetite 3 3 9

Approach

 RAG

AMBER

AMBER

GREEN

GREEN

GREEN

GREEN

GREEN

SCORE: A M J J A S O N D J F M

Likelihood 4 4 4 4

Consequence 4 4 4 4

Risk rating 16 16 16 16

Tolerance 9 9 9 9

Gaps in control

Embed process for assessing discharge to assess beds

Implement QIDB for planned care

Cancer performance report to Ops Board

4 hour performance update to ops board

Enhance long LOS and discharge reviews with ECIST

RTT recovery plans at specialty level

Capacity and Demand modeling

Silver command calls to be used to understand system capacity

Seaonal plan SOP to prevent ambulance holds to be approved at Ops Board

 Embrace programme has superseded 4hr recovery programme to ensure system 

response

Weekly RTT PTL meetingMatrons and Service Managers daily support for all wards to maximise flow in support of 

non-elective and elective access 

KPI's assigned to flow

System wide flow improvements to ensure bed availability for elective procedures

Regular holding of ambulances prevents this risk from progressing to target score. The 

reduction in performance for RTT and diagnostics as a result of the second Covid spike: 

Cancer 62 days performance standard is being achieved. Performance is reported monthly 

to Trust Board in the IPR.

RTT  18 week performance

The joint infrastructure is not generating the service improvements at the pace required 

and the number of patients inappropriately care for in the acute environment has not 

reduced

Type 1 performance against 4 hr standard

System wide 4 hour performance 

Delivering 31 and 62 day cancer standards and improvements seen in diagnostic standards.

New national discharge guidance is not yet fully embedded

Whole system clarity of useable capacity to assist flow out of RCHT

Current Performance Additional Comments

Positive assurances received

Actions being taken to address gaps in control / assurance

Links to CIOS Health & Care Partnership

QIDB and recovery plans being created by the Care Groups Cancer Board reports

Operational Board Reports

A& E Delivery Board

Planned Care Delivery Board

CQC Domain

Safe, Effective , Responsive & Well-Led

Key controls to mitigate threat:

1.4  Pledge

Provide clinically effective care, which minimises delay and the amount of 

time people have to spend in our care

Brilliant Care

Date Risk reviewed 16.07.2021

Rationale: Likelihood has been scored at 4 as the 

resilience risk is likely  Consequence has been scored as 

4 major , as a result of  quality of care provided and 

regulatory compliance impact.

Committee Providing Assurance Executive Lead

Sources of assurance 

Strategic Aim 1: Brilliant Care -  Always providing safe, 

effective and compassionate care, where we listen and 

learn to provide an excellent patient experience

Delivery supports RCHT Strategic Goals

Performance Metrics - Performance Assurance Framework (performance standards)

TREAT

PRINCIPAL THREATS TO DELIVERY

Planned Care Board reportsHarm Review Panel process

There is risk that demand outstrips capacity and the Trust will not be 

resilient at times of surge and extremis, which will adversely  impact on 

the quality of care delivered. leading to  the Trusts ability to deliver a 

range of  constitutional standards.

Brilliant  Improvement

Brilliant  People

4hr performance meeting implemented using RTT principles for detailed check and 

challenge with Care Groups

Gaps in assurance

RTT Recovery plans being re worked after second Covid spike

DM01 performance is tracked and reported at the RTT meeting with recovery plans being 

worked up 

 System wide revision of escalation calls implemented daily to support flow

Seasonal plan flexed to conditions and segmented to flow in, flow out and support

Integrated Performance Report

Urgent Care board

SAFER care bundle 
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BAF 2020/21

✓ 6418

FPC COO

Risk rating Likelihood Consequence Total

Initial 5 5 25

Current 4 4 16

Appetite 3 4 12

Approach

  RAG

GREEN

GREEN

GREEN

GREEN

GREEN

GREEN

GREEN

GREEN

GREEN

SCORE: A M J J A S O N D J F M

Likelihood 4 4 4 4

Consequence 4 4 4 4

Risk rating 16 16 16 16

Tolerance 12 12 12 12

Strategic Aim 1: Brilliant Care -  Always providing safe, 

effective and compassionate care, where we listen and 

learn to provide an excellent patient experience

Delivery supports RCHT Strategic Goals PRINCIPAL THREATS TO DELIVERY

1.4  Pledge

Provide clinically effective care, which minimises delay and the amount of 

time people have to spend in our care

Brilliant Care

Brilliant  People There is a parent risk that the Trust's RTT performance and elective 

waiting times will significantly deteriorate. This is caused by loss of both 

capacity and activity in response to the Covid-19 pandemic. This could 

lead to an increase in waiting list and RTT Patient Tracking List size and 

length, resulting in considerable delays to both diagnosis and treatment. 

This could cause patient harm, as well as stress for our workforce.

Brilliant  Improvement

CQC Domain

Safe, Effective , Responsive & Well-Led

Links to CIOS Health & Care Partnership

Planned Care Delivery Board

Committee Providing Assurance Executive Lead

Date Risk reviewed 16.07.2021

Rationale: Likelihood has been scored at 4 to reflect 

Covid-19 impact on elective services as the resilience 

risk is likely . The current consequence has been scored 

as 4 major, as a result of the current and projected 

delays as well as reported incidents of potential harm.
TREAT

Key controls to mitigate threat: Sources of assurance 

Fortnightly CEO led QIDB meetings, focusing on Care Group recovery plans Performance Metrics - Performance Assurance Framework (performance standards)

Weekly Deputy COO led referral to Treatment (RTT) & Cancer meetings A& E Delivery Board reports 

Harm Review Panel process Planned Care Board reports

Cancer Board - RTT Cancer Recovery plans submitted to Cancer Board Capacity and 

demand modelling used for service planning

QIDB and performance reported in the Integrated Performance Report

Matrons and Service Managers daily walk rounds with Matron of Flow  to support flow and 

Monthly QIDB meetings for RTT fortnightly  System Wide Incident Command Centre which oversees the full system 

response and sub groups

ICNARC reports

Monthly Covid-19 Board Briefings

Cancer Alliance Board reports

Monthly Harm Review Report Quality Assurance Committee

Gaps in assurance Positive assurances received

Current Performance Additional Comments

RTT incomplete performance has improved month on month since February, increasing 

from 72.7% within 18 weeks to 77.6% in June. It should be noted, however, that the 

improvement in the measure is in part due to the increase in the number of incomplete 

pathways on the Patient Tracking List (PTL), which is the denominator. The over 18 week 

backlog has reduced over the past 3 months after increasing month on month since 

December, and is now at the Feb ’21 level. As expected, the long waiting tail continues to 

increase, as specialties seek to balance clinically urgent waiting lists versus long waiting, 

but clinically safe to wait patients. Recovery plans have resulted in an increase in clock 

stops, however clock starts continue to increase and have been at pre-Covid levels for 

some time, in addition, patient flow pressures have resulted in higher than normal levels of 

hospital cancellations of elective procedures; whilst some plans dependent on workforce 

have been constrained by self-isolation requirements and a dependency on staff to 

volunteer for additional sessions, meaning recovery plans have not been able to deliver the 

expected activity levels. Care Groups continue to implement a range of actions including 

maximising use of the independent sector capacity through the system waiting list process, 

use of outsourcing, outpatient transformation and developing new models of care.

As above

Recovery plans do not yet project sufficient activity to achieve hold steady state. Outpatient 

non-face to face activity % reducing.

Session throughput (outpatients and electives) constrained by social distancing & health 

and safety (such as air changes between patients) requirements i.e. more sessions are 

required to deliver the same amount of pre-Covid activity, but access to clinical spaces is 

(or has been, in some cases) restricted. Harm review compliance with Trust level SOP not 

evidenced in all specialties/CGs.

Non-face to face outpatient activity increased significantly.

Diagnostic performance increasing.

Elective theatre activity increasing more rapidly than in the majority of other providers.

Projections, plans and trajectories in place and refreshed routinely.

Gaps in control Actions being taken to address gaps in control / assurance

Ability to switch activity back on at pace and achieve pre-Covid levels of activity.

Ability to centrally monitor and report on completion of Harm Reviews in line with the Trust 

level SOP. Use of independent sector will be changing at the end of March 2021 with 

potential impact on current recovery plans.  This will be taken into consideration for review 

of plans, working with CCG to manage PTL demand and subsequent actions.The Trust is 

also working into the latest iteration of recovery plans the expected increase in referrals, 

close working between Primary Care and Secondary care to vet and triage referrals in a bid 

to manage and ensure appropriate treatment pathways.

Design Team in place to increase theatre activity and throughput.

GM SROs in place to maximise use of Duchy capacity and re-open Bodmin Treatment Centre.  

Business case with CFT for consideration and next steps.

System wide clinical physical environment capacity mapped and shared with Care Groups to enable 

them to access additional space.

Access to CFT outpatient departments released, process agreed and 1st clinics to proceed w/c 08/07.

Outpatient Transformation Programme projects accelerated to enable streamlined vetting of all 

referrals including internal (completed in May), triaging to and maximising of non-face to face 

alternatives supported by implementation of Patient Portal.

Social distancing cell established by ICC to provide guidance and solutions to enable maximisation of 

safe throughput.

Expanding use of Bookwise to achieve a central view of outpatient template across all outpatient 

departments including establishing brokering processes as specialties compete for space.

Triumvirate sign off required for outpatient F2F activity so only essential activity in OPD capacity.

Harm Review process reinvigorated with all Care Groups, Harm Review Panel to be reinstated. 

Central monitoring process and tool to be developed and implemented.

Bodmin community diagnostic hub under development with the CCG

Plans to develop and reintegrate theatres at Bodmin back into the treatment centre
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BAF 2020/21

✓

FPC DS&P

Risk rating Likelihood Consequence Total

Initial 4 4 16

Current 4 4 16

Appetite 2 4 8

Approach

RAG

AMBER

AMBER

AMBER

GREEN

SCORE: A M J J A S O N D J F M

Likelihood 4 4 4 4

Consequence 4 4 4 4

Risk rating 16 16 16 16

Tolerance 8 8 8 8

7353

Date Risk reviewed 12.07.2021

Strategic Aim 1: Brilliant Care -  Always providing safe, 

effective and compassionate care, where we listen and 

learn to provide an excellent patient experience

Delivery supports RCHT Strategic Goals PRINCIPAL THREATS TO DELIVERY

1.5 Pledge

Work with our health and care system to improve the health of our 

community 

Brilliant Care

Brilliant  People

Links to CIOS Health & Care Partnership

A& E Delivery Board

Planned Care Board

One Vision Board

Transformation Board

System Oversight Board

Committee Providing Assurance Executive Lead

There is a risk that the lack of alignment between organisational 

strategies/priorities will limit the scale and pace of our progress towards 

an integrated care system for CIOS Health and Care Partnership
Brilliant  Improvement

CQC Domain

Safe, Effective , Responsive & Well-Led

Rating has been escalated to reflect failure of controls; 

This is principally related to not having an agreed system 

wide clinical strategy and a lack of maturity of system 

governance structures
TREAT

Key controls to mitigate threat: Sources of assurance 

Feedback from regulators on RCHT/CFT integration strategic case said we should 

continue to build our rationale but not develop a full business case before an interim 

checkpoint with regulators. With this and the impact of Covid, a decision has been taken to 

delay the transaction date until after April 2022 and use the time to focus on developing our 

integrated clinical strategy and patient benefits. The programme is being replanned to 

reflect these changes.

A decision has been taken to delay the transaction until after April 2022 whilst ICS arrangements 

mature.

Gaps in assurance Positive assurances received

The Covid-19 crisis has expedited system working with the delivery of patient pathways 

across organisations/health sectors. There is a risk that the system players do not act to 

embed/make sustainable these changes.

Annual Plans which received positive feedback

Successful New Models of Care workshops with system partners

Gaps in control Actions being taken to address gaps in control / assurance

Current Performance Additional Comments

Pace of Change of CIOS Health & Care Partnership Strategies 

Lack of Board/CIOS Health & Care Partnership oversight of implications of system level 

working at RCHT Trust Board

New Models of Care programme still in development

Alignment of system wide strategic objectives and risks 

Development of 5 year long term plan

PCN Engagement

Working with KPMG and system partners on a stocktake of work across the system to inform the 

development of the New Models of Care Programme

System-wide Integrated Performance Reports

System Leadership Board

Dedicated Urgent Care, Planned Care and Chidren's Care resource which reports into the 

System Board

CIOS Health & Care Partnership Reports - Planned Care/Urgent Care, One Vision 

and transformation Board

Regular interface with PCN Leaders

Block contract with the KCCG - CQUINs

Joint approach to Annual Planning for LTP

Cornwall Public Health indicators 

New Models of Care Programme
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✓ 6752

FPC CFO

Risk rating Likelihood Consequence Total

Initial 5 4 20

Current 4 4 16

Appetite 2 4 8

Approach

 RAG

AMBER

AMBER

AMBER

GREEN

Quarterly Estates and Facilities Report to Finance and Performance Committee GREEN

GREEN

GREEN

AMBER

GREEN

GREEN

SCORE: A M J J A S O N D J F M

Likelihood 4 4 4 4

Consequence 4 4 4 4

Risk rating 16 16 16 16

Tolerance 8 8 8 8

Capital programme funding now set at £6.2m for core Estates related investment

STP Way forward funding bids confirmed for Lowen ward, women's children's

Estates Board

Being Brilliant Board

Internal Audit Programme

Mitie Monthly performance reports

Risk Assessment process for Capital Planning

Health & Safety walk rounds 

Health & Safety Governance structure and training in place

Business continuity plans

Matron Rounds feedback

IPAC Audits

Mitie Contract Management Ward Accreditation reports and action plans

Strategic Aim 1: Brilliant Care -  Always providing safe, 

effective and compassionate care, where we listen and 

learn to provide an excellent patient experience

Delivery supports RCHT Strategic Goals PRINCIPAL THREATS TO DELIVERY

1.6 Pledge 

Provide an environment that is clean and welcoming. 

Brilliant Care

Brilliant  People Risk that our building equipment and digital infrastructure are not fit for 

purpose nor provide a safe and effective environment to deliver health 

care due to insufficient capital resource.

Brilliant  Improvement

CQC Domain

Safe, Effective,  Responsive & Well -Led 

Links to CIOS Health & Care Partnership

Strategic Estates Group

 TREAT

Committee Providing Assurance Executive Lead

Ward Accreditation Programme - Aspire is embedded in inpatient wards

Date Risk Reviewed 16.07.21

The Trust approved its capital programme for 2021/22 in 

May. The opening programme provides funding for £6.2m 

of core estates related investment, some of which relates 

to improvements in the environment. A further £2.5m for 

fire satefy works has been provided in June 2021. The 

delivery of this programme now needs to be monitored and 

the funds re-priorotised by the Director of Estates / Estates 

Board accordingly to address the highest areas of 

concern. 

Annual capital expenditure prioritised programme - Reviewed at M4Backlog maintenance programme

Key controls to mitigate threat: Sources of assurance 

Health and Safety Audits

Cleaning Audits

PLACE reports

PLACE Inspections

Mitie service provider quality and performance audits

IPAC reports

Gaps in assurance Positive assurances received

Prioritised national funding

Matrons rounds & feedback mechanisms 

Current Performance Additional Comments

Capital Programme has been approved with £6.2m of core Estates investment with an 

additional £2.5m allocated for fire safety in Jun 2021.

Capital investment has been prioritised to provide funding for the environment. However, the 

total required is more than the Trust has funding for and so the investments needs to be 

carefully prioritised during the year. 

Reassessent of investment required for estates investment underway with COO until the 

appointment of the Director of Estates

Monthly performance report to Finance and Performance Committee on Mitie performance.

Quarterly reports to Finance and Performance Committee on delivery of the Estates programme.

Review of the capital programme each month to update the Finance and Performance Committee on 

additional funding and risks.

£2.5m of additional funding provided for fire safety works in June 2021. 

Gaps in control Actions being taken to address gaps in control / assurance

Availability of sufficient capital funding to deliver comprehensive estates improvement 

programme pending review by the Director of Estates

Progress cases in relation to Lowen / MRI and Women and Childrens hospital which will have  a long 

term improvement on the environment.
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✓ 3754

QAC COO

Risk rating Likelihood Consequence Total

Initial 5 3 15

Current 2 3 6

Appetite 2 3 6

Approach

 RAG

GREEN

GREEN

GREEN

GREEN

IPAC guidance for how to move patients out of the holding area without a test result

SCORE: A M J J A S O N D J F M

Likelihood 3 2 2 2

Consequence 4 3 3 3

Risk rating 12 6 6 6

Tolerance 12 6 6 6

AMU rapid testing process

Strategic Aim 1: Brilliant Care -  Always providing safe, 

effective and compassionate care, where we listen and learn 

to provide an excellent patient experience

Delivery supports RCHT Strategic Goals PRINCIPAL THREATS TO DELIVERY

REF Pledge 

Optimising survival and minimising unnecessary harm from Covid-19 

Brilliant Care

Brilliant  People

Brilliant  Improvement

CQC Domain

Safe, Effective,  Responsive & Well -Led 

Links to CIOS Health & Care Partnership

Quality Assurance Committee

Committee Providing Assurance Executive Lead

There is a risk that… the requirement to manage our patients 

(red/amber/green) in response to covid and the adjustments to the 

hospital state has impacted on patient flow. 

This is caused by… holding patients whilst awaiting results, the 

conversion of estate to critical care (limiting availability for non critical 

care patients) and the complexity of maintaining capacity across covid 

positive and covid negative wards. 

