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Executive summary 

The quality report summarises and provides assurance to the ICB on quality 
concerns and achievements as well as actions taken by the ICB to address these 

with providers, and how assurance is sought on a sustained improved position. 
 

Information is only provided where there is exception and or requires escalation to 
the ICB meeting, this is in line with the ICB quality assurance and accountability 
framework. The report is divided into the following subsections: 

• System priorities  

• Other system service specific issues 

 
NOTE: Provider organisations referred to in this document relate to all NHS- funded 

providers in Cornwall and the Isles of Scilly.  
 
The risks assigned to the quality and pathways of care committee are attached at 

appendix 1. 
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Recommendations and specific action to take at the 

meeting 

The board is asked to: 
 

1. Note the contents of the report and enquire further, as necessary. 
2. Note that ICB reports are currently being redesigned with the new format 

available for the September board meeting. 

Main report 

The ICB quality assurance is sought through the monthly quality assurance meeting 

(QAM), safeguarding assurance meeting (SAM) and other key activity from the 
directorate. As well as the challenge COVID-19 brings to Cornwall and the Isles of 
Scilly health and social care system, some providers continue to experience 

enhanced monitoring and assurance by the ICB and have Care Quality Commission 
(CQC) action plans in place to address ongoing concerns around quality and safety. 

 
The updates have been reviewed and discussed at the July 2022 QAM and May 
SAM. The quality metrics and local intelligence in the report are on published 

performance for the month of April 2022 at a total clinical commissioning group level, 
unless otherwise stated. 

 

System priorities  
Urgent and emergency care 
 
The Cornwall and Isles of Scilly system remains challenged in urgent, elective and 

primary care and across social care. Multiple factors have contributed to this position 
of increased risk including sustained urgent care activity leading to pressures in our 

emergency department (ED), minor injury units (MIUs) and limited social care 
provision.  
 

On 27 May 2022 the CQC website published that significant work is needed to reduce 
pressure on urgent and emergency care in Cornwall and Isles of Scilly  

 
CQC found that although many of the services inspected are individually well-run and 
providing safe care and effective service to people, a lack of joined up communication 

across the system has resulted in people facing lengthy delays as they wait for 
assessment and treatment. In particular:  

 

• performance remained poor across Cornwall despite all stakeholders, including 
healthcare providers, commissioners, and the local authority being aware of the 

challenges. 
 

• lack of cross organisational working which meant the system was under extreme 
pressure and struggling to meet people’s needs in a safe and timely way. CQC 
found significant delays to people’s treatment across all services, putting them at 

risk of harm. 
 

https://www.cqc.org.uk/press-release/cqc-finds-significant-work-needed-reduce-pressure-urgent-and-emergency-care-cornwall
https://www.cqc.org.uk/press-release/cqc-finds-significant-work-needed-reduce-pressure-urgent-and-emergency-care-cornwall
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• difficult to access GPs, dentists and mental health services. 
 

• staff across the system have been left feeling exhausted due to increased 
pressures, which has led to high levels of staff sickness and staff resignations. 

 

• ambulance crews were facing long waits to get their patients into the emergency 
department. 

 
These inspections were conducted to understand how services respond to the 
challenges they face as individual providers, but that require a system wide response. 

They are also intended to support the ICS to better understand the journey people 
experience when seeking urgent care and identify where they can make improvements.  

 
CQC inspected over 24 individual services across the system. These included urgent 
and emergency care and medical services run by Royal Cornwall Hospital NHS Trust 

and Cornwall Partnership NHS Foundation Trust. CQC also inspected 11 local GP 
surgeries, 9 adult social care services and the NHS 111 service.  

 
Where a focussed inspection took place only part of the key full inspection domains was 
reviewed hence there are no formal ratings are in those reports. All reports are published 

and recommendations for improvement made, with improvement notices for 
regulations not fully met. Each provider receives their own report with their findings, 

which includes a system summary, there is not a single system overview report.  
 
Two improvement notices as part of the Royal Cornwall Hospitals NHS Trust (RCHT) 

report were identified as ‘must-do’s’ requiring a formal response, actions and 
preventative measures, to CQC by the 6 July 2022. These 2 notices were in relation to 

ambulance handover and staffing.  
 
 

Royal Cornwall Hospitals NHS Trust (RCHT) 
 

RCHT 12-hour trolley waits increased to 759 reportable breaches in March 2022. 
 