Leading to… delays in medical and surgical admissions, patient harm, 

loss of staff due to sickness, delayed care pathways, preventable death 

and the potential to move patients where their covid result is not known

Date Risk Reviewed 16.07.2021

The current risk reflects the post pandemic wave.

 TREAT

Key controls to mitigate threat: Sources of assurance 

Additional ITU capacity identified Performance measures identified in the Covid-19 dashboard

Staff upskilling in place - clinical and non-clinical The Trust has undertaken the required exercises to ensure that the plans are tested and fit for purpose.

Re-deployment process established All the plans have been approved via two check-and-challenge sessions and the plans 

have been lined with local health economy partners who are undertaking joint Staff testing now in place RTT recovery plan with approved trajectories

Digital space for collocated work with health economy partners

Leading indicators dashboard

Centralised stocks of PPE

Extra staffing (flexed from other areas)

Extra security arrangements 

Care Group owned response plans which are signed off through a check and challenge session with executive and then executive sign off

Local manufacture of supplies and sourcing locally

Innovative working

Revamping the care pathway

Additional Comments

New SOPs

Covid-19 patient numbers have reduced in March 2021. Staff absence numbers reducing.

Gaps in control Actions being taken to address gaps in control / assurance

Tighter stock procedures

Plans assessed daily

As at 16 Jul the Trust has 16 Covid inpatients and given the levels of Covid in the Cornwall 

population this is unlikely to reach the same levels as pre-wave 1 at this time.

While there is not expected to be the type of peak seen early in the covid pandemic, there remains 

the residual risk that we could see an increase in demand for oxygen type therapies and a new 

cluster of paediatric patients who will be newly exposed to normal childhood respiratory diseases as 

seen in Austrailia and South Africa reasearch (such as RSV).

Gaps in assurance Positive assurances received

Tests are not always sufficiently rapid to enable timely moves

Consultant capacity to undertake medical reviews daily (due to social distancing procedures 

extending the time taken to do the reviews)

Social distancing impact on outpatient clinic capacity

Ward usage plan is owned at Care Group level with clinical oversight and reviewed at least weekly

ITU capacity may not meet demands if additional capacity is not delivered in time for peak 

demand

staffing levels will not be inline with normal working practice

Ability to provide the same theatre capacity (sessions and throughput) as pre COVID

ICC to remain open and continued monitoring of national guidance updated modelling and Covid 

admissions.

Work ongoing with the CCG to undertake rapid diagnostics and develop virtual wards for the 

anticipated peak of paediatric respiratory patients.

Current Performance 
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ID 7019

✓

P&OD DS&P

Risk rating Likelihood Consequence Total

Initial 4 4 16

Current 4 4 16

Appetite 2 4 8

Approach

RAG

AMBER

AMBER

GREEN

GREEN

SCORE: A M J J A S O N D J F M

Likelihood 4 4 4 4

Consequence 4 4 4 4

Risk rating 16 16 16 16

Tolerance 8 8 8 8

Additional transformation resource being sought. (Paper submitted to FPC 21.09.20)

Creating a strategic partners to support with provision of transformation resource. 

QI training provide to all new starters at Trust Induction

Brilliant Improvement Strategy published and being implemented 

QI clinical Fellow posts created 

Brilliant Improvement Board (BIB) reestablished Oct 2020 

IPR metrics

Current Performance Additional Comments

The significant challenges presented by Covid 19 mean that operational and clincial capcaity is further stretched 

currently. 

BIB has been cancelled in January 2021 and February 2021 do to Covid-19 and redeployment of staff

Completion of first 100 staff on the Being Brilliant Programme and launched first 1000 staff. These sessions are 

now being delivered by the QI team thorugh a combination of face to face and online to adhere to social 

distancing requirements.

New Induction programme being finalised to include QI 

Transformation resource plan is in development  - Board Informal agreed the resource plan in principle in 

September 2020. Resource plan taken to FPC on 21st September for approval.  [July 2021]Working with KPMG 

to deliver managerial skills training  which is antiicpated to help progress towarsd a culture of improvement 

Gaps in assurance

Gaps in control Actions being taken to address gaps in control / assurance

Positive assurances received

Transformation portfolio in infancy and therefore too early to assess impact. 

BIB has been cancelled in January 2021 and February 2021 do to Covid-19 and redeployment of staff

Staff Survey improvements

Patient survey improvements

QI training compliance rates very high

QI module on the being brilliant leadership development porgramme for first 100 leaders 

Four Transformation porgrammes established under one Transformation portfolio and being overseen 

by one PMO utilising QI methodology. 

Improvement KPIs in IPR QI team established April 2018 to provide QI capability and Capacity 

QI training compliance ratesA network of 150+ QI ambassadors across the Trust who are trained in QI and embedded in Care 

Groups and Corporate Services. Brilliant Improvement Strategy  - compliance with milestonesTrust Board provided with QI training

Transformation programme dellivery reported through PMO status reports to BIB and FPC  

(Commenicng formally in October 2020) 

Rationale: Likelihood has been increased to a scored of 4 

because the full set of required change resource has not yet 

been recruited and staff deployed to Covid-19 work.  

Consequence has been scored at 4 because delivering our 

transformation programme is a key enabler for delivering 

Brilliant Care and therefore failure to deliver the planned 

transformation put our Brilliant Care Strategy at risk. 

TREAT

Key controls to mitigate threat: Sources of assurance 

Date Risk reviewed 12.07.2021

In house, PMO established to oversee Transformation Portfolio July 2020. 

CQC Domain

Safe, Effective, Responsive & Well-Led

Links to CIOS Health & Care Partnership

Committee Providing Assurance Executive Lead

Strategic Aim 3: Brilliant Improvement  - Instilling a culture of 

quality improvement where everyone feels empowered to make 

changes for the benefit of our patients 

 Pledge 

Ensure that everyone has the capability and capacity to pursue quality improvements 

for our patients 

Delivery supports RCHT Strategic Goals PRINCIPAL THREATS TO DELIVERY

Brilliant Care Current Principal Risk

There is a risk that we have insufficient change management capacity and 

capability and inconsistent to deliver the pace and change of style required to 

deliver brilliant care 

Brilliant  People

Brilliant  Improvement
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7354

✓

P&OD HRD

Risk rating Likelihood Consequence Total

Initial 4 4 16

Current 3 3 9

Appetite 2 3 6

Approach

RAG

GREEN

GREEN

GREEN

GREEN

GREEN

GREEN

AMBER

GREEN

TBC

New 'Just Culture' disciplinary policy now agreed at Board and due to be published with training materials

Working confidence app

SCORE: A M J J A S O N D J F M

Likelihood 3 3 3 3

Consequence 3 3 3 3

Risk rating 9 9 9 9

Tolerance 6 6 6 6

Strategic Aim 2: Brilliant People - Working together in a supportive 

environment to attract, develop and retain brilliant people 

Delivery supports RCHT Strategic Goals PRINCIPAL THREATS TO DELIVERY

2.2 Pledge  

Create a safe environment so colleagues feel supported to speak up

Brilliant Care

Brilliant  People There is a risk that our culture change isn't sufficient to deliver brilliant care. 

Brilliant  Improvement

CQC Domain

Key controls to mitigate threat: Sources of assurance 

Safe, Effective, Responsive, Caring & Well-Led

Links to CIOS Health & Care Partnership

Committee Providing Assurance Executive Lead

Freedom to  Speak Up reports

HR People Partners in place to support organisational development implementation

Freedom To Speak Up Champions Freedom to Speak Up Action Plan Board cycles include FTSU action plan

Raising Concerns Freedom To Speak Up Policy Bi Monthly NGO update and report against action plan

Guardian has had national guidance training

Freedom To Speak Up included on induction and manager's passport Reporting number of FTSU issues rasied with guardians via monthly IPR

Freedom To Speak Up incident reports

Date Risk reviewed 15.07.2021

Likelihood scored at a 3 as the Brilliant People Statefy/OD plan 

needs to be embedded and consequence is a 4 major if 

colleagues are not raising concerns which could result in harm 

TOLERATE/ TREAT

Internal audit of FTSU

Human factors training for 2020/21 has focused on situational awareness and empowering every 

member of the team involved in invasive procedures to speak up in SAFE climate.

S- Safe to speak up

A-Act with kindness

F- Fair (linked to just culture)

E- Everyone

This training has been received by 83% of colleagues involved in invasive procedures (approx. 1600 

colleagues).  The training feedback was positive and we know that this had an impact in the workplace. 

The 2021/22 training is focussed on teamwork and graded authority which will continue to build on this 

through a network of upskilled human factors trainers.

All colleagues who have not received the human factors training are asked to complete a patient safety 

e-learning module bespoke for RCHT. This also includes speaking up and has been completed by

54.4% of colleagues.

Significant progress has been made against key actions. Assurances come via higher level of FTSU reporting 

and early resolution.

Area of focus as part of developing action plans arising from 2020 annual staff survey will be to have Safety 

Culture as a key priority area. Internal Audit planned for 2022. All actions met on action plan resulting from NGO 

review.Annonymous reporting App procured in May 2020.New training modules from the NGO now on ESR and 

mandatory.

The Trust needs to maintain confidentiality of those who speak up.

Training on National Guidance 

Guardian in place

Regular reporting to People and Organisational Development  Committee

Professional Standards reports to Board

HR Organisational Development reports

Bimonthly HRD report

Annual and quarterley FTSU report to Board 

Gaps in control

No specialist KPIs for FTSU in Performance Framework

People and Organisational Development Strategy

Grievances and complaints indicate that the freedom to speak up mechanisms are not always suitable 

for individuals

Change in leadership may meand delays in continuity of coverage with Chief Exec initiatives

Independent culture reviews have taken place in individual areas - further areas to be identified

Numbers of FTSU issues raised with guardians reported via IPR. 

Being Brilliant Programme 2019/20 and 2020/21 delivered - Being Brilliant programme continues to run in bite 

size form with psychological safety principles, compassionate leadership, civility at work as core parts of the 

programme. 

Focus on developing restorative practices across the Trust, to foster a culture of restorative practice, 

conversations, learning and resolution.  Demonstrates maturity of OD plan and continued focus on creating a 

safety culture. 

Freedom to speak up question to be added to ward accreditation

Current Performance Additional Comments

Trust's Organisational Development Plan Committee People Organisational Development  reports 

National Guardian Office action plan 

NED Lead for FTSU

Professional standards report to Board

Freedom To Speak Up Guardian

Actions being taken to address gaps in control / assurance

Speaking out against sexual harrasment campaign

Safeguarding training covers speaking out and the identification of organisational abuse

Respect Campaign'

Positive assurances received

Freedom To Speak Up intranet page

Gaps in assurance

Organisational Development plan implementation

Early Intervention Team

 'Tell Kate' initiative

Human factors training

Lead on culture change In post

Numbers of staff speaking out to either champions or the safeguarding team
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ID 7492

✓

P&OD COO

Risk rating Likelihood Consequence Total

Initial 5 4 20

Current 3 4 12

Appetite 2 4 8

Approach

RAG

AMBER

GREEN

GREEN

GREEN

GREEN

GREEN

AMBER

Annual Premises Assurance Model (PAM)

SCORE: A M J J A S O N D J F M

Likelihood 4 4 4 4

Consequence 4 4 4 4

Risk rating 16 16 16 16

Tolerance 8 8 8 8

Strategic Aim 2: Brilliant People - Working together in a supportive 

environment to attract, develop and retain brilliant people 

Delivery supports RCHT Strategic Goals PRINCIPAL THREATS TO DELIVERY

2.5 Pledge  

Provide an environment that supports colleague safety, health & wellbeing 

Brilliant Care

Brilliant  People There is a risk that the systems and processes of health and safety are not 

understood or embedded at all levels of the organisation

This is caused by insufficient specialist knowledge and resources to rectify 

identified gaps which has been compounded by historical issues

This could lead to harm to patients or staff, regulatory action and reputational 

damage for the Trust

Brilliant  Improvement

CQC Domain

Health and Safety Strategy 

Key controls to mitigate threat: Sources of assurance 

TOLERATE/ TREAT

Safe, Effective, Responsive & Well-Led

Links to CIOS Health & Care Partnership

A& E Delivery Board

Planned Care Board

Committee Providing Assurance Executive Lead

Improvements in RiDDOR reporting process

Regular meetings between Director of Operations and H&S lead

Date Risk reviewed 16.07.2021

Rationale: This risk reflects the operational and estates risks 

that have been identified and are on the Corporate Risk 

Register.

Actions being taken to address gaps in control / assurance

Activity risk assessments are lagging due to inadequate medium for recording them

Lack of resource for control of contractors

Pulse system for COSHH will be out of contract in August

No audit programme to ensure that health and safety forms part of managmenet roles in JD

Suite of health and safety related risk assessments

Strategy has no strategic workplan drafted in consultation with the Trust leadership

Both due to be completed by end of March 2021. Recruitment to enhanced team continuing and increased 

administration will be in post by end of March 2021. Admin post filled, system admin on hold.

Consider extraordinary SLT meeting to devise a strategic workplan for the H&S strategy (workshop) 3 separate 

action plans located for H&S, all being collated into one action plan for progress.

Identify funding for q-Pulse FBC under review

Patient safety team to flag patient safety incidents with employee harm to H&S department

Engage with JC&C to begin engaging with representatives of employee safety JC&C attend LT and Group 

meetings.

Competency frameworks

Implemented interim management arrangement

Increased number of H&S audits being carried out

Mandatory training programme

Completion of annual Premises Assurance Model (PAM): 2021 PAM submission due on 23 July 

2021.

Current Performance Additional Comments

Gaps in assurance Positive assurances received

Monthy Trust Health and safety leadership team

There was substantial lost time due to Covid19, however some of the posts are in the process of being 

filled. Where there has been regulatory intervention (fire/water/asbestos) the action plans have been 

agreed in princidple, however the overall focus for H&S in the organisation has been diffused due to 

stagnation for reasons outwith the control of the Trust as well as changes in leadership in estates.

The rating has been reduced under the new stable leadership of the Head of Department. Further improvement 

is expected once the strategy has been agreed and implemented.

Dermatitis and asbestos, contravention notice issued by HSE 2020.

Notice of contravention received in Jan 21 relating to water management

RIDDOR process is falable as the information into the H&S process can be delayed.

Recognition across the organisation and estates that there needs to be improvement in critical areas.

The H&S leadership group and the H&S group are starting to see traction with actions and there is a willingness 

with managers to be involved and take ownership.

Meetings are held twice monthly and H&S are producing a training package for amanagers to raise awareness of 

their H&S responsibilities. 

2021 PAM complete.   Presented to both Finance & Performance Committee and Trust Board (21 Jun & 1 Jul 21 

respectively) - received positively.   NIFES Consulting Group 'check *& challenge' review of PAM undertaken on 

25 Jun 21 - excellent feedback received with minimal change required.   To be submitted to NHSEI on 23 Jul 21. 

Gaps in control

Leadership roles with safety responsibilities evidenced in JDs - No evidence that this is implemented

Suite of policies, procedures and other processes relating to specific regulations or activities have been 

revised - These are currently stuck in approval

Incident reporting and risk management system

H&S group - action focussed with attendance across all care groups to understand and review Health 

and Safety issues

External Review report received by new H&S Committee with action plan tracked through 

Committee

H&S Committee chaired by Board member

Health and Safety Leadership Team meeting

Dermatitis Action plan 
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ID 8040

✓

P&OD Interim 

Director Of 

Estates

Risk rating Likelihood Consequence Total

Initial 4 5 20

Current 4 5 20

Appetite 2 4 8

Approach

RAG

GREEN

GREEN

GREEN

GREEN

GREEN

GREEN

GREEN

GREEN

AMBER

SCORE: A M J J A S O N D J F M

Likelihood 4 4 4 4

Consequence 5 5 5 5

Risk rating 20 20 20 20

Tolerance 8 8 8 8

Strategic Aim 2: Brilliant People - Working together in a Delivery supports RCHT Strategic Goals PRINCIPAL THREATS TO DELIVERY
2.5 Pledge  

Provide an environment that supports colleague safety, health & wellbeing 

Brilliant Care

Brilliant  People

Brilliant  Improvement

CQC Domain

Safe, Effective, Responsive & Well-Led

Links to CIOS Health & Care Partnership

A& E Delivery Board

Planned Care Board

Committee Providing Assurance Executive Lead

There is a risk that… existing unsafe conditions will not be adequately managed.

This is caused by… a failure to undertake identified remedial works and no 

assurance on how works have been prioritised.

This could lead to… multiple statutory breaches, prosecutions, reputational 

damage, harm to staff and patients and damage to buildings and infrastructure.

Date Risk reviewed 16.07.2021

Rationale: This risk is currently at 20 due to the extensive gaps 

in fire safety arrangements.

This risk is linked to Risk ID 7868

TOLERATE/ TREAT

Key controls to mitigate threat: Sources of assurance 

Health and Safety Strategy Progress against actions reported to Board

Reduction of fire loading in high risk areas Involvement of Cornwall Fire Service at governance meetings

Fire Response Team External Review report received with action plan tracked through sub group

No smoking on site H&S Committees has been revised in line with recommendations from external review

Fire training on induction and annual refresher training for staff and e-learning available 

H&S Committee chaired by Board member

Monthly fire warden inspection is completed by fire wardens Annual audit programme and process

L1 fire alarm system installed throughout most of the Trust - design completed and will start in 

Feb 21 in SMH, to be completed by April 2021 in SMH.

Monthly fire report to Trust Board 

Fire safety sub group Progress against actions reported to Boad through Quality Assurance Group.  Progress of 

actions reported to Operations Board.  

Program of fire risk assessments Proramme of FRAs in place and monitored.

Gaps in assurance Positive assurances received

Positive report from Cornwall Fire Authorities Neonatal decant works are complete. Basement and fire door works have progressed within the month. Fire 

safety training plan and training trajectory and approved and delivery of the plan commenced.

Management action plan in place to capture required remedial fire safety improvements. A capitol 

programme investment paper was rejected by NHSI in favour of a £2.5m brokered deal with a 5 

year plan of improvement. Awaiting aproval at Board for spend. 

This risk has been re-scored on the basis that there are two types of fire considered (high consequence but low 

likelihood and high likelihood and low consequence). This risk is based on large scale uncontrolled fires as a 

result of the lack of fire stopping. 

The risk remains uncontrolled due to the remaining gaps in fire containment.

Gaps in control Actions being taken to address gaps in control / assurance

There is a risk of spread of smoke and fire caused by the lack of adequate fire stopping (Passive 

fire protection).

 There are a significant number of actions from previous and current fire risk assessments which 

have not been addressed

Fire door survey undertaken by the Trust’s Authorised Engineer (Fire) identified significant 

number of fire doors which require replacement and repairing.

There is not a risk assed prioritised programme for fire door replacement or reinstatement of fire 

compartmentation.

There is not a full inventory of all installed fire and smoke dampers within the Trust’s premises 

and are not included in a formal maintenance programme which ensures that they are inspected 

and tested.

There is insufficient control and command of managing fire incidents.

The fire alarm system is not compliant, is at its end of life, and is at capacity in that additional 

detectors cannot be added.

There is no evidence of fire alarm detector replacement every 10 years.

The existing fire alarm system is a closed protocol system which means there is significant 

restrictions on who can maintain the system.

L1 alarm system deferred for WCH for a year.

Action plan in development - first draft crulated to contractors for pricing and feasability - Due Dec 21

Fire safety subgroup to receive prioritised plan - Due Aug 21

Funding secured for remedial works and contractor to be sourced

Planned a stress test of evacuation plans as a tabletop exercise - Due Sep 21

£4m funding identified to tackle remdial works in the Tower

Project manager out for recruitment to manage fire backlog maintainance - Due Aug 21

Decant plan in development

Alarm system out to tender for replacement this year - Due Apr 22

Survey underway to undertake servicing of dampers and identify further work needed

Review of contract management arrangements to take place when PMO is in post

Current Performance Additional Comments
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ID 7287

✓

FPC CFO

Risk rating Likelihood Consequence Total

Initial 4 4 16

Current 4 4 16

Appetite 2 3 6

Approach

RAG

AMBER

SCORE: A M J J A S O N D J F M

Likelihood 2 4 4 4

Consequence 3 4 4 4

Risk rating 6 16 16 16

Tolerance 6 6 6 6

Strategic Aim 3 Strategic Aim : Brilliant Improvement  - 

Instilling a culture of quality improvement where everyone 

feels empowered to make changes for the benefit of our 

patients.

Delivery supports RCHT Strategic Goals PRINCIPAL THREATS TO DELIVERY

3.1  Pledge 

Spend our money wisely.

Brilliant Care Current Principal Risk 

Brilliant  People Risk that the Trust does not achieve its financial target which will result in 

lost income, additional debt and a longer period of time to recover to a 

cumulative breakeven position. There is also the risk that the deficit plan 

could significantly increase in H2. As at the date of this update, the 

financial regime for H2 21/22 is likely to be consistent with H1 although 

formal guidance not expected until Sep 21. The current risk score reflects 

that position. 

The Trust has a £3.1m deficit financial plan for the first half of 21-22. This 

relies on £4.4m of savings that have not been identified as well as ERF 

income (lower risk) and investment slippage (lower risk). This updated plan 

has now been resubmitted.

The key risks to this are:

• The financial plan not being accepted by regulators (lower risk as at 21

Jun)

• Savings not being delivered.

• Costs exceed budget due to factors including agency spend.

• Income not being received as planned, specifically in relation to Think

111 and Covid costs.

• Additional costs in relation to opening the second floor of the PRU not

being included in the budget.

• Cash management risks

The Trust will continue to fail in its statutory duty to breakeven 

cumulatively. Failure to meet the current financial plan could result in cash 

shortfalls or the need for additional funding, failure to meet system targets, 

increased scrutiny from regulators and contractual breaches.

Brilliant  Improvement

CQC Domain

Effective, Responsive & Well-Led 

Use of  Resources  Framework 

Links to CIOS Health & Care Partnership

E health Programme Board

Digital Transformation Board

Committee Providing Assurance Executive Lead

Date Risk reviewed 28.07.2021

Risk has been reviewed following the review of the initial 

financial plan by the Trust Board

 TREAT

Key controls to mitigate threat: Sources of assurance 

Monthly Care Group Performance Review Meetings , including financial performance reviews Finance Committee Reports (includng updates on savings plans and delivery). 

Scheme of Delegation, clear processes for investment requests and business case approval to 

ensure scrutiny of benefits prior to approval.
CIP PMO in place and regular CIP meeting scheduled to scrutinise and challenge service level 

plans and delivery to the plans.

 Standing Financial Instructions and Standing Orders including clear financial controls 

measures.

Operational Workforce Group - scrutiny of agency expenditure.

 Work force approvals processes are in place to control recruitment of all posts including 

agency and locum staff.

Gaps in assurance Positive assurances received

Current Performance Additional Comments

Financial plan for H1 set at £3.14m deficit. On plan as at M3 although risk highlighted in the 

finance report in relation to lost ERF income in Q2. The current risk score takes that into 

account.

None

The financial plan has not yet been accepted by regulators although the deficit plan has been 

reduced from £6.1m to £3.1m in June. 

A financial plan has been set that reflects the current level of spend. Some Elective Recovery Fund 

income is expected to be earned. As at Month 2 (May 21), this is on plan. 

Gaps in control Actions being taken to address gaps in control / assurance

The plan has not yet been accepted by NHSEI. 

The plan includes the delivery of £4.4m of savings that have not been scoped. 

Uncertainty over cost of insourcing, outsourcing or paying for weekend work to recover the RTT 

position.

Development of the savings plan being led by the Director of Strategy and Performance.

Monitoring of activity. Monitoring of financial performance. Monitoring of Covid activity and staff 

absence.  

Regular contact with NHSEI to understand any potential additional funding.
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✓

FPC CFO

Risk rating Likelihood Consequence Total

Initial 4 4 16

Current 3 4 16

Appetite 2 4 8

Approach

RAG

GREEN

GREEN

GREEN

GREEN

SCORE: A M J J A S O N D J F M

Likelihood 4 3 3 4

Consequence 4 4 4 4

Risk rating 16 12 12 16

Tolerance 8 8 8 8

The value of the Capital Programme for 2020-21 is £19.6m with a further bid for £2.5m of CDEL 

funding re fire safety works now confirmed which involves bringing capital resource forward 

from 2022/23. The opening capital programme is based on £36m for externally funded 

schemes which will only progress when funding is confirmed. Expected to operate within CRL 

at present. The capital plan is underspent against the optimistically profiled budget as at M2 

although is expected to still be under pressure during the year. The Trust is working with the 

DHSC to determine how HIP2 funding can be used going forward. 

The risk score relates to the delivery of the 2020-21 capital programme. A new risk will be created for 

2021-22 once the funding available is known.

Gaps in control Actions being taken to address gaps in control / assurance

The demand for capital investment will change during the year and there will be uncertainty 

over the ability to access contractors and equipment. This will make the delivery of the 2021-22 

capital programme extremely challenging. 

The Trust has no control over the availability of system capital envelope funding or PDC 

funding going forwards, although does have set funding for 2021/22.

Set and monitor affordable Capital Programme taking into account service risks. This has been done 

for 2021-22 and the programme is reviewed each month. 

Monitor the 5 year programme. 

Updates on capital programme reported to F&P Committee and Trust Board during the year. A full 

review will take place at Q1. 

Explore all opportunities for external funding including through DH-led private funding streams

Receive approval the Women and Children's Hospital and West Cornwall Hospitals schemes. 

Monitor changes in capital regime and ensure that STP reviews take place quickly.

Current Performance Additional Comments

Gaps in assurance Positive assurances received

Whilst the Trust has set a core capital programme of £19.634m, this is less than would ideally 

be available. Risk owners of capital schemes now need to monitor their risks and escalate 

issues to the capital sub-groups as needed. 

The Trust has not yet received a decision on the Women and Childrens Hospital or West 

Cornwall Hospitals business cases. 

The Trust is working with the DHSC on how HIP2 funding can be used. 

Whilst £2.5m for fire safety works has been provided, this is from capital resource brought 

forward from 21/22. It therefore means additional pressure on the capital programme going 

forward. The investment does not mitigate the fire safety risk but will help make inroads into the 

work required. 

Funding for the core capital programme has been confirmed. 

£2.5m of additional funding (brought forward from 2022/23) has been confirmed for fire safety works.

NHSEI have reviewed the core programme. 

Capital Delivery Group Capital Programme 2021-22 for F&P Committee and Trust Board

Building Brilliance Board

Finance & Performance Committee (receives reports from each sub-group)

E Health Programme Board E Health Programme Board reports

Estates Board Building Brilliance Reports

Medical Equipment Board Finance Committee Reports (includng updates from capital sub-groups)

Date Risk reviewed 10.05.2021

The capital programme has been set with £19.6m of core 

funding for 21-22 and a further need for £2.5m of fire safety 

(revised down from £9.6m in M1). The capital programme 

has less funding than would be preferred and relies on 

slippage during the year.  
 TREAT

Key controls to mitigate threat: Sources of assurance 

Effective, Responsive & Well-Led 

Use of  Resources  Framework 

Links to CIOS Health & Care Partnership

E health Programme Board

Digital Transformation Board

Committee Providing Assurance Executive Lead

Strategic Aim 3 Strategic Aim : Brilliant Improvement  - 

Instilling a culture of quality improvement where everyone 

feels empowered to make changes for the benefit of our 

patients.

Delivery supports RCHT Strategic Goals PRINCIPAL THREATS TO DELIVERY

3.2  Pledge 

Use innovation and technology to improve the quality, experience and cost of 

care. 

Brilliant Care Current Principal Risk 

Brilliant  People Risk that the Trust is not able to afford capital investment to enable it to 

ensure that service continuity is maintained, statutory regulations are 

adhered to and services are improved through the use of technology where 

possible. This risk spans more than one financial year although there will 

also be an element covered within the risk in relation to delivery of the 

capital programme in the year.

Brilliant  Improvement

CQC Domain
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ID 7024

✓

FPC DS&P

Risk rating Likelihood Consequence Total

Initial 2 4 8

Current 2 3 6

Appetite 2 2 4

Approach

RAG

GREEN

GREEN

GREEN

GREEN

GREEN

GREEN

AMBER

GREEN

SCORE: A M J J A S O N D J F M

Likelihood 2 2 2 2

Consequence 3 3 3 3

Risk rating 6 6 6 6

Tolerance 4 4 4 4

R&D have met it's operational costs for FY 20/21 with no requirement for Trust financial input. This is 

the first year in which R&D have achieved this position therefore evidencing significant progress of 

financial planning and management.

Current Performance Additional Comments

Positive assurances received

CRN Regional Benchmark reports

Audit reports of research studies

Gaps in control Actions being taken to address gaps in control / assurance

Research is not fully embedded in all Care Groups within the Trust.

Research is de-prioritised at times of acute hospital pressure - to utilise Research Nurses for frontline 

care.

Through lack of engagement, not fully utilising all opportunities for research and a lack of clinical 

interest in taking on new trial activity.

The Trust is also working with the University of Exeter to gauge potential opportunities that could be explored 

through the pooling of clinical trials and developing a memorandum of undertanding to support closer partnership 

working for early 2020.

 

Finance department providing support to R&D team to reduce losses and to allow the department to operate as a 

stand alone commercial entity.

Current Principal Risk 

Governance Research Lead - Governance SMT meeting held monthly

Research Team's audit function to monitor status R&D group reports to Clinical Effectiveness Committee

Annual audit provides good assurance however the last audit did not show the desired position.

Gaps in assurance

Dedicated research programmed activity (PA's)/time in Clinician's Job Plans

National Institute for Health Research's (NIHR) 7 High Level Objectives & the associated Trust Goals

CRN Performance Management Framework

Governance SMT reports and minutes

Annual R&D internal audit

R&D strategy

Research Director and full Research Team to embed research into all  Clinical Teams

Recruitment to trials is the responsibility of the  Principal Investigator of the Research Project - this is 

supported through the Research Nurse assigned to the project

Recruitment to clinical trials performance against target

Monthly CRN  meeting & performance reports & minutes 

Research Team's  Business Continuity Plan Performance against NIHR 7 High level Objectives & Trust Goals

Key controls to mitigate threat: Sources of assurance 

Research Senior Management Team (RSMT) meetings - weekly

Clinical Research Network ( CRN)  meetings - monthly Research Development and Innovation - Annual report 

Research Development and Innovation - Annual Business Plan

Committee Providing Assurance Executive Lead

Effective, Responsive & Well-Led 

Lack of clinical buy-in/engagement with research will result in patients not 

having an opportunity to take part in trials that may enhance their quality of life / 

wellbeing now or in the future. Secondly the Trust does not maximise income to 

be reinvested into clinical care.

Date Risk reviewed 12.07.2021

Rationale: Following a review of the financial consequence, the 

inherent risk has been escalated to reflect the revised value 

however this does not affect the current position.

TOLERATE

Strategic Aim 3 Strategic Aim : Brilliant Improvement  - Instilling a 

culture of quality improvement where everyone feels empowered 

to make changes for the benefit of our patients.

Delivery supports RCHT Strategic Goals PRINCIPAL THREATS TO DELIVERY

3.3 Pledge

Grow the Trust’s national reputation for excellence in research and development;

Brilliant Care

Brilliant  People

Brilliant  Improvement

CQC Domain

Links to CIOS Health & Care Partnership

Clinical  Research Network South West Peninsula (CRN)

Academic Health science Network (AHSN)
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ID 7018

✓

POD HRD

Risk rating Likelihood Consequence Total

Initial 4 4 16

Current 3 4 12

Appetite 2 4 8

Approach

RAG

GREEN

AMBER

AMBER

AMBER
AMBER

GREEN

AMBER

SCORE: A M J J A S O N D J F M

Likelihood 3 3 3 3

Consequence 4 4 4 4

Risk rating 12 12 12 12

Tolerance 8 8 8 8

E health Programme Board

Digital Transformation Board

Outputs from "Improve Well " initiative Communication & Engagement Strategy & additional senior HR capacity

Organisational Development Plan 

Sources of assurance 

TREAT

Rationale: Likelihood has been scored at 3   Consequence 

has been scored at 4 as staff engagement is a major risk .

People and OD Committee reports

Date Risk reviewed

Strategic Aim 3 Strategic Aim : Brilliant Improvement  - 

Instilling a culture of quality improvement where everyone 

feels empowered to make changes for the benefit of our 

patients

Delivery supports RCHT Strategic Goals PRINCIPAL THREATS TO DELIVERY

3.5  Pledge 

Celebrate achievement and will create a culture that enables continuous 

improvement.

Brilliant Care Current Principal Risk 

Brilliant  Improvement

CQC Domain

Committee Providing Assurance

Links to CIOS Health & Care Partnership

Brilliant  People

Executive Lead

Team Talks

QI Hub Launched Performance Reviews

Effective, Responsive & Well-Led 

Use of  Resources  Framework 

Key controls to mitigate threat:

15.07.2021

There is a risk that staff do not know about or feel that they are able to 

contribute to the continued improvement of the organisation caused by 

insufficient  communication and engagement of staff  in decision making, 

linked to the pace of change required. 

Innovation Breakfasts

Being Brilliant and Leadership Development Programme 

Wonderwall and Joy corridor

OD Plan not fully embedded Continue training QI Ambassadors

New 'Den @ RCHT' process to encourage staff to put forward suggestions for funding bids

Change appraisal process to include QI sections and health and well being section added

POD commitee to review development of cultural change programmes

review of policies and processes in line with "just culture"

Brilliant people strategy COMPLETED  Clinical strategy COMPLETED

Annual Staff Awards

IWL awards

Learning from Excellence

Additional Comments

NHSI Cultural Survey - SCORE results & Action Plan progress

Improving Working Lives Group reports 

Current Performance 

Encouragement of staff to take part in National Awards

Changed induction to include additional QI information 

Gaps in control Actions being taken to address gaps in control / assurance

"Improve Well" Application introduced 

Freedom to Speak up Guardians & Champions established 

Staff survey results

People Transformation Board reports into Brilliant Improvement Board

Trust Board Walkabouts

Medical Lead for QI appointed

NHSI Culture Survey - SCORE findings and Action Plans 

‘Staff survey results being worked up into action plan detail due at board in quarter 1 (May 19th), the 

action plan is based around 4 priority areas arising in the survey. Celebrations of achievement happen 

monthly via team talks and annually via the Brilliant You festival. Restoration project underway to 

support staff post covid health and well being and "thank you" for service during Covid as an additional 

annual leave day. As recognition for the work and efforts of staff during the pandemic all staff have 

been given an additional days annual leave as a 'Brilliant you day' as a contribution towards our 

peoples recovery and health and wellbeing.’ 

Detailed Service strategies are needed for all specialty reported via POD committee

Staff survey results improving 8% more staff recommend for treatment 68% (national average 74%) 

8% implovement - recoemmend as good place to work 63%  (improvement of 5%)

People strategy now completed and operational plans in development for each care group

Staff Engagement Roadshows

Staff survey results positive

Gaps in assurance Positive assurances received
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Key

High

Full assurance provided over the effectiveness of 

controls.