A rise in mortality has been seen across England and Wales, RCHT have seen a 

small decrease in hospital standardised mortality ratio (HSMR) from 0.93 to 0.91. 
The mortality review oversight group (MROG) completed a heatmap analysis of data 

which flagged the emergency department (ED) as a cluster requiring in -depth 
investigation, analysis and a review of ED deaths which found no concerns in quality 
of care. 

 
South West Ambulance Service NHS Foundation Trust (SWAST) 

 
Cornwall and the Isles of Scilly continue to have highest handover delays in the 
country: lost hours March 8,926:36, April 7,893:35 and May 7,962:16. The next 

SWAST reset day is being planned for 11 July, a targeted day for the Cornwall 
System. 
 

SWASFT system serious incident investigation continues to progress. The next 

steps agreed at the SWAST quality assurance and governance committee are: 

• final report will be taken to Ambulance Joint Commissioners Committee 
(AJCC) on 27 July 2022 for consideration. 
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• quality Leads to then take the report through local system SQGs and Urgent 
and Emergency Care Boards who will lead on local system response to 
findings and recommendations. 

• systems to ensure the report is shared confidentially until SWASFT has 
confirmed that families have been sent the report. 

Workforce  
 
Cornwall Foundation Trust (CFT) 

 
The integrated performance report (IPR) has advised that a review of the current 
improving access to psychological therapies (IAPT) access rates set for Cornwall will 

not be achieved until quarter 3. CFT have agreed local improved rates which they 
have advised the ICB that they are on target to meet. 

 
Limited GP cover at Camborne and Redruth Community Hospital (CRCH) 
community assessment and treatment unit (CATU), resulted in them returning to 

core beds on a temporary measure for May to June. Isles of Scilly accommodation 
continues to be an issue for staffing and on risk register.  

 

Mental health, learning disabilities and autism 
 

There are 8 cases awaiting review by the child death overview panel (CDOP). The 
ICB will receive the CDOP report and note any learning for people with a learning 

disability and autistic people (LeDeR) before closing on the platform.  
 
There are 4 outstanding notifications for allocating to reviewers. There are 8 cases 

allocated for review. 4 cases are for focussed review, of which 1 is automatically for 
a focussed review as it is for a person with autism. There are 4 cases on hold while 

other statutory reviews or investigations take place. 
 

Other system service specific issues 
 
Primary care 
 
Peer improvement tips for care and health (PITCH) 

 
From May – June 2022, 7 PITCH reports have been submitted with the main theme 
of issues related to discharge summaries.  

 

Serious incidents/ patient safety incidents  
 
RCHT 
 

There was a total of 2 serious incidents (SI) in relation to elective care raised by 
RCHT from the last report on 15 June 2022, 1 of which was a never event involving 

a central line guide wire.  
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Care home escalations 
 

Castle Hill Nursing Home 
 
Castle Hill House has formally informed the ICB of its intention to de-register as a 

nursing home to a residential home due to lack of nursing cover. All residents are 
currently being jointly by the ICB CHC team and Cornwall Council.  

 

CQC  
 

Care homes 
 

The following nursing homes have recently undergone a CQC inspection. The 
published reports of those nursing homes that were rated as in can be accessed via 
the links: 

 

• Belmont House Nursing Home – rated inadequate; re-inspected June 2022, 

awaiting outcome  
 

Infection Prevention and control (IPC) 
 
The local response and pathway development for Monkeypox is being led by urgent 

and emergency care informed by UK health security agency (UKHSA) and supported 
by the local authority public health team. The ICB infection prevention and control 

team is represented in discussions and participates in incident management calls in 
response to a case. There has currently been one case of monkeypox in our system.  
 

The ICB infection prevention and control team continues to receive information and 
supports COVID-19 outbreak and incident management team response. The system 
IPC leadership role promotes interconnectedness between local control elements as 

well as acting as an escalation and cascade conduit with the regional and national 
IPC teams as well as giving challenge and gaining assurance in respect of 

commissioned services.  
 

Safeguarding  
 
NHS England and NHS Improvement sent a briefing to all CCGs in England and 

advised that contact would be made to seek assurance about matters raised by the 
joint targeted area inspection (JTAI) in Solihull after the death of Arthur Labinjo-

Hughes. The JTAI recognised that improvements needed to be made to 
‘communication between health agencies in the MASH and their access to all health 
information held about children to ensure timely and effective information sharing 

that informs decision-making for children.’  Current mapping of all system initial multi 
agency risk assessment processes, multi-agency referral unit (MARU), multi-agency 

safeguarding hub (MASH), multi-agency child exploitation (MACE), multi-agency 
public protection agency (MAPPA) and prevent is underway.  
 

The pilot primary care domestic abuse support service has now been operational for 
over 12 months. Over 30 practices are engaged and in the last quarter there were 

over 100 new referrals into the system. Most of the people being referred were 
previously unknown to safeguarding partners outside of general practice. There have 
been no adverse incidents or complaints about the service. The pilot is funded until 

http://www.cqc.org.uk/location/1-115992275


 

Page 6 

March 2023 and it is hoped that funding will be found to create long term viability for 
the project. 

Additional information required 

Core 6 pillars 
 

Citizen focus 
 

Through out all the reports and investigations undertaken within each step of the 
quality assurance process the citizens of Cornwall and the Isles of Scilly are at the 
for front and the learning from incidents and mistakes are driven by the people of 

Cornwall. 
 

Clinically led outcomes 
 
Reporting through QAM includes the oversight and assurance of clinical information 

including clinical audit and effectiveness.  
 

Evidence based 
 
Reporting actual performance by commissioned providers for Cornwall and Isle of 

Scilly. National and local quality metrics, national directives, constitutional standards, 
strategic executive information system (STEIS) and national reporting and learning 

system (NRLS). 
 
Works within our financial envelope 

 
Quality performance may have an impact on commissioner and provider financial 

position. 
 
Place and community-based care is where care is best delivered, closer to 

home 
 

The quality assurance and accountability framework includes assurance at place via 
quality managers at integrated care area level.  
 

Reducing health inequalities (including public health implications) 
 

Throughout all the reports and investigations undertaken within each step of the 
quality assurance process colleagues look to reduce health inequalities trying to 
make sure that services are available to all the citizens of Cornwall and the Isles of 

Scilly and increase the care provided to the same high level. 
 

Other information 
 
ICS system wide implications 

 
Quality is the golden thread across our system therefore the QAM meeting is 

attended by a selection of system colleagues to enable triangulation, further enquiry 
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or escalation. Monthly reporting is provided to the Quality and Pathways of Care 
Committee, System Quality Group and the ICB.  
 

Provider or partner implications 
 

Public health implications with infection prevention and control. 
 
Engagement or consultation and involvement 

 
Commissioned providers, commissioning leads within the ICB and associate 

commissioners in NHS Devon Integrated Care Board. There are currently no 
communication issues between commissioners and providers regarding 
consultations. 

 
Risk management 

 
Quality assurance and accountability framework in place. Exception reports are 
produced by commissioners for non-performing metrics. Risks managed through risk 

register entries on the ICB corporate register. Current risks scored 12 and above 
associated with the Quality and Pathways of Care Committee (QPoCC) are given in 

appendix 1.  
 
 

National policy or legislation 
 

• NHS Constitution 

• NHS Operating Framework 

• National quality metrics  

• *Duty as to the improvement in quality of services: Section 14R NHS Act 2006  

• *Duty - Quality in Health Care Sections 45 and 148 Health and Social Care 
(Community Health and Standards) Act 2003. 

• United Nations Convention on the Rights of the Child 1989 

• Children Act 1989 and 2004 

• Children and Social Work Act 2017   

• Promoting the Health of Looked After Children Statutory Guidance 2015 

• The Care Act 2014 

• Care and Support Statutory Guidance (Chapter 14 – Safeguarding) 

• Mental Capacity Act 2015 

• Working Together to Safeguard Children 2018 
 

Equality and diversity 
 
No impact noted at this time. 

 
Climate change implications  

 
Meetings are held virtually so helping to reduce carbon footprint with reducing travel 
and colleagues are recommended not to print off the papers wherever possible. 

 

https://www.unicef.org.uk/what-we-do/un-convention-child-rights/
http://www.legislation.gov.uk/ukpga/1989/41/contents
http://www.legislation.gov.uk/ukpga/2004/31/contents
https://www.gov.uk/government/publications/promoting-the-health-and-wellbeing-of-looked-after-children--2
http://www.legislation.gov.uk/ukpga/2014/23/contents/enacted
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/315993/Care-Act-Guidance.pdf
https://www.legislation.gov.uk/ukpga/2005/9/contents
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Other external assessments 
NHS England national statistical publications; Royal College reviews; Emergency 
care improvement support team; NHS England assurance key lines of enquiries and 

NHS Improvement reviews.  
 