Medium

Some assurances in place or controls are still maturing 

so effectiveness cannot be fully assessed at this 

moment but should improve

Low

Assurance indicates poor effectiveness of controls.

Updates in red text by Executive Owner

Updates in green text- approved by Board
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ID Group Specialty (NPSA) Description
Likelihood 

(current)

Consequence 

(current)

Rating 

(current)

Risk level 

(current)
Risk Type Executive Leads Key controls currently in place Progress

Likelihood 

(Target)

Consequence 

(Target)

Rating 

(Target)

Risk level 

(Target)
Risk owner Review date

4301
Urgent, Emergency and 

Trauma
Emergency Department

There is a risk that ED will be unable 

to offload ambulances due to the 

increased amount of patients within 

the department who are waiting for 

an in-patient bed. This is caused by 

reduced bed capacity due to Covid, 

high number of delayed transfers of 

care and low numbers of patient 

who are medically fit for discharge. 

Currently there are periods of high 

ambulance demand and low 

discharges from base ward beds. 

This is compromising the privacy 

and dignity of patients who are 

having to be seen and treated whist 

still in situ on the ambulance and 

delays for ambulance crews being 

released to attend their next call. 

Will probably 

happen  / recur 

but it is not a 

persisting issue

Catastrophic 20 Extreme Patient Safety Chief Operating Officer

QIDB programme has been launched with interim COO to focus on 3 main

workstreams: flow in; flow through and flow out. AMD for urgent care is 

supporting actions within the emergency department and SDMA to 

increase efficiency both within the department and SDMA pathways.

New RAT nursing role and clearer allocation of junior medical staff

Escalation policy for both ambulance handover and ED surge.  Attendance 

at daily bed management meetings of ED nurse in charge. 

A flexible mobile nurse triage team who aim to achieve 15 minute triage 

and handover target with daily reporting and validation.  

Increased nurses establishment to recognise increased attendances

Sepsis performance monitored and actions taken to ensure all patients 

receive treatment within 1 hour

SWAST HALO attends department to support handover daily from 1200.

Computers at patient side in each cubicle to assess patient need.

Action cards developed for RCHT ED in times of surge and delayed 

handovers.

Weekly operational meeting in place with SWAST. Electronic handover 

from ambulance crews implemented in RATS bays, COWs to enable same 

process when in periods of high demand. 

Ambulance hold protocol in place and operating

Strategic and multi-agency meetings to problem solve complex issues

Updated 17/08/201: current trend in ambulance delays and delays in ED 

suggests we are no longer in control of this issue. Over 14800 hours lost 

Since the reduction of the bed base due to covid we have been 

experiencing a higher number of 12 hour trolley wait breaches and on 

average 7000 hours lost per month in APD (aggregated patient delay) 

within the department. ECAS standards are being significantly affected 

when APD and exit block are high.

Do not expect it 

to happen / 

recur but it is 

possible it may 

do so

Major 8 High Mrs Johanna Susan Floyd 13/08/2021

8040 Estates & Facilities Trustwide

There is a risk that… existing unsafe 

conditions will not be adequately 

managed.

This is caused by… a failure to 

undertake identified remedial works 

and no assurance on how works 

have been prioritised.

This could lead to… multiple 

statutory breaches, prosecutions, 

reputational damage, harm to staff 

and patients and damage to 

buildings and infrastructure.

Will probably 

happen  / recur 

but it is not a 

persisting issue

Catastrophic 20 Extreme
Health, Safety, Security and 

Fire
Chief Operating Officer

Health and Safety Strategy 					

Reduction of fire loading in high risk areas			

Fire Response Team					

No smoking on site					

Fire training on induction and annual refresher training for staff and e-

learning available 					

Monthly fire warden inspection is completed by fire wardens 	

L1 fire alarm system installed throughout most of the Trust - design 

completed and will start in Feb 21 in SMH, to be completed by April 

2021.					

Fire safety sub group					

Program of fire risk assessments

Fire safety Governance Group				

The review has begun of the high risk areas. The Neonatal risk has come 

down to as low as reasonably practical, and other risks have started to 

reduce to moderate.

Do not expect it 

to happen / 

recur but it is 

possible it may 

do so

Major 8 High
 Director of Operations 

Director of Operations
16/07/2021

7261 Specialist Medicine Neurology

There is a risk that Neurology RTT 

performance and patient safety will 

be compromised due to vacancy 

within the Consultant team.  

Another consultant due to leave in 

12 months. Difficulties recruiting to 

vacant posts.

Will 

undoubtedly 

happen / recur, 

possibly 

frequently

Major 20 Extreme Patient Safety Chief Operating Officer

Locums being used

Return to Ward Referral System

Harm review process in place

Skill mix of team to release consultants undertaken and remains under 

review to ensure expected impact is obvious.

Part time consultant supporting the service from University Hospitals 

Plymouth NHS Trust.

Neuro Gov Huddle - 3 different locums have unfortunately pulled out. 

Consultant who was on sick leave should complete his phased return on 

4th August. New Registrar will rotate into post imminently who has no 

previous Neuro experience. To mitigate the inpatient risk JS and OL are to 

split inpatient ward weeks offering a morning service to enable 

exploration of Neuro hot clinics to support front door - SDMA/ED and 

patients requiring escalation due to long waits for outpatients. Following 

Royal College feedback on previous job plan the Service Manager has 

drafted a revised job plan which will be sent with the new advertisement 

imminently. The service continue to prioritise urgent referrals.

Do not expect it 

to happen / 

recur but it is 

possible it may 

do so

Minor 4 Moderate  Paul Eddy 31/08/2021

8283 Specialist Surgery Dermatology

There is a risk that the RCH 

chaperoning policy will not be 

adhered to in the dermatology unit, 

where full skin checks and intimate 

checks are being completed.

This is caused by a lack of funded 

staffing to support this essential role

This could lead to staff and patients 

being put at risk. Risk of not 

safeguarding our staff leading to 

false accusations, complaints, and 

litigation. There is an initial risk of 

not protecting patients rights with 

the opportunity for an available 

chaperone

Will probably 

happen  / recur 

but it is not a 

persisting issue

Major 16 Extreme Safeguarding

28/07/2021 - 0.64 WTE HCA provided to the Dermatology department

29/06/2021

- Chaperone availability offered through posters displayed in the 

department waiting rooms and clinic rooms

- Where available staff are provided, where this cannot be achieved at 

patients wishes or staff concern of lack of chaperone, appointments

rescheduled and cancelled on the day

Department have had an uplift of 0.64WTE for an HCA and the General 

Manager is looking for opportunities to provide the outstanding.

Do not expect it 

to happen / 

recur but it is 

possible it may 

do so

Minor 4 Moderate  Leanne Knapp 29/08/2021
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ID Group Specialty (NPSA) Description
Likelihood 

(current)

Consequence 

(current)

Rating 

(current)

Risk level 

(current)
Risk Type Executive Leads Key controls currently in place Progress

Likelihood 

(Target)

Consequence 

(Target)

Rating 

(Target)

Risk level 

(Target)
Risk owner Review date

8280 Clinical Support Services Clinical & Radiation Physics

(This combines risk 6747 and 3905)

There are currently staffing 

shortages in the radiotherapy 

physics team and clinical & radiation 

physics team due to serious staff 

long-term illnesses and maternity 

leave.  These teams are small and 

highly specialised, there is generally 

no locum/agency support available 

and business continuity procedures 

are limited.

Inability to deliver the clinical and 

radiation physics service may result 

in:

-delays associated with 

breakdowns/equipment issues of 

imaging equipment (e.g. CT 

scanners, x-ray, cath labs, 

fluoroscopy units in theatre, breast 

screening) which impact on hospital 

flow and wait times

-failures in statutory compliance and 

enforcement action: insufficient 

capacity to address a large number 

of currently identified gaps in 

compliance.

-risks to programme of capital 

Will probably 

happen  / recur 

but it is not a 

persisting issue

Major 16 Extreme Workforce Medical Director

Radiotherapy physics:

1 locum engaged

Revised use of skills mix

1 additional post (over-recruit) at advert

Clinical and radiation physics:

1 retired member of staff re-engaged on Kernowflex

1 fixed term post and 1 secondment submitted to vacancy review

This is an aggregated staffing risk reviewed and approved at Care Group 

Board.

Do not expect it 

to happen / 

recur but it is 

possible it may 

do so

Major 8 High  Trevelyan Foy 10/09/2021

8189 Estates & Facilities Trustwide

There is a risk that the PPM 

schedule is incomplete and 

insufficient to manage the scale of 

plant and assets across the Trust

This is caused by historical gaps in 

the staffing, asset lists and poorly 

defined PPMs

This could lead to health effects 

from exposure to legionella and 

other water borne diseases and 

regulatory action

Will probably 

happen  / recur 

but it is not a 

persisting issue

Major 16 Extreme Estates Chief Operating Officer

Updated asset list

Updated PPM list

Audit of PPM schedule

In house team supported by external contractors

Water safety plan (currently under review)

After two attempts to tender, poor response has necessitated the Trust 

undertaking this internally. A plan is in place to create the required 

capacity. Urgent and critical tasks are being undertaken by a minimal crew 

however this process is working well. Risk score to be reduced once the 

water plan is completed and the internal work has been audited in Nov to 

ensure that the process is robust.

This will 

probably never 

happen / recur

Major 4 Moderate
 Director of Operations 

Director of Operations
27/08/2021

7891 Corporate
CITS - Informatics 

Programme

There is a risk that clinical decisions 

will be taken by clinicians without 

the knowledge of all of the clinical 

information that the trust holds on 

the patient. 

This is caused by clinical information 

being contained in a variety of 

clinical IT systems with many staff 

not having access to all of the 

clinical systems where important 

information is siloed and the Trust 

does not have a single repository 

with all clinical information fed in 

from the discrete clinical systems.

This could lead to delayed or 

incorrect diagnoses being made and 

inappropriate or delayed treatment 

being delivered to the patient which 

could result in significant patient 

harm

Will probably 

happen  / recur 

but it is not a 

persisting issue

Major 16 Extreme IM&T Chief Information Officer

There are no current controls to this except clinicians knowing that 

information might be in clinical systems and therefore asking for access to 

this information

Issues with existing interface into IMS maxims prevents quick resolution 

of these issues. An upgrade/patch to the Maxims system will be required 

and that may not be delivered until early 2021. Work on the supplying 

systems to provide outbound interfaces continues Expected timescales 

for resolution is 6 months.

This will 

probably never 

happen / recur

Major 4 Moderate  Ian Nicholls 19/08/2021

7870 Estates & Facilities Trustwide

There is a risk that… the existing 

operational estates team do not 

have capacity to provide the trust 

with the required level of assurance 

given the size of the organisation 

and their portfolio

This is caused by… historical gaps in 

estates planning, leadership, 

management, training and 

procedures

This could lead to… failure to 

provide the required level of 

statutory compliance, multiple 

breaches in health and safety 

legislation and potential for staff to 

burn out and or leave the Trust

Will probably 

happen  / recur 

but it is not a 

persisting issue

Major 16 Extreme Estates Chief Operating Officer

Senior engineer with significant experience outside the NHS

An existing junior team will with the willingness to change and improve 

the estates service.

Close working relationship with H&S and Strategic estates

Senior Management Team now in place with a vision and drive to change 

and improve the service.

Succession plan in place to 'grow own' talent and encourage existing team 

to apply for senior posts.

* Approval for 3 x Senior Estates Managers (Maintenance, Electrical & 

Mechanical) currently being recruited (21/01/2021).

* OBC has been written and to be reviewed by Business Case Review 

Group (BCRG) prior to Investment Committee for consideration.

* Appointed B7 Maintenace Manager and recruiting to B7 Electrical & 

Mechanical Manager and B6 Officer substantial vacancies.  

* B6 CAD & Information Systems Officer has been recruited.

New structure for the department was approved by Trust Board in March 

and recruitment is underway and ongoing. Attracting the right calibre of 

staff has been challenging and new creative solutions are being adopted 

to locate experienced, trained individuals. Gaps remain in key posts such 

as projects, decontamination and maintenance. Once these key posts 

have been recruited and are sufficiently trained in Trust processes, the 

risk rating will be reconsidered.

Might happen 

or recur 

occasionally

Moderate 9 High
 Director of Operations 

Director of Operations
27/08/2021
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Likelihood 
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Consequence 

(current)

Rating 

(current)

Risk level 

(current)
Risk Type Executive Leads Key controls currently in place Progress

Likelihood 

(Target)

Consequence 

(Target)

Rating 

(Target)

Risk level 

(Target)
Risk owner Review date

7869 Estates & Facilities Trustwide

There is a risk that… the Trust will 

not fulfil its obligations under the 

HASAWA 1974 and associated 

legislation relating to the 

Management of Contractors such 

CDM regulations

This is caused by… a systemic failure 

in operational estates to control and 

manage contractors working on 

behalf of the Operational Estates 

Department

This could lead to… 

prosecution/HSE intervention or 

harm to patients, visitors, staff or 

contractors or adverse press 

coverage 

Will probably 

happen  / recur 

but it is not a 

persisting issue

Major 16 Extreme
Health, Safety, Security and 

Fire
Chief Operating Officer

The Trust has new senior management

There is a Management of Contractors Policy (expired April 2020)

Risk Assessments & Method Statements (RAMS) are adequately reviewed 

and approved by Estates with a process in place.

Robust specifications are required for all future works, with full 

agreement and approval at the appropriate level.

All new projects are following the Trust procurements processes with 

involvement from Procurement to ensure compliance.

Contractor management system (Skyvisitor) will be delivered by 31st Jan 

2021.

A new management of contractors software is overdue for 

implementation and it is expected to be in place by the end of March. 

Training is still required for staff however there is a plan in place to launch 

the system. The policy is out for final comments with the validation 

process to follow. This risk is expected to be significantly mitigated by 

April and a follow up audit is planned for 3 and 6 months time.

Might happen 

or recur 

occasionally

Major 12 High
 Director of Operations 

Director of Operations
15/07/2021

7762 Specialist Surgery Ophthalmology

There is a risk that the COVID 

pandemic will impact on the service 

due  to the following: 

 

 - Delay of all urgent and routine 

new outpatient appointments

 - Delay of all urgent and routine 

follow up appointments

 - Delay of all patients receiving any 

type of laser treatment

 - Delay of all urgent and routine 

elective surgery

 - Delay of all orthoptics outpatient 

appointments

 - Delay of all diagnostic 

appointments (Photography and 

Visual fields)

 

This will potentially cause the 

following impact:

 

 - Ophthalmology being unable to 

achieve the 1.5 co-efficient risk as 

stipulated by the 29a CQC report 

(2018)

 - Unable to achieve patients RTT 

due to a lack of capacity when the 

service restarts

Will probably 

happen  / recur 

but it is not a 

persisting issue

Major 16 Extreme Patient Safety

Majority of ophthalmology services have to see the patients face to face.  

Acquired Wheal Northey surgery 4 days a week to run glaucoma clinics.  

Acquired Probus Surgical Centre for 1 full day operating for urgent 

oculoplastic cases and 1 day of theatre for cataract surgery. 

Ophthalmology has now been allocated operating lists at RCH, WCH, 

Probus and the Duchy Hospitals.  Running telephone new patient cataract 

clinics to help with backlog and aid social distancing by not bringing the 

patients into the hospital.  Continued work on new patient pathways to 

introduce more virtual clinics, particularly in diabetics.

Buzzers for patients attended the Eye department have been brought.  

This helps with reducing the number of people in the eye department at 

one time.

Attendance at QIDB for harm assurance as well as attending RTT group for 

RTT monitoring

Harm reviews undertaken

Monitoring the wait/risk coefficient

26 04 21 - Considerable backlogs in both outpatients and electives.  Video 

clinics introduced, along with the increase o virtual clinics.  Two locums in 

place to fill current vacancies with a plan to employ a further locum over 

the summer months who has worked over the previous summers (except 

for last year due to COVID).  New pathways being explored with CCG 

around the use of digital images being transferrable from Community 

Optometrists.  Diabetic and Macular clinics are turning further clinics into 

virtual to help address the backlog.  

Risk discussed in Performance Review for SSS and it was agreed this risk 

should be increased to a 16. See the Ophthalmology recovery action plan.

This will 

probably never 

happen / recur

Negligible 1 Low  Julie Rowland 26/08/2021

7615 Specialist Medicine Nephrology / Renal

There is a risk that the reverse 

osmosis water production system 

which provides purified water to the 

Dialysis Unit will fail unexpectedly.

This is due to age and obsolescence 

of spare parts. This equipment 

needs replacing now and probably 

should have been before now.

This could lead to a sudden and 

unexpected failure and no 

possibility of repair. This will mean 

the Dialysis Unit will not be able to 

function with huge impact to patient 

safety.

Will probably 

happen  / recur 

but it is not a 

persisting issue

Major 16 Extreme Equipment Medical Director Business continuity plan in place for failure of dialysis unit.
Funding has now been approved and signed off. Will now be added to 

Unit 4 for product order sign off.

This will 

probably never 

happen / recur

Negligible 1 Low Mrs Melissa Winn 01/11/2021

7492 Trustwide

There is a risk that the systems and 

processes of health and safety are 

not understood or embedded at all 

levels of the organisation

This is caused by insufficient 

specialist knowledge and resources 

to rectify identified gaps which has 

been compounded by historical 

issues

This could lead to harm to patients 

or staff, regulatory action and 

reputational damage for the Trust

Will probably 

happen  / recur 

but it is not a 

persisting issue

Major 16 Extreme Workforce Chief Operating Officer

Health and Safety Strategy 					

Competency frameworks					

Implemented interim management arrangement					

Increased number of H&S audits being carried out					

Mandatory training programme					

Suite of health and safety related risk assessments					

Leadership roles with safety responsibilities evidenced in JDs					

Suite of policies, procedures and other processes relating to specific 

regulations or activities					

Incident reporting and risk management system					

H&S committee- action focussed with attendance across all care groups 

to understand and review Health and Safety issues					

Monthly Trust safety leadership team					

				

There is a significant multi-pronged improvement plan that tackels the 

whole of the Health and Safety agenda and working through it mitigates 

significant area of concern. This risk has been revised following informal 

board to reflect the escalated operational and estates health and safety 

risks

Do not expect it 

to happen / 

recur but it is 

possible it may 

do so

Major 8 High Mr Gavin Griffiths 30/09/2021

7353 Trustwide

There is a risk that the lack of 

alignment between organisational 

strategies/priorities will limit the 

scale and pace of our progress 

towards an integrated care system 

for CIOS Health and Care 

Partnership

Will probably 

happen  / recur 

but it is not a 

persisting issue

Major 16 Extreme
Compliance (Quality and 

Safety)

Director of Strategy & 

Performance

System Leadership Board					

Dedicated Urgent Care, Planned Care and Chidren's Care resource which 

reports into the System Board					

Regular interface with PCN Leaders				

Integration Programme between CFT & RCHT			

Block contract with the KCCG - CQUINs				

New Models of Care Programme					

Feedback from regulators on RCHT/CFT integration strategic case said we 

should continue to build our rationale but not develop a full business 

case before an interim checkpoint with regulators. With this and the 

impact of Covid, a decision has been taken to delay the transaction date 

until after April 2022 and use the time to focus on developing our 

integrated clinical strategy and patient benefits. The programme is being 

replanned to reflect these changes.

Do not expect it 

to happen / 

recur but it is 

possible it may 

do so

Major 8 High  zCeri zEvans 13/08/2021
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7302 Clinical Support Services Clinical & Radiation Physics

There is a risk that the Trust will be 

found to be in breach of legislative 

requirements regarding the safe use 

of radiation & control of radioactive 

contamination due to the poor 

condition & layout of premises.

This is caused by:

1)	Aging and physical degradation 

of the fabric of the premises and 

associated equipment being end of 

life (facility dates from 2003)

2)	 “Historic” facility which was not 

purpose designed & does not meet 

modern standards for clinical use of 

radioactive materials, particularly 

contamination controlled areas exit 

directly onto public spaces.

This could lead to: 

- Enforcement action by 

Environment Agency (Environmental 

Permitting Regulations) or 

enforcement action by HSE (Ionising 

Radiations Regulations) – risk of loss 

of clinical services inc. those 

supporting cancer pathways.  The 

facility was noted as barely 

Will probably 

happen  / recur 

but it is not a 

persisting issue

Major 16 Extreme Statutory Compliance Medical Director

Producing FBC case

Interim controls

----------------

Review wider departmental access arrangements:

1) Re-provided staff toilets in Medical Physics.

Review personal contamination monitoring arrangements

1)	Weekly audit and report to team meeting of hand monitoring carried 

out at end of shift

2)	Provided hand-foot monitor to improve contamination monitoring

Review area contamination monitoring arrangements

1)	Provided additional monitors for room monitoring

2)	CIA’s doing a check of each room at the end of morning and afternoon 

sessions

3)	Waiting room has been included as end of day monitoring task

4)	Introduced task-based monitoring, e.g. injection rooms at end of a 

series of injections

Review interim mitigations re hot lab/dispensing

1)	Consider bench-top isolator for therapy dispensing

Update 13/08/2021: FBC being developed for delivery in 22/23. Trust 

underwent a virtual inspection by the EA in June 2021 and the condition 

of the premises was not inspected/assessed. The inspection report notes 

that this will be an area of focus at the next inspection. 

Do not expect it 

to happen / 

recur but it is 

possible it may 

do so

Major 8 High  Trevelyan Foy 13/09/2021

7287 Corporate

Risk that the Trust does not achieve 

its financial target which will result 

in lost income, additional debt and a 

longer period of time to recover to a 

cumulative breakeven position. 

There is also the risk that the deficit 

plan could significantly increase in 

H2. As at the date of this update, 

the financial regime for H2 21/22 is 

likely to be consistent with H1 

although formal guidance not 

expected until Sep 21. The current 

risk score reflects that position. 

The Trust has a £3.1m deficit 

financial plan for the first half of 21-

22. This relies on £4.4m of savings 

that have not been identified as well 

as ERF income (medium to high risk 

given changes in arrangements) and 

investment slippage (lower risk). 

This updated plan has now been 

resubmitted.

The key risks to this are:

- Savings not being delivered.

- Costs exceed budget due to factors 

including agency spend.

Will probably 

happen  / recur 

but it is not a 

persisting issue

Major 16 Extreme Financial
Joint Director of Finance 

(RCHT & CFT)

Monthly Care Group Performance Review Meetings , including financial 

performance delivery	

				

Scheme of Delegation, clear processes for investment requests and 

business case approval to ensure scrutiny of benefits prior to 

approval.					

CIP PMO in place and regular CIP meeting scheduled to scrutinise and 

challenge service level plans and delivery to the plans.					

Standing Financial Instructions and Standing Orders including clear 

financial controls measures.

					

Operational Workforce Group - scrutiny of agency expenditure.					

Workforce approvals processes are in place to control recruitment of all 

posts including agency and locum staff.					

Financial plan for H1 set at £3.14m deficit. On plan as at M4 with forecast 

range between breakeven and a £3.14m deficit for H1. The current risk 

score takes that into account. 

Might happen 

or recur 

occasionally

Moderate 9 High Mr Ian Dean 30/09/2021

7019 Corporate Human Resources Services

There is a risk that we have 

insufficient change management 

capacity and capability and 

inconsistent to deliver the pace and 

change of style required to deliver 

brilliant care 

				

				

Will probably 

happen  / recur 

but it is not a 

persisting issue

Major 16 Extreme Workforce

Director of Human Resources 

& Organisational 

Development

In house, PMO established to oversee Transformation Portfolio July 2020. 

					

QI team established April 2018 to provide QI capability and Capacity A 

network of 150+ QI ambassadors across the Trust who are trained in QI 

and embedded in Care Groups and Corporate Services. 		

Trust Board provided with QI training

QI module on the being brilliant leadership development porgramme for 

first 100 leaders 					

Four Transformation porgrammes established under one Transformation 

portfolio and being overseen by one PMO utilising QI methodology. 

Additional transformation resource being sought. (Paper submitted to 

FPC 21.09.20)					

Creating a strategic partners to support with provision of transformation 

resource. 				

QI training provide to all new starters at Trust Induction	

QI clinical Fellow posts created 

Brilliant Improvement Strategy published and being implemented 	

Brilliant Improvement Board (BIB) reestablished Oct 2020 					

					

					

The significant challenges presented by Covid 19 mean that operational 

and clinical capacity is further stretched currently. BIB has been cancelled 

in January 2021 and February 2021 do to Covid-19 and redeployment of 

staff

Do not expect it 

to happen / 

recur but it is 

possible it may 

do so

Major 8 High Mrs Ruth Evans 13/08/2021
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7016 Trustwide Trustwide

There is risk that demand outstrips 

capacity and the Trust will not be 

resilient at times of surge and 

extremis, which will adversely  

impact on the quality of care 

delivered. leading to  the Trusts 

ability to deliver a range of  

constitutional standards.	

				

				

				

				

				

				

Will probably 

happen  / recur 

but it is not a 

persisting issue

Major 16 Extreme
Compliance (Quality and 

Safety)
Chief Operating Officer

4hr performance meeting implemented using RTT principles for detailed 

check and challenge with Care Groups				

Harm Review Panel process					

System wide revision of escalation calls implemented daily to support 

flow					

SAFER care bundle 					

Seasonal plan flexed to conditions and segmented to flow in, flow out and 

support					

KPI's assigned to flow					

QIDB and recovery plans being created by the Care Groups	

Matrons and Service Managers daily support for all wards to maximise 

flow in support of non-elective and elective access 		

Embrace programme has superseded 4hr recovery programme to ensure 

system response					

RTT Recovery plans being re worked after second Covid spike	

DM01 performance is tracked and reported at the RTT meeting with 

recovery plans being worked up 					

System wide flow improvements to ensure bed availability for elective 

procedures					

					

Regular holding of ambulances prevents this risk from progressing to 

target score. The reduction in performance for RTT and diagnostics as a 

result of the second Covid spike: Cancer 62 days performance standard is 

being achieved. Performance is reported monthly to Trust Board in the 

IPR.

Might happen 

or recur 

occasionally

Moderate 9 High Mr Robin Jones 05/07/2021

7013
Director of Nursing 

(Historic)
Trustwide

There is a risk that the Trust will not 

be able to consistently deliver high 

quality , harm free, compassionate 

care to patients. This is due to; on-

going recruitment challenges, high 

use of temporary staff.

Will probably 

happen  / recur 

but it is not a 

persisting issue

Major 16 Extreme Quality
Director of Nursing, Midwifery 

& Allied Health Professionals

Ward Accreditation Programme - Aspire is embedded in all inpatient 

wards with roll out to ED, outpatients, critical care, paediatrics and 

maternity					

Twice daily SAFER care meeting and appropriate redeployment of 

staff					

"Safety Huddles" in place in all inpatient units to identify high risk 

patients.					

Friends and Family Test (FFT)					

CQC Scrutiny Group meetings and the associated Integrated Action Plan 

					

Matron rounds and feedback mechanisms 					

The Trust's Performance Assurance Framework (PAF)					

Current Safer Care SOP and staffing escalation procedure published in 

documents Library					

Review of staffing including within corporate teams and review of 

management and study days as appropriate - Meeting took place on 

1/10/19 relating to E-Rostering					

Ward to Board Framework					

Being Brilliant Staff development programme					

Patient Experience surveys - sent to Heads of Nursing					

Operational Workgroup Group meet fortnightly					

			

International recruitment plan underway and meeting milestones of 

numbers of staff interviewed and posts offered. 6 international recruits 

arrived in the Trust last month. See key risk in relation to 

accommodation. We have a total of 106 band 5 nurses (domestic and 

international) in the pipeline. The HCA band 2 vacancy rate has increased 

to 65 WTE of which 50% is an increase in FML due to service 

developments approved. Additional support has been provided to the 

recruitment team to support recruitment and the position is expected to 

improve by the end of September.

Do not expect it 

to happen / 

recur but it is 

possible it may 

do so

Major 8 High   Chief Nurse (Inactive User) 30/07/2021

6766 Trustwide Trustwide

There is a risk of patient harm due 

to delays in the transmission of 

discharge summaries to GPs which 

contain potentially time sensitive 

clinical information and actions for 

GPs/primary care. This is caused by 

not meeting the timeliness standard 

(24 hours) and carrying a backlog of 

not transmitted summaries due to a 

combination of process, capacity 

and user error issues. This could 

lead to patient harm, breaching of 

contractual obligations (the 

contractual standard is 24 hours) 

and reputational harm for the Trust 

as well as inconvenience for GPs and 

poor patient experience.

This is a parent risk - the risk at 

specialty level will vary and the 

expectation is those risks will be 

recorded on the appropriate 

registers.

Will probably 

happen  / recur 

but it is not a 

persisting issue

Major 16 Extreme Patient Safety Chief Operating Officer

1. Improved reporting has been developed to enable 

divisions/directorates to understand and performance manage their 

backlogs and 24 hour performance.

2. Discharge summary backlogs are included on the Performance 

Assurance Framework and challenged at an Executive level in the 

Divisions' monthly Performance Reviews.

3. A Task & Finish Group has been set up with delegated responsibility 

from Trust Management Group to provide a framework for improvement.

2020 - included in Performance Reviews and Operational Board. 2019/20 

performance was most improved year to date.

There is an ongoing QI programme related to discharge summaries with 

the results to be presented at QAC Task & Finish Group set up to review 

and develop reporting, provide framework for Divisions to develop and 

implement actions plans improvement trajectories.

This will 

probably never 

happen / recur

Major 4 Moderate Mrs Gillian Derrick 13/08/2021

6752 Corporate Finance

Risk that our building equipment 

and digital infrastructure are not fit 

for purpose nor provide a safe and 

effective environment to deliver 

health care due to insufficient 

capital resource.

    

				

Will probably 

happen  / recur 

but it is not a 

persisting issue

Major 16 Extreme Financial
Joint Director of Finance 

(RCHT & CFT)

Backlog maintenance programme					

Ward Accreditation Programme - Aspire is embedded in inpatient wards

Matrons rounds & feedback mechanisms 

Cleaning Audits					

PLACE Inspections					

IPAC Audits					

Mitie service provider quality and performance audits	

Mitie Contract Management					

Health & Safety walk rounds 					

Health & Safety Governance structure and training in place	

Business continuity plans					

Risk Assessment process for Capital Planning			

Capital programme funding now set at £6.2m for core Estates related 

investment					

STP Way forward funding bids confirmed for Lowen ward, women's 

children's					

Estates Board					

Being Brilliant Board					

					

Capital Programme has been approved with £6.2m of core Estates 

investment with an additional £2.5m allocated for fire safety in Jun 2021.

Do not expect it 

to happen / 

recur but it is 

possible it may 

do so

Major 8 High Mr Ian Dean 20/09/2021
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6418 Corporate
Contracting Performance 

and Intelligence

UPDATED TO REFLECT COVID-19 

IMPACT. There is a parent risk that 

the Trust's RTT performance and 

elective waiting times will 

significantly deteriorate. This is 

caused by loss of both capacity and 

activity in response to the Covid-19 

pandemic. This could lead to an 

increase in waiting list and RTT 

Patient Tracking List size and length, 

resulting in considerable delays to 

both diagnosis and treatment. This 

could cause patient harm, as well as 

stress for our workforce.

Will probably 

happen  / recur 

but it is not a 

persisting issue

Major 16 Extreme
Compliance (Quality and 

Safety)
Chief Operating Officer

"Moved from fortnightly to weekly RTT/access performance management 

meetings in place - Divisional level and Chief Operating Officer-led. 

Patient Access Policy in place supported by e-learning. Routine waiting list 

validation processes in place at a specialty level to manage backlogs. 

Additional capacity plans worked up at specialty level.

NHSI intensive support team have closed down their 'support' for the 52 

week wait reduction as zero waits were achieved.

SOPs for harm reviews have been developed and are being implemented

Aspiration to achieve 90% in 2019/20 - both PTL and >18 week backlog 

are reducing (slowing % improvement) but some concern about >40 week 

wait increases from May.

11/05/20 - weekly RTT/Access Exec-led meeting remains in place 

reviewing PTL and waiting lists, monitoring backlog and waiting list data 

quality. Clinical Harm Review SOP in place.

RTT incomplete performance has improved month on month since 

February, increasing from 72.7% within 18 weeks to 77.6% in June. It 

should be noted, however, that the improvement in the measure is in 

part due to the increase in the number of incomplete pathways on the 

Patient Tracking List (PTL), which is the denominator. The over 18 week 

backlog has reduced over the past 3 months after increasing month on 

month since December, and is now at the Feb ’21 level. As expected, the 

long waiting tail continues to increase, as specialties seek to balance 

clinically urgent waiting lists versus long waiting, but clinically safe to wait 

patients. Recovery plans have resulted in an increase in clock stops, 

however clock starts continue to increase and have been at pre-Covid 

levels for some time, in addition, patient flow pressures have resulted in 

higher than normal levels of hospital cancellations of elective procedures; 

whilst some plans dependent on workforce have been constrained by self-

isolation requirements and a dependency on staff to volunteer for 

additional sessions, meaning recovery plans have not been able to deliver 

the expected activity levels. Care Groups continue to implement a range 

of actions including maximising use of the independent sector capacity 

through the system waiting list process, use of outsourcing, outpatient 

transformation and developing new models of care.

Might happen 

or recur 

occasionally

Major 12 High Mrs Claire Florey 13/08/2021

4346 Estates & Facilities Maintenance

There is a risk that the risk 

assessments for the water systems 

are incomplete, incorrect and out of 

date and action taken is not done in 

a timely way.

This is caused by failure not having 

sufficient staff able to do them, a 

historic failures in the governance 

structure to hold to account the 

responsible persons and an 

incomplete asset list.

This could result in untoward health 

effects due to exposure to legionella 

and other water borne diseases as 

well as regulatory action

Will probably 

happen  / recur 

but it is not a 

persisting issue

Major 16 Extreme Estates Chief Operating Officer

Schedule of water risk assessments to prioritise the remedial works

Monitoring water system for contamination by sampling

Legionella mitigation by ""drawing off"" water (flushing outlets) 

AE audit of systems

Maps and schematics of the systems with any changes (not always 

notified of changes)

Copper-silver plant to reduce bacterial bloom

Water safety plan (currently under review)

New risk assessments have been scheduled to be undertaken in 

September and the existing actions from prior risk assessments are being 

progressed in the meantime. New software system is being implemented 

to assist with the scheduling of flushing as it will alert staff when this is 

required. Admin support has been drawn in to assist however this has 

been put on hold until the software type has been approved.