Relevant conflicts of interest 
 
None identified. 

 
Review arrangements 

 
Monthly review at both the quality and safeguarding assurance meetings. 
 

For use with private and confidential agenda items only 
 

FOI consideration or exemption*: None - item may be published 
 

Qualified or absolute? None, item may be published 
 
 

 

Appendix 1 – quality and pathway of care committee risks 
 
 

Title  Description  Current 
RAG 

4108 
Ambulance turn 

around  

There is a risk that ambulance turnaround at RCHT and 
PHT falls outside national expectations putting patient 

care at risk and resulting in failure of a key target. 

25 

4948 Category 

1/2  
 

There is a risk that SWAST do not achieve the national 

ambulance response times leading to un-assessed 
clinical risk, poor patient safety/experience, and 

reputational harm. 

25 

10680 - 

SWASFT Call 
Stacking 

There is a risk that the stacking of Cat 2, Cat 3 and Cat 4 

jobs on the SWASFT Call Stack outside of national 
thresholds  

25 

10706  
RTT and 52WW 

There is a risk that the ICB is unable to restore elective 
activity to 19/20 levels as set out in national planning 

guidance which impacts on patient safety and 
experience, performance and reputation. 

20 

4120  
RCHT ED  

There is a risk that RCHT are unable to see and 
treat/admit/discharge people attending their Emergency 

Department in a timely and effective manner.  

20 

5001  

Stroke  

There is a risk that inconsistent implementation of the 

stroke pathway from prevention, response and treatment 
could result in poor outcomes for patients 

20 

6067  
UHP ED  

There is a risk that UHP are unable to see and 
treat/admit/discharge people attending their Emergency 

Department in a timely and effective manner. This will 
impact on patient safety and experience  

20 

https://www.england.nhs.uk/statistics/statistical-work-areas/%20CQC%20inspections
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4916  
CYP crisis 

There is a risk to patient safety and experience, including 
delay to transfers of care, due to gaps in response for 

young people with mental health crisis at a system level.  

16 

7058  
CYP eating 
disorder IP care  

We are currently experiencing a surge in admissions to 
secondary care for children with eating disorder, following 
impact of COVID on CYP mental health.  

16 

10775 Delays to 
hospital 

treatment  

There is a risk that patients are harmed whilst waiting for 
treatment due to long waiting times as a result of the 

pandemic. Delays could lead to significant/long term 
harm to patients and increased complexity/acuity of 

treatment. 

16 

10806  

Health 
assessments for 

children looked 
after 

There is a risk that the ICB will not be able to meet their 

corporate parenting responsibilities due to delays in the 
completion of statutory Health Assessments for Children 

looked after. 

12 

10750 
Community 

deprivation of 
liberty  

There is a risk that we are unable to meet our statutory 
responsibility in ensuring that all identified persons have 

a Community Deprivation of Liberty authorisation via the 
Court of Protection 

12 

10751 
Designated 
doctor  

There is a risk that we are unable to meet all our 
safeguarding responsibilities due to a vacancy in the 
Designated Doctor for Child Safeguarding which is a 

statutory post. 

12 

10773 
Avoidable 
healthcare 

associated 
infections 

There is a risk to patients and service users across the 
health and care system from avoidable healthcare 
associated infections. 

12 

4144  
Neuro rehab 

governance  

Lack of clinical governance, process and clinical 
oversight for complex case management and acute 

discharge packages/treatment for patients requiring 
neurological rehabilitation who have also had an 
admission to hospital under section 117 of the Mental 

Health Act. This could lead to patient/public harm and /or 
litigation. 

12 

10699 - 
Diabetes 

There is a risk that we fail to improve diabetes care 
leading to increased risk of long-term complications 

especially lower limb amputation (for which we are an 
outlier) and loss of public, clinical and regulatory 

confidence in diabetes care and the ICS.  

12 

10703 

Neurosurgery 
waits 

There is a risk that patients experience long waits for 

spinal surgery resulting in patient harm, worsening 
symptoms and condition and the need for additional 

healthcare/surgery 

12 

10778 Delays - 

community 
based services 

There is a risk that people are harmed by delays in 

access to community-based services whilst waiting times 
as a result of the pandemic. Delays could lead to 
significant/long term harm to patients 

12 

 