This will 

probably never 

happen / recur

Major 4 Moderate
 Director of Operations 

Director of Operations
27/08/2021

8328 Clinical Support Services

There is a risk that… there is a 

national shortage of the tubes used 

in clinical chemistry, serology and 

immunology for blood tests

This is caused by… single points of 

failure in the form of a single 

supplier approved by the NHS 

supply chain and a global shortage 

of raw materials

This could lead to… an inability to 

conduct routine and critical testing 

of patients’ blood samples, delayed 

diagnosis and treatments, poor 

patient outcomes, miss-diagnosis

Will 

undoubtedly 

happen / recur, 

possibly 

frequently

Moderate 15 Extreme
Compliance (Quality and 

Safety)
Medical Director

Trial of alternative suppliers products

Negotiation via NHS supplier for additional supplies

Sit reps to the national team relating to stock (48 hour stock 

limit)Communication to staff across the Trust to source existing retained 

stocks and to advise not to duplicate tests

Reminder to clinicians to only test if clinically needed

Additional tests to be added to existing samples

Extra care to label samples to prevent rejection (reduce 20% wastage 

levels)

Centralise remaining stocks to ensure even distribution

Working with system to ensure system approach

This is a new risk relating to a national shortage as a result of global 

supply problems for raw materials and increased demand. This risk has a 

fixed proximity of 48 hours related to the minimum stock held by the 

trust set by the national team. Risk can be reduced once additional 

supplier has been identified and stocks returned to normal levels.

Do not expect it 

to happen / 

recur but it is 

possible it may 

do so

Moderate 6 Moderate  Lisa Vipond 01/10/2021

8314 Specialist Medicine Cardiology

There is a risk to the health and 

wellbeing of Cardiology staff; that 

they will suffer further significant 

stress, ill health and reduction in 

morale. There is also a risk that 

Cardiology patients will come to 

harm; that there will be unnecessary 

admissions and potentially 

significant long term harm or death 

of patients.  There is also a risk to 

patient safety due to lack of capacity 

for staff to engage in clinical 

Governance work. The Cardiology 

Governance Group meeting has 

been cancelled for 3 months 

running due to lack of staff capacity. 

This is caused by the current 

absence of 4 WTE Cardiology 

consultants (two have recently left 

and two are on long term sick 

leave), a Service Manager vacant 

post and the absence of the Service 

Lead  due to sick leave. As a 

consequence of the vacancies:

1.	Consultants are working long 

hours, additional hours and giving 

up their annual leave to see patients 

Will 

undoubtedly 

happen / recur, 

possibly 

frequently

Moderate 15 Extreme Patient Safety

Director of Human Resources 

& Organisational 

Development, Medical 

Director

Remaining Consultant body working additionally to ensure Primaries are 

covered, Roskear COW and CCU/CIU COW covered and Oncalls covered. 

Mitigation only just happening to stop primaries being transferred to 

Derriford.

Consultants are giving up their annual leave to accommodate 

04/08/21 New Cardiology Service Manager due to start September 2021 

(vacant post since April 2021). Nine Cardiology consultants currently in 

work (out of 13). 2 Consultants off on longer term sickness absence - 

advised return dates are September 2021 (phased return) and October 

earliest. One locum consultant has left the Trust.

Do not expect it 

to happen / 

recur but it is 

possible it may 

do so

Moderate 6 Moderate  Rachael Pearce 06/09/2021
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8311
Urgent, Emergency and 

Trauma
Emergency Department

There is a risk that… we are unable 

to cohort effectively or are required 

to do so in 

inappropriate/inadequate areas 

causing excess waiting for Cat 1 and 

2 patients in the community

This is caused by… high number of 

attendances  (exacerbated by Covid-

19), delayed transfers of care 

This could lead to… nosocomial 

spread, additional overcrowding of 

the department, poor patient 

experience and increased 

complaints, poor staff morale and 

wellbeing due to requirement to 

staff additional area , regional and 

national press attention and serious, 

patient harm

Might happen 

or recur 

occasionally

Catastrophic 15 Extreme Medical Director

Currently cohorting patients in minors area  - majors patients using it as a 

fit-to-sit area up to 30 patients currently

Additional RATS spaces opened up on ADL (4 chairs)

Senior consultant decision maker working in RATS  

Use of virtual waiting room (patients waiting in vehicles)

Halo liaison negotiating patient flow from ambulances

Daily escalation calls and escalation actions (OPEL 4) operating with all 

care groups

Use of additional agency staff where possible/available

In hours use of surgical assessment and trauma unit to manage expected 

patients

UTCGP moved out of ED footprint to increase clinical assessment area

Minor injuries streaming embedded to facilitate minors area to be used 

for majors patients as appropriate (alternative front door arrangements in 

place CATU MIU WCH)

EMP workforce transferred to community to support MI streaming

Contingency plans for escalation including step down of electives if 

needed

Community MIU/UTC maintains full service delivery (not always available)

111 call validation to avoid ambulance conveyance to ED

SWAST crews encouraged to call acute GP for HCP calls before 

conveyance to ED

Care of the elderly silver line available for HCP advice and guidance in and 

out of hours

Mental Health patients to access Bassett unit to avoid conveyance to ED

‘Think 111’ campaign to ensure patients are diverted to suitable services

This is a new risk in response to the request from the region and SWAST 

to identify additional ED space using non-standard/creative means. Many 

of the recommended suggestions have already been adopted (such as 

cohorting) however the others are limited by the structure and layout as 

well as staffing for the unit.

Might happen 

or recur 

occasionally

Major 12 High Mrs Johanna Susan Floyd 27/08/2021

8234 Corporate Human Resources Services

There is a risk that the HR system 

reset project will proceed without 

adequate resourcing including 

staffing and skills

This is caused by the decision to 

proceed without the financial 

structure to support the project

This could lead to staff will be 

disengaged from the process, 

reputational damage to the Trust, 

failure to rectify the workforce data 

reliability issue, negative impact on 

workforce planning and a failure to 

make informed decisions about 

patient pathways and care.

Will 

undoubtedly 

happen / recur, 

possibly 

frequently

Moderate 15 Extreme

Director of Human Resources 

& Organisational 

Development

Management of project by Head of People Operations

Internal resource diverted from other projects This is a new risk escalated due to exec approval for this project to 

commence prior to agreed funding.

Do not expect it 

to happen / 

recur but it is 

possible it may 

do so

Moderate 6 Moderate  Adam Linney 13/08/2021

8204
Women, Children & Sexual 

Health
Gynaecology

There is a risk that patients and staff 

are exposed to infection and that 

their procedures may be cancelled. 

This is caused by an unplanned 

change in use of admitting area and 

increased activity exacerbated by 

Covid restrictions on patient flow 

with Eden ward being over crowded 

with multi-gender, multi-speciality 

and multi-occupancy.  

This could lead to limited waiting 

room for patients with IPAC and 

patient experience implications, lack 

of privacy and dignity including 

multi-sex breaches, insufficient 

space for clinical staff to review 

notes/document treatment, 

insufficient time pre-operatively 

with the patient to review consent 

potentially leading to operational 

errors, a reduction in staff morale, 

confusing patient flow through ward 

and delays to patients going to 

theatre with a loss of theatre 

capacity.

Will 

undoubtedly 

happen / recur, 

possibly 

frequently

Moderate 15 Extreme
Director of Nursing, Midwifery 

& Allied Health Professionals

Use of  empty green bed capacity for anaesthetic/surgeon review as site 

bed pressures allow 

Use of the treatment room when not in use with an Gynaecology 

emergency patient 

Use of portable call bells in the treatment rooms

Use the  ward day room as a separate male waiting room 

Temporary use of ward sisters office 

Liaise with all specialties to ensure even split of genders booked per day 

where possible

Use of ED for urgent Gynae cases where they are expected to wait and 

where possible a side room is used

Challenges to controls:

Space use and patient mix fluctuates daily

Temporary changes are frequently not available

Going forward, the plan is to rearrange the layout of the ward so that it 

enables the separation of the male and female patients, however this is in 

the early stages of design and approval. This will not immediately address 

the covid infection control issues or the extended waiting for theatres and 

is likely to impact capacity for Medicine due to the number of outliers on 

the ward. The Care Group is working with ACCT to investigate the impact 

of high patient flow to Theatres.

Do not expect it 

to happen / 

recur but it is 

possible it may 

do so

Moderate 6 Moderate  Mary Baulch 19/08/2021

8190 Estates & Facilities Maintenance

There is a risk that the aging switch 

gear will fail causing a department 

wide loss of power or cause a fire

This is caused by redundant systems 

that cannot be upgraded or repaired 

as they require replacing and there 

has not been the funding previously 

to do this

This could lead to loss of services for 

an extended period of time

Might happen 

or recur 

occasionally

Catastrophic 15 Extreme Estates Chief Operating Officer

Contingency plans to continue outpatients with temporary supply (would 

not support xray or CT)

Maintenance schedule

Thermoimaging checks to detect increased heat prior to failure as part of 

PPM

Fire protection systems including fire retardant materials

Contingency in capital programme (blue smoke funding)

It has been confirmed that the building will remain in use by RCHT. A 

review of works required will be undertaken by Sep and plan to be 

produced to confirm viability of changes needed.

This will 

probably never 

happen / recur

Negligible 1 Low
 Director of Operations 

Director of Operations
27/08/2021

8114 Specialist Medicine Cardiology

There is a Risk that Cardiac Cath Lab 

1 fails as it is now 10 years old. This 

is caused by aging of equipment. 

This could lead to loss of service for 

electives and Inpatient urgent cases. 

Current air conditioning insufficient 

in summer months, which can lead 

to cancelling patients.

Concerns raised about image quality 

from Cardiologists and increased 

patient and staff member radiation 

doses.

Will 

undoubtedly 

happen / recur, 

possibly 

frequently

Moderate 15 Extreme Patient Safety Chief Operating Officer

Running service contract which is in place – there is a Gold (Most 

comprehensive) contract with 24 hour engineer attendance if ‘System 

down’ occurs.
Cath Lab currently providing Elective/Urgent/Emergency procedures

Do not expect it 

to happen / 

recur but it is 

possible it may 

do so

Moderate 6 Moderate  Robert Benton-Smith 23/08/2021
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ID Group Specialty (NPSA) Description
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Rating 
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Risk level 
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Risk Type Executive Leads Key controls currently in place Progress
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Consequence 

(Target)

Rating 

(Target)

Risk level 

(Target)
Risk owner Review date

8090 Specialist Medicine Cardiology

There is a risk Cardiology patients 

could come to harm while waiting 

for elective treatment. 

Due to bed pressures and Covid-19 

IPAC measures cardiology has a 

reduced bed base for elective 

patients who have tested Covid 

negative and self isolated for 48 

hours prior to admission. 

Securing A bay has not been 

successful due to hospital wide 

pressures and a high number of 

Cardiac inpatients on outlying 

wards.

The lack of elective bed base could 

mean patients are at risk of harm as 

they will not receive timely 

treatment as set out in the RTT 

access policy.   

Risk of patient harm, risk of formal 

complaints from patients and 

inability to deliver adequate service.

Might happen 

or recur 

occasionally

Catastrophic 15 Extreme Chief Operating Officer

Daily meetings with bed manager, CIU nurse in charge and booking co-

Ordinator to manage elective patients.  

Reduction of booked elective patients per day.

Retrospective reviews of patients admitted while on a wait list

Reviews of patients on the wait list

Emergency pathway communicated to patients and GPs

During surge all possible patients have been seen at the Duchy However 

they are not accredited to do PPCI

Multiple reviews over the lase 6 years have emphasised the lack of bed 

base with the focus being on able to manage their conditions at home 

rather than bring them into the hospital. There has been a positive 

commitment from the Deputy COO to create flexibility with A-bay to 

enable designated elective patients to use this capacity without 

disturbing flow.

This will 

probably never 

happen / recur

Minor 2 Low  Rachael Pearce 26/07/2021

6604 Estates & Facilities Maintenance

There is a risk that the Trust will not 

be able to provide UPS/IPS systems 

where required (including theatres) 

and  to critical equipment and 

departments. 

This is caused by historic lack of 

funding and failure to identify areas 

where these systems were required 

following upgrades to the 

departments.

This could lead to a of loss of power, 

disruption to services, poor 

outcome for patients, failure to 

comply with current regulations.

Might happen 

or recur 

occasionally

Catastrophic 15 Extreme Estates Chief Operating Officer

The services have their own BCPs

Generator back up (will take approx. 15 secs during which time there will 

be no power)

Some equipment will have built in UPS

Areas that require these systems have been mapped 

NEW UPS systems installed in Tower basement 

Installation of UPS in Tower basement has begun prioritising key and 

critical areas. Additional funding needs to be sourced to continue the 

process and complete the remaining areas. E&F will be liaising with 

finance to ensure that funding is made available.

This will 

probably never 

happen / recur

Catastrophic 5 Moderate
 Director of Operations 

Director of Operations
27/08/2021

5936 Clinical Support Services Clinical Microbiology

There is a risk that the CL3 

laboratory may fail its H&S checks 

and not be compliant with HSE 

regulations and therefore risk 

subsequent sanction. This is caused 

by the age and wear/tear of the 

structure. 

The impact of this is multiple - 

samples would have to be sent 

elsewhere for diagnosis of 

tuberculosis. This would have a cost 

implication as well as a delay to 

diagnosis for patients. 

Will 

undoubtedly 

happen / recur, 

possibly 

frequently

Moderate 15 Extreme Infection Prevention Chief Operating Officer

The air pressure of the lab is routinely monitored and external checks are 

performed regularly. 

Testing done by ARENA works on room integrity  completed in house 

5.6.18

Currently sending high risk culture work to Bristol ref lab however this is 

due to cease as Bristol are about to undergo their own refurbishment 

works. 

All samples processed in the lab are low-risk

Evacuation plans are in place

Risk communicated to adjacent departments and suitable plans in place 

to evacuate if required

Following the Estates work that has successfully been carried out over the 

last couple of weeks, this risk will be being reviewed in Specialty with a 

view to downgrade the level of risk and risk score.

This will 

probably never 

happen / recur

Moderate 3 Low Dr Gemma Vanstone 31/07/2021

8262 Corporate Human Resources Services

There is a risk that eligible staff will 

turn down the roles and a there will 

be a failure to recruit staff and 

attract out of county or 

international staff as well as losing 

existing staff 

This is caused by lack of 

accommodation that can be offered 

due to Cornwall becoming an 

attractive place to live for second 

home owners, more people working 

from home and the changing 

economic value of rental properties 

due to an increase in staycations 

exacerbating existing housing 

shortages and poor transport links 

causing pressure to live locally to 

work

This could lead to failure to secure 

the appropriate workforce to deliver 

safe and effective patient care

Will probably 

happen  / recur 

but it is not a 

persisting issue

Moderate 12 High
Director of Strategy & 

Performance

Recruitment strategy

Portfolio of Trust owned property

Preferred providers (lockdown - time limited)

Liaison with University for vacant student accommodation (summer only)

Converted industrial units available for short term

Informal agreements with estate agents to prioritise key workers

The situation has been exacerbated by covid restrictions prohibiting 

house sharing and short term room lets. There has also been an increase 

in agency workers and locums requiring accommodation. There will be 

some base line reviews of existing contract and tenant arrangements. 

Recent communications have been sent relating to the rent-a-room 

scheme.

Do not expect it 

to happen / 

recur but it is 

possible it may 

do so

Moderate 6 Moderate  Paul Hargreaves 18/06/2021
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7645 Estates & Facilities CSSD and Decontamination

There is a risk that Trust does not 

comply with HTM 01-01,04,06 

(having an authorised person) as the 

Trust will be unable to carry out 

maintenance, monitoring and audits 

of decontamination processes

This is caused by inadequate 

provision of competent staff, no 

formally appointed Authorised 

Person or Authorising Engineer.  

This could lead to poor outcomes 

for patients, inadequate 

decontamination of instruments, 

delays or cancellations and 

reputational damage.

Might happen 

or recur 

occasionally

Major 12 High Estates

Authorising Engineer appointed.  Decontamination Lead appointed as AP, 

however still need APs from Estates to be trained once sufficient 

resourcing in place.

The post for decontamination officer is out to advert, however there 

remains a significant gap in terms of numbers of APs trained. Courses 

have been identified and are due to be booked in the next couple of 

months.

This will 

probably never 

happen / recur

Major 4 Moderate
 Director of Operations 

Director of Operations
24/09/2021

5180 Estates & Facilities Trustwide

There is a risk that the ventilation 

systems are not fit for purpose, in 

particular Paediatric treatment room 

and WCH and SMH theatre 

ventilation systems

This is caused by ageing equipment 

and undocumented change of use of 

rooms and facilities.

May result in nosocomial infections 

(IPAC), failure to comply with the 

HTM03 regarding air circulation.

Might happen 

or recur 

occasionally

Major 12 High Estates Chief Operating Officer

Planned maintenance and PPM replacement of filters

Annual verification and validation of the systems

Clinical staff advised of potential risk

Replacement on failure scheme

Air purification units are being used in some treatment areas

Liaise with IPAC to use theatre training days to undertake plate testing

Trigger criteria for levels of acceptable particulates/contaminants

A 3-5 year £10 million programme of replacement is planned with some 

small repair works due to commence this year from the £250,000 repair 

budget. Costings and scheduling have been finalised however there is still 

a significant gap in funding. Funding for ventilation is not ringfenced and 

is likely to be used for other repair and replacement schemes. The impact 

of this risk has been exacerbated by the hot weather and Covid/building 

works. WCH has seen an increased deterioration of the systems including 

the failure of wiring systems. Control systems across the Trust are 

obsolete or of an age where replacement parts are becoming increasingly 

difficult to source.

This will 

probably never 

happen / recur

Moderate 3 Low
 Director of Operations 

Director of Operations
24/09/2021

1250 Estates & Facilities Maintenance

There is a risk that the Trust will  not 

have sufficient authorised persons 

and designated nursing officers.

This is caused by the loss of key staff 

in estates and a lack of succession 

planning. There has also been a lack 

of understanding across the care 

groups as to the importance of the 

DNOs for safety and compliance.

This could lead to non compliance 

with Health Technical Memorandum 

(HTM02), unsafe acts by untrained 

staff and patient harm.

Might happen 

or recur 

occasionally

Major 12 High Statutory Compliance Chief Operating Officer

Policy in place instructing wards to have a DNO.

External audit has taken place and actions being reviewed against the risk.

Succession plans in place

Newly trained staff in post (2 low hazard AP and 1 high hazard AP)

External company contracted to provide support (ends Apr 2021)

Contingency plan for internal cover

An order has been placed to have all the DNO's trained by the AE. More 

staff will also be trained internally and assessments are scheduled for 

September. A high hazard AP is due to be assessed and appointed. Once 

this is in place the expectation is that the target rating will be met.

This will 

probably never 

happen / recur

Major 4 Moderate
 Director of Operations 

Director of Operations
30/09/2021
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Meeting:  Trust Board In Public 

Date of Meeting:  02 September 2021 

Item Number:  17 

Title of Report:  Guardian of Safe Working Hours Report (Quarter 1) 

Executive Director Lead:  Medical Director / Deputy Medical Director 

Author and Job Title: Dr Jon Stratton, Guardian of Safe Working Hours 

Email Address:  jon.stratton@nhs.net 

Purpose of the Report: 

Approve ☐ Discuss ☐ Note ☒ Endorse ☐

To update the Board on the Trust’s compliance with the terms of the junior doctor 
contract and present data on exception report activity.  The This report covers the 
time from 1 April 2021 to 30 June 2021. The new contract is working for both the 
Junior Doctors and the Trust. 

Consultation: 

Consultant has taken place with the Junior Doctors Forum, Guardians Meeting, 
Medical Director Engagement sessions, ongoing communication and engagement 
with management teams and the freedom to speak up department. 

Key Risks (please tick one or more): 

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

Impact Assessment: 
All aspects of equality and diversity are considered in the production of this report. 

Recommendation(s): 

The Board is recommended to: 
• Note the quarter 1 report from the Guardian of Safe Working Hours
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Quarter 1 Guardian of Safe Working Hours Report 

1. Summary

Several issues have developed in this quarter. Junior doctors have found it 
challenging to book holiday and study leave. This has been due to very tight rotas 
combined with delays in booking their leave by the juniors, either due to lockdown 
related issues or due to juniors not being as proactive as needed by the rota 
coordinators. The Elderly Care, Surgery and Oncology departments have been 
challenged with having a shortfall in juniors for reasons explained in this report. This 
led to increased numbers of exception reports. 

There have been a few issues related to our International Medical Graduates 
Recruitment programme. These are being addressed on a case by case basis with 
implementation of more support as required.  

There have been no safety breaches. The hospital continues to work in a challenging 
environment. Despite this, ongoing care and support is being provided to our junior 
doctor workforce. 

2. Specific issues this quarter and historic problems

2.1 Surgical rota

2.1.1 Study leave: Surgical juniors have found it difficult to book study leave. 
This is in part due to minimal rota numbers leading to a lack of ability to 
approve additional leave after annual leave has been taken.  The surgical 
department rotas are not easily flexible to changes. After highlighting the 
issue, locum doctors were subsequently employed which has unlocked most 
of the issues. 

2.1.2 Surgical registrars: It has been highlighted that prospective cover was 
not built into this rota to permit attendance at study leave. This error has been 
acknowledged and resolved. 

2.2 International Medical Graduates (IMGs) 

2.2.1 April rotation delayed: IMGs were not able to rotate from the AMU rota 
to the specialist medicine rota, leaving the specialist rotas short. The new 
intake of IMGs was not all of a standard that could work independently and 
therefore the AMU department decided to delay rotation. This caused 
considerable challenge for a few weeks, until the new IMGs had developed 
the required competencies and confidence. 

2.2.2 IMG support: Dr Dugal has been appointed into a position of 
responsibility for the welfare and support of the IMGs. A number of issues 
have been highlighted requiring increased support and supervision of the 
IMGs. This is still being developed. 

2.3 Locum payment delays 
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A number of locums have declined taking specialist medicine shifts due to the 
delay in payment which has on occasion taken over 6 months. The new 
specialist Care Group Manager is more timely in signing off shifts, and finance 
have conducted a survey (Appendix 2) indicating the current position. The 
locums however are still sceptical about the success of the payment system 
and regular issues are still being raised to the Guardian to remedy payment 
issues. On-going monitoring will continue. 

2.4 Religious festivals 

Eid in May proved a very challenging time for our Muslim colleagues. It 
proved difficult for many to have this religious festival off. This was mainly due 
to the late application for time off associated with the tight rotas. Work has 
been done within the Trust to ensure religious festivals from all denominations 
are highlighted and rotas adjusted well in advance to allow celebration by all 
those wishing to.  

2.5 Rest facilities 

This has still to be resolved. With the changing environment of the work 
places after covid, new opportunities arise. Before the final commitment on 
the outcome, the Estates Director has been replaced and the incoming 
Director has asked for a review (given the changing circumstances). 
Ultimately this has resulted in no agreed decision at this time. 

 
3. Vacancies 

At present there are relatively few vacancies after national recruitment and 
supplementation from LEDs (Locally Employed Doctors). The Deputy Medical 
Director under direction of the Medical Director has convened a body of Trust 
experts to review employment requirements and opportunities, and to include better 
utilisation of non-training doctors and alternate workforce into rotas. These include 
medical support workers, physician assistants, clinical fellows, specialist nurses and 
clinical support staff. 

 

4. Exception reporting 

The first issue to highlight is elderly care junior doctor staffing. Doctors in training 
were in community hospital posts for the first time for a while. Previously these posts 
were filled with locums. Elderly Care have also taken over the cover of Marie 
Therese Hospital following retirement of the previous rehabilitation consultant who 
could not be replaced. The work activity in these posts could not be fulfilled within 
the junior doctor’s work schedule. Where possible additional doctors were placed, 
but this could not be achieved on all occasions. The movement of junior doctors 
within the elderly care department, as well as covid related absences have led to a 
challenging time for the entire department. From August, all the community posts 
were filled with Trust doctors or doctors in training. 
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Oncology juniors increased exception reporting considerably. 1 junior doctor had 
extended time off, unrelated to covid, and this led to strain on the department. The 
minimal staffing levels in oncology were increased after review. Locums partially 
offset the work challenges. 

 

5. Immediate Safety concerns (Table 9.4) 

1 junior ticked the ISC box on submission of his report in error. The exception report 
was not an immediate safety concern.  
 
 
6. Organisation and Administration 

The Guardian has full administrative support from the medical staffing office. 

 

7. Reporting 

This report is a requirement under the Terms of the Junior Doctor contract to report 
on the adherence of the Trust to their aspects of the Terms and Conditions of 
Service.  
 

8. Required High level data:   
Number of doctors in training (total): 349 
Number of doctors in training on 2016 contract: 349 
1) VTS posts (included in above) 67 
2) Trust doctors (not included in above) 60 
Total number of doctors able to exception report 409 
Amount of time available in job plan for Guardian to do the 

role: 2PAs 

Admin support required by the Guardian: 0.04 WTE 
Amount of job-planned time for educational supervisors: 0.125 PAs per 

trainee 
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8.1 Exception reporting. Current year in detail. 

 
July’s data also included to complete the medical employment year. This quarter 
data highlighted. 

 

10.2 Exception reports since April 2021 

 
10.3 Immediate safety concern reports 

 
(Reported) Validated 
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10.4 Work schedule reviews this quarter 
 
No work schedule reviews undertaken 
 
 
10.5 Remaining vacancies Aug 21 to Aug 22.  
 

 
This data does not include maternity / paternity leave and sick leave. 
 
Historical vacancies for comparison 
 

 
 
11. Fines 
 
There are no Guardian fines to report this quarter. In 2019/2020 the fines totalled 
£2,344.26.  
 
 
12. FOI requests  
 
There were no Freedom of information requests this quarter 
  
 
13. Other information  
 
Regular meetings with the MD and Deputy MD continue. The Guardian has open 
access to all members of the executive board when required. 
 
14.   Recommendations 

• Note the report 
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Appendix 1: Vacancies in posts before being filled by Clinical Fellows etc.  
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Appendix 2: Summary of Finance Department review of locum payment 
performance. 
ADH’s outstanding with Junior Doctors ADH claims: July 2021 (Covering Q2 
period) 
 

 
 

• 43% of all ADH claims still outstanding are with the junior doctor themselves to 
complete the actual time worked. Specialist Medicine is not the care group with 
the most outstanding at this stage, UET and Clinical Support are higher.  

• The next issue is those that are awaiting final verification (Stage 3), 34% of 
claims are in this group, but with 62 prior to the shift being in July. These are the 
claims Finance have been working hard on to clear. The area with the most 
in this stage is not Speciality medicine, but Specialist surgery. The outstanding 
claims for Specialist Medicine is 12 shifts and UET is 10 shifts. Finance 
continues to work on this to get them cleared. 

• 22% of claims are still in the first stage of authorisation, (Confirmation that the 
shift is required), 17 of them are prior to July. The main area for these is UET. 

• Medicine finance team has been working very hard to get this number down to 
zero, with a total of 16 left for Specialty Medicine care group management to 
clear and 19 for UET. Specialist surgery has 30 left with the care group to clear. 

 
 
A lot of the backlogs in Specialty Medicine were created because previous care 
group management failed to authorise them in a timely manner. Rachael Pearce now 
clears claims with her for approval on a daily basis, but the care group still needs 
time to scrutinise each claim to ensure that it is not fraudulent or incorrect.  
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Meeting:  Trust Board in Public 

Date of Meeting:  02 September 2021 

Item Number:  18 

Title of Report:  Governance Improvement Plan 

Executive Director Lead:  Tony Chambers, Interim Chief Executive 

Author and Job Title: Siân Millard, Company Secretary 

Email Address:  sian.millard@nhs.net 

Purpose of the Report: 

Approve ☒ Discuss ☐ Note ☒ Endorse ☐ 

The purpose of this report to present a summary update of progress against the 
Trust’s Governance Improvement Plan, which the Board approved at its July 2021 
meeting. The paper includes a recommendation to approve the Board Development 
Plan which is attached as an appendix to this report. 

Consultation: 
The Board approved the Governance Improvement Plan in July 2021. The Board 
undertook a prioritisation exercise during August 2021 for board development topics 
which has informed the final version of the Board Development Plan which is 
appended to this paper.  

Key Risks (please tick one or more): 

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

Impact Assessment: 
Good governance supports and promotes issues relating to equality and diversity for 
staff and patients. There are no direct environmental impacts arising. 
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Recommendation(s): 

The Board is recommended to: 
• note the summary update on actions within the Governance Improvement Plan 

and that a full update will be provided at the November Board in Public meeting  
• approve the four actions proposed as complete 
• approve the Board Development Plan for 2020/21 at Appendix I  
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1. Situation / Executive Summary  
1.1 The Board approved its Governance Improvement Plan (GIP) in July 2021 (item 

7.2). A summary of progress against actions is presented in this report. The 
Board’s Development Plan is included for approval, reference action 2.2 of the 
GIP.  
 

1.2 The GIP focusses on three facets for improvement: Systems and Structures; 
Processes; and Culture and Behaviour. There are 23 actions overall; 9 have 
been approved as complete so far and a further four are proposed as complete 
for approval by the Board at the September meeting. Three are overdue against 
the original timeline and an update explanation is provided. 

2. Assessment  
2.1 The summary table below provides the latest position as at 25 August 2021 on 

the actions within the GIP and change since the July Board meeting (July 
position reflected in brackets): 

Complete Proposed 
complete 

In progress Not yet 
started 

Total 

9  (0) 4  (9) 6  (9) 4  (5) 23 

 

2.2 The four actions proposed as complete since the July meeting are: 
 
Action  Progress update 
1.1 Draft and adopt a Board 
Etiquette Code 

Draft circulated to Board for comment via 
email; updated; adopted by Chair and CEO 
on behalf of the Board and circulated final 
version 
 

2.2 Draft a comprehensive Board 
Development Plan that identifies 
the key areas for development as 
identified by best practice, 
regulatory requirements and the 
board skills assessment, and map 
to the schedule of board 
development sessions for the 
year. 

The Board considered a draft Board 
Development Plan at its July meeting and 
undertook a prioritization exercise during 
August. Updated plan attached as 
appendix to this paper for approval by the 
Board. Action proposed as complete 
pending that approval 
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4 Undertake benchmark review 
of Standing Orders (SO’s) to 
identify areas of gap to fill and 
existing areas to clarify, including 
proposing changes to Standing 
Financial Instructions (SFIs) and 
Scheme of Delegation (SoD). 
This action will take account of a 
number of other actions in this 
improvement plan (e.g. Board 
composition, Board Etiquette 
Code, Committee ToRs) 
 
 

Refreshed Standing Orders and Standing 
Financial Instructions approved by the 
Board on 1 July 2021 
 
Refreshed Scheme of Delegation and 
Schedule of Matters reserved to the Board 
approved by the Board on 5 August 2021 
 
Full and final document available on the 
Trust’s website   

12 Develop and deliver training 
on Standing Orders, including 
Standing Financial Instructions 
and Detailed Delegation Limits 
(needs to follow review of 
Standing Orders) 
 

Training package developed and first pilot 
session delivered 1 September 2021. 
Session to be run three times a year 
thereafter – responsibility: Company 
Secretary 

 

2.3 Three overdue actions to highlight to the Board, against original targets, are: 
Action  Progress update 
5.2 Review the composition of the 
committees of the Trust Board, 
taking into account skills mix, best 
practice and clarifying the 
concept of ‘in attendance’ 

Final completion is delayed due to need for 
further discussion on Remuneration and 
Appointment Committee ToRs (see update 
for action 6 below) 

6 Review Committee Terms of 
Reference, informed by work on 
Standing Orders and update 
informed by best practice models; 
ensure through this work that the 
difference and links between 
assurance and management 
functions are clear, including 
removal of subgroups of Board 
Committees 
 

Revised ToRs approved for: 
• Finance and Performance Committee 
• Quality Assurance Committee 
• People and OD Committee 
• Audit and Risk Assurance Committee 
• Auditor Panel 
• Charitable Funds Committee (pending 

Board approval at 2 September 
meeting) 

 
Further discussion is required on the draft 
revised ToRs for Remuneration and 
Appointments Committee and in particular, 
a proposal to split the Committee into two. 
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As such, full completion of this action is 
delayed. It is anticipated the outstanding 
ToRs will be resolved for the November 
Board in Public meeting. 

7. Streamline composition, 
purpose and structures of 
Executive Board (recognised as 
the engine of management of the 
organisation) to reinforce 
accountabilities, propose 
simplified meeting structure, 
consistent naming conventions 
and refreshed purpose/Terms of 
Reference for all relevant groups 
(ensure clarity through this 
process in difference and link 
between assurance and 
management function)  
 

Workshops held with Executive Directors 
and Clinical Directors 21.04.2021 and 
05.05.2021 to reset expectations and test 
proposal for new structure 
Executive Directors leading review of 
substructure, including groups that 
currently are positioned as subgroups to 
Board Committees.  
Proposal was due to be discussed with 
Non-Executive Directors in July but 
meeting cancelled due to operational 
pressures; rearranged for late September. 
Change in Chief Executive to inform next 
steps and implementation. Finalisation of 
ToRs and embedding structure therefore 
requires longer for completion (end of 
October)  

3. Risk  
3.1 The Governance Improvement Plan aims to strengthen the Trust’s governance 

processes, structures and culture and, in doling so, enhance good governance 
which itself helps to manage risk across the board.  

4. Accountability 
4.1 The Chairwoman of the Board is accountable for leadership of the Board and the 

Chairwoman and the Chief Executive are responsible for good corporate 
governance, supported by the Company Secretary. 

5. Recommendations 
• note the summary update on actions within the Governance Improvement 

Plan and that a full update will be provided at the November Board in Public 
meeting  

• approve the four actions proposed as complete 
• approve the Board Development Plan for 2020/21 at Appendix I  
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Meeting:  Trust Board in Public 

Date of Meeting:  02 September 2021 

Item Number:  18.1 

Title of Report:  Board Development Plan 2021/22 

Lead:  Mairi McLean, Chairwoman of the Board 

Author and Job Title: Siân Millard, Company Secretary 

Email Address:  sian.millard@nhs.net 

Purpose of the Report: 

Approve ☒ Discuss ☐ Note ☐ Endorse ☐ 

Presented is the Board Development Plan for 2021/22 for approval by the Board; this 
is an action under the Governance Improvement Plan 

Consultation: 

Drafts of these reports have been discussed with the Chairwoman of the Board and 
the Chief Executive. Feedback from the Trust’s governance advisors and outputs 
from the Board development workshop on 27 May 2021 have also been taken into 
account. The Board reviewed a draft of the Plan at its meeting on 5 August 2021 and 
subsequent to that members and those regularly in attendance were invited to 
prioritise board development activities to help inform scheduling of issues for 
discussion/briefing/training. 

Key Risks (please tick one or more): 

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

Impact Assessment: 
No impacts arising with regards equality and diversity – the Board development plan 
applies to all Board members and those regularly in attendance. There is mandatory 
training on equality and diversity. There would be environmental impacts as a result 
of travel for training/development sessions held face-to-face. 
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Recommendation(s): 

The Board is recommended to: 
• note the prioritisation exercise undertaken to inform the programme for board 

development, recognising the Board’s finite time for such activity 
• approve the Board development plan for 2021/22 
• agree that the Board development plan should apply to voting members of the 

Board, Associate Non-Executive Directors and those Directors who are regularly 
in attendance 
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Title: Board Development Plan 2021/22 

Situation / Executive Summary  
1.1 The Board has undertaken a period of self-reflection and analysis in relation to 

improving its governance as a result of undertakings agreed with NHSEI.  One of 
the undertakings (per the 2021 Amendments) is to have a robust development 
plan for the Board and for Board members individually. Individual development 
plans have been developed as part of the appraisal process for executive and 
non-executive directors. The overall plan for the Board is presented in this report. 
 

1.2 There are four main aspects to Board development: 
• Induction 
• Statutory and Mandatory Training (relevant to Directors) 
• Strategy and Governance 
• Skills and Knowledge 

 
1.3 It is recognised that a highly effective board is one of the fundamental drivers of 

organisational performance, particularly in times of change. Board development 
is key to this in: 

• ensuring new directors are on-boarded well so they can contribute as 
soon as possible,  

• ensuring the board understands and meets its statutory and regulatory 
duties 

• being future focused, understanding the context (including opportunities 
and risks) within which it operates and making decisions in the right way 
at the right time with the right outcomes; and  

• seeking to continuously learn and grow in knowledge  
 

1.4 It is proposed that this development plan apply to voting members of the Board, 
Associate Non-Executive Directors and those executive directors who are invited 
to be regularly in attendance at Board meetings. 
 

2. Assessment 
2.1 The 2021/22 Board Development Plan has taken into account those areas the 

Board has previously raised, either through formal or informal meetings, as items 
for board development. In order to match the time available for board 
development to the requirements of the Board, members undertook a 
prioritisation process to help inform scheduling. An electronic survey was issued 
in August to gauge views. 13 responses were received and below are the 
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summary results based on weighted average; the higher the score the higher the 
priority: 
 

 
 

Priority Topic 
1 Corporate strategy refresh 
2 Patient Safety and Quality Improvement 
3 Corporate Governance including national 

policy developments and ICS impacts 
4 Care Group Plans 
5 Risk 
6 Just Culture 
7 Digital Board 
8 Reverse Mentoring 
9 Cyber security 

10 P-22 Procurement Framework 
 

2.2 Open responses to the survey suggested that the following could be addressed 
through email briefings to the Board: 

• P-22 procurement framework  
• Reverse mentoring (please see section 2.4 below) 
• Cyber security  

0
1
2
3
4
5
6
7
8
9

Weighted Average - topic prioritisation
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2.3 Additionally, since that point, Finance and Performance Committee have 
identified a need for the Board to have a discussion on income, expenditure and 
strategic CIP. This, alongside the prioritised topics above, are reflected in the full 
schedule at Appendix 1. 
 

2.4 It should be noted that there was an error in the naming of ‘reverse mentoring’ 
which should be referred to as ‘reciprocal mentoring’. The Chairwoman considers 
this an important aspect of the Board’s equality and diversity agenda and 
recommends that a dedicated training session, rather an email briefing, is 
appropriate for this topic.  

 
2.5 Board members are also offered training and development opportunities from 

external providers e.g. NHS Providers and Good Governance Institute to 
augment their individual and collective knowledge. Such opportunities are 
circulated via the Company Secretary. 
 

3. Accountability 
3.1 The Chairwoman is accountable for leading the Board, which includes the plan 

for Board development. The Company Secretary is responsible for scheduling 
the Board development plan and coordinating the arrangements with colleagues. 
 

4. Recommendations 

4.1 The Board is recommended to: 
• note the prioritisation exercise undertaken to inform the programme for board 

development, recognising the Board’s finite time for such activity 
• approve the Board development plan for 2021/22 
• agree that the Board development plan should apply to voting members of the 

Board, Associate Non-Executive Directors and those Directors who are 
regularly in attendance 
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Appendix 1: Schedule of Board Development 2021/22 

Date Topic(s)/Training Category(ies) Provider Cost 
29 April 2021 Board Strategy and Planning 

• Trust Strategic position 
• Horizon-scanning 
• Planning for this year 
• Holding ourselves to account (the Integrated 

Performance Report) 

Strategy and 
Governance 

Internal N/A 

27 May 2021 Ways of working as a Healthy Board / MBTI Skills and 
Knowledge 
 
Strategy and 
Governance 

Internal  N/A (within 
cost of overall 
governance 
advisor 
contracts) 

23 September 2021 
 
13.45 – 17.30 

Summary overview of Care Group plans 2021/22 (1hr) 
 
Kick-off of strategic planning discussions – to identify 
the focus, priorities and underlying principles that will 
guide the development of our new strategy. Including 
system context and ICS development (2hrs) 
 
Briefing on and discussion of new executive 
governance structure (30mins) 

Skills and 
Knowledge 
 
Strategy and 
Governance 
 
 

Internal  N/A 

7 October 2021 
 
12.00 – 17.00 

Deep dive on income, expenditure and strategic CIP 
 
Review of emerging themes for Trust Strategy - 
including system context and ICS development 
 
Patient safety and quality improvement (focus to be 
confirmed) 
 

Strategy and 
Governance 
 

Internal N/A 
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Date Topic(s)/Training Category(ies) Provider Cost 
Board Assurance Framework – strategic risk and risk 
appetite (in light of the previous discussions) 
 

2 December 2021 
 
12.00 – 17.00 

Review of emerging themes for Trust Strategy – 
including stakeholder engagement, system context and 
ICS development 
 
Just Culture 
 
Review of outcomes from mid-year self-assessment of 
governance maturity matrix – comparison to baseline – 
and review of impact of governance improvement 
plan/identification of new areas of focus 
 

Strategy and 
Governance 
 
 
 
 

Internal 
 
 
 
 
 
 

N/A 

3 February 2022 
 
12.00 – 17.00 

Review of emerging themes for Trust Strategy, 
including briefing on the Health Bill and implications for 
RCHT specifically and Cornwall system more broadly 
 
2022/23 financial and operational planning 
considerations 
 
Board Assurance Framework – strategic risk and risk 
appetite (preparation for 2022/23) (in light of the previous 
discussions) 
 

Strategy and 
Governance 
 
Skills and 
Knowledge 
 
 
 

Internal 
 
 
 

N/A 

Dedicated training 
sessions to be 
arranged outside of 
already scheduled 
time 

Reciprocal mentoring 
Health and Safety – board level training 
Digital Board 
 

Skills and 
Knowledge 

External TBC 
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Appendix 2: Summary of Aspects of Board Development 

Board Induction 
Separate document available on request from the Company Secretary 

Statutory and Mandatory Training 
Purpose Provider (internal or externally commissioned) Frequency 
Health and safety Basic H&S Training internal online 

Externally commissioned Board-level training - 
dedicated training session to be arranged outside of 
scheduled board development meetings (Chief 
Operating Officer) 

Annually 

Equality, diversity and inclusion Equality and Diversity internal online 

Just Culture externally commissioned 

Annually 

Information governance Internal online Annually 

Fire safety Internal online Annually 

Infection, prevention and control Internal online Annually 

Safeguarding Internal online (Level 1 training) Annually 

PREVENT Internal online Annually 

*compliance monitored through Company Secretary’s office and to be reported through annual appraisals for directors
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Strategy and Governance 
Item Reason Provider (internal or externally 

commissioned) 
Frequency 

Stakeholder engagement Identified weakness in board maturity 
matrix 

Corporate strategy refresh Clarify/reconfirm strategic direction for 
the Trust 

Internal Throughout 
2021/22 

Corporate governance Continuous governance improvements 
(incl ‘ways of working’) 

Internal Twice a year 
(May and 
December) 

Risk Continuous risk improvements incl 
review of BAF and risk appetite 

Internal Twice a year 

Financial planning Clarity in income, expenditure and 
strategic CIP as well as operational 
planning principles 

Internal Twice a year 

Skills and Knowledge 
Item Reason Provider (internal or externally 

commissioned) 
Frequency 

Digital Board Support the Trust in its digital 
transformation journey and reflect on the 
progress made during COVID-19 

External (Chief Information Officer) – 
dedicated session to be arranged as 
training 

One-off 

Cyber Security Awareness of cyber security issues and 
potential impacts on the Trust 

Internal (Chief Information Officer) – to 
be provided via email briefing if 
relevant 

One-off 

P-22 Procurement Framework Requested by the Board in early 2020 Internal (Director of Finance) – to be 
provided via email briefing and 
Finance and Performance Committee 
consideration 

One-off 
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Skills and Knowledge 
Item Reason Provider (internal or externally 

commissioned) 
Frequency 

Care Group Plans To brief the Board on operational plans 
from the Care Groups to build knowledge 
about different areas of the Trust 

Internal – Care Groups (Chief 
Operating Officer) 

Annually (after 
approval of the 
broader Trust 
operational plan) 

Reciprocal Mentoring To understand experiences of staff from 
different perspectives 

Internal (Acting Director of People and 
OD) – dedicated session to be 
arranged as training 

One-off (and as 
needed) 

Patient Safety and Quality 
Improvement 

To reassert the Board’s commitments to 
patient safety and quality improvement 

Director of Integrated Governance Annually 
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Meeting:  Trust Board in Public (acting as Corporate Trustee) 

Date of Meeting:  02 September 2021 

Item Number:  19 

Title of Report:  Charitable Funds Committee Terms of Reference 

Executive Director Lead:  N/A  

Author and Job Title: Siân Millard, Company Secretary 

Email Address:  sian.millard@nhs.net 

Purpose of the Report: 

Approve ☒ Discuss ☐ Note ☐ Endorse ☐ 

The purpose of this report is to present for approval to the Board, in its capacity as 
Corporate Trustee, revised terms of reference (ToRs) for the Charitable Funds 
Committee. Revision of Committee ToRs is part of the Board’s Governance 
Improvement Plan. 

Consultation: 
The HMFA NHS Charitable Funds Handbook was referred to in drafting these 
updated ToR’s and ToRs from other NHS Trusts were also considered.   

The revised ToRs reflect a new, cleaner format, identified from best practice Trusts, 
and clearer duties with regards specific authorities for approvals and/or expectations 
with regards when the Committee would be consulted on/input to different issues. 

The Charitable Funds Committee considered the revised ToRs at its July meeting 
and recommended them for approval to the Board. 

Key Risks (please tick one or more): 

Clinical ☐ Financial ☒ People ☐ 
Reputational ☒ Legal / Regulatory ☒ 
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Impact Assessment:  
No direct impacts arising in respect of the ToRs. The Committee consider matters of 
equality and diversity and the environment in reviewing specific items (e.g. 
investment cases; approaches to fundraising)  

Recommendation(s): 

The Board, in its capacity as Corporate Trustee, is recommended 
to: 
• approve the revised Terms of Reference for Charitable Funds Committee  
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Charitable Funds Committee 

Terms of Reference 

1. Constitution
1.1 The Charitable Funds Committee exists to carry out functions delegated to it

by Royal Cornwall Hospitals NHS Trust, in accordance with its standing 
orders, which is the Corporate Trustee of the Charity that is registered with 
the Charity Commission as the Royal Cornwall Hospitals NHS Trust 
Charitable Fund (number 1049687). The Charity is also known as the RCHT 
Charity. 

1.2 The Corporate Trustee, through its board, has delegated day to day 
management of the charity to the Committee, including delegable functions as 
defined in regulation 16 of the NHS Trusts (Membership & Procedures) 
Regulations 1990. 

1.3 The Committee has no executive powers other than those specifically 
delegated by the Board in these Terms of Reference. 

2. Authority
2.1 The Committee is authorised by the Board to:

• investigate any activity arising within its terms of reference
• instruct professional/legal advisors and request the attendance of

individuals and authorities from outside the Trust with relevant experience
and expertise if it considers this necessary for or expedient to the exercise
of its functions

• to seek any information it requires from any member of staff and all
members of staff must cooperate with any request made by the Committee

• to request specific reports from individual functions within the Trust
• obtain such internal and benchmarking information as is necessary and

expedient to its functions

3. Purpose
3.1 The purpose of the Committee is to:

• ensure that charitable funds are spent in accordance with the original
intention of the donor (if specified), and in respect of funds allocated via
NHS Charities Together, within the stipulated requirements

• oversee and review the strategic and operational management of the
RCHT Charity (or non-exchequer funds as they are sometimes known)
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• ensure that all requirements of the Charity Commission are met and all 

legislation relating to charitable funds is adhered to in the administration 
and application of funds; and 

• ensure co-operation with the external auditors in the regulation of the 
funds.  
 

4. Membership 
4.1 The Committee’s membership shall be comprised of five voting members of 

the Trust Board in its capacity of Corporate Trustee. Three members 
(including the Committee Chair) shall be non-executive directors and two shall 
be executive Directors. One of the Executive Directors shall be the Executive 
lead for the Charity. 
 

4.2 Should an Executive Director member be absent from a meeting, they may 
delegate to a designated deputy who shall act as a member of the Committee 
on behalf of the Executive Director and shall count towards quorum for that 
purpose. 
 

4.3 At least one of the non-executive director Committee members shall also be a 
member of the Audit and Risk Assurance Committee. Absence of that 
individual at a meeting of the Committee would not invalidate quorum. 
 

4.4 One of the non-executive director members shall be appointed as Chair of the 
Committee by the Board. In the absence of the Chair, one of the other non-
executive directors shall chair the meeting. 
 

5. Attendance 
5.1 The following shall be expected to attend meetings: 

• Charity’s Treasurer (the Director of Finance or their nominee) 
 
5.2 For clarity, those in attendance are not members of the Committee for the 

purposes of quorum or decision-making however are expected and welcome to 
play a full and active part in Committee discussions and considerations. 
 

5.3 The Committee may invite other colleagues or external advisors to be in 
attendance or attend as appropriate for timed business. 

 
6. Duties 
6.1 To discharge its purpose the Committee shall undertake the following duties: 

 

Governance and Risk 
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• Provide assurance to the Corporate Trustee that the three main duties of 

the Corporate Trustee are being discharged appropriately: the duty to 
ensure compliance, a duty of prudence and a duty of care 

• Adopt and uphold the highest standards of governance with regard to the 
raising, retention and application of charitable funds and, in this context, 
manage the affairs of the Royal Cornwall Hospitals NHS Trust Charitable 
Fund within the terms of its declaration of Trust and appropriate legislation 

• Inform and seek assurance on the Charity’s risks and appropriate 
mitigations  
 

Policy and Finance 
• Advise the Trust Board regarding the policy, practice and priorities for fund 

raising and to be assured about activities undertaken by Trust staff in this 
regard 

• Ensure funding decisions are appropriate and are consistent with Charity 
Commission guidelines, the Trust’s objectives and the Trust's Use and 
Application of Charitable Funds Policy; 

• Receive and review the quarterly charitable funds income and expenditure 
accounts and other supporting financial information as requested by the 
Committee 

• Receive and review any audit reports relating to the management of the 
charitable funds, including whether the charitable fund scheme of 
delegation has been adhered to.  

• Receive the Annual Report and Accounts of the Trust’s Charitable Funds 
for consideration and recommendation for final approval, or otherwise, to 
the Corporate Trustee (Trust Board) 

• Approve all individual charitable fund expenditure items in excess of 
£25,000 and under £100,000. Make recommendations to the Corporate 
Trustee for charitable fund expenditure of £100,000 or over 

 
Investment Portfolio 
• Annually review the appointment of investment advisors. 
• Manage the investment of funds in accordance with the Trustee Act 2000 

and, if necessary, seek advice from the Charity Commission and 
professional financial and investment advisers. In particular: 
o make decisions involving the use of charitable funds for investments 

with regard to existing and subsequent legislation, policy and guidance  
o ensure that all Trust Fund monies are properly managed and invested 

in accordance with current charity legislation and in accordance with 
the investment and reserves policy approved by the Charitable Trust 
Funds Committee 
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o monitor the performance of the charitable funds investment portfolio 

Fundraising 
• Regulate fund raising and donations and determine the appropriateness of 

these activities, ensuring all activities are legal, liabilities are covered and 
trading activities are accounted for accordingly 

• Ensure that the generosity of the Trust’s benefactors and the purposes to 
which funds are put, are appropriately publicised and recognised. 
 

 
7. Quorum 
7.1 The quorum necessary for the transaction of business shall be three 

members; two non-executive directors and one executive director of the Trust. 
 

8. Secretary 
8.1 The secretary to the committee shall be the Company Secretary or their 

nominated deputy. 
 

9. Frequency of meetings 
9.1 The Committee shall meet on a quarterly basis. 

 
9.2 Committee members are expected to attend a minimum of three meetings per 

year. 
 

10. Minutes and reporting 
10.1 The minutes of all meetings of the committee shall be formally recorded. 
 
10.2 The Chair of the Committee shall provide a summary report to the Board, in 

its capacity of Corporate Trustee, following each meeting, drawing attention to 
any matters of significance or where actions for improvements are needed. 

 
10.3 The Committee will provide an annual report of its activities to the Corporate 

Trustee. 
 

11. Performance and evaluation 
11.1 The Committee shall review its collective performance and that of its 

individual members on a regular basis. The Committee shall undertake an 
annual self-assessment of its effectiveness. 

 
11.2 Members of the Committee should seek to develop and refresh their 

knowledge of national best practice with regards governance of NHS 
charities. 
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12. Review 
12.1 The Committee’s terms of reference shall be reviewed at least annually by the 

Board. 
 
 

Date approved by the Board: xxxxx 2021 
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